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161 Avenida Vaquero ( San Clemente, CA  92672 ( 949.366.2701 ( fax 949.429.6918   





      PATIENT REGISTRATION


Date:____________________________________________


Patient Name:___________________________________________________ DOB:________________________________


Phone:  H______________________________________________ C_________					


Marital Status:____________________________________________ Sex:________________________________________


Age:__________________________  Height:_______________________  Weight:____________________


Mailing address:_______________________________________________________________________________________


City:_________________________________________ State:�______________ �Zip:_________________________________


SSN#:______________________________________ Drivers License #:__________________________  State:__________


Employer:_____________________________________________ Occupation:_____________________________________


Employer’s Address:______________________________________________ Phone:________________________________


In Case of Emergency:_____________________________________________________________________


Relationship:_________________________________ Phone:  H_________________________ C ______________________


By whom were you referred:_______________________________________________________________________________


Payment Method 	[  ] Cash 	   [  ] Medicare 	  [  ] HMO 	 [  ] Private Insurance 	[  ] Others 


Medicare #:______________________________________________________________________________


Insurance Co:_____________________________________________________________________________


Policy Number:_______________________________ Group Number:________________________________


Insurance Address:________________________________________________________________________


Name of insured on card or policy:____________________________________________________________





Patient Signature:________________________________________________________ Date:_________________________








Guardian and/or Caregiver Signature:________________________________________ Relationship:__________________


(Only required if patient is under the age of 18 or unable to sign)
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