
 

 

PATIENT REGISTRATION INFORMATION 

 

Patient Information 

Name:   Last_______________________________________First_____________________________MI_______ 

 

Address_____________________________________________________________________________________ 

 

City_________________________________________   State______________   Zip Code__________________ 

 

Sex_________   Age_________   Date of Birth_____/_____/________    Social Security #_________________ 

 

Home Phone (_____)________________________                Work Phone (_____)_______________________ 

 

Employer_________________________________________   City______________________   State__________ 

 

Is Patient a Student?  □ No    □ Full-time   □ Part-time      School____________________________________ 

 

 

GUARANTOR (If other than patient)  Full Name_____________________________________________ 

 

Relationship to Patient_________________________________________________________________________ 

 

Address_____________________________________________________________________________________ 

 

City__________________________________________   State_____________   Zip Code__________________ 

 

Is Guarantor same as insurance policy holder?    Yes    No 

 

Sex________   Age________   Date of Birth_____/_____/________    Social Security #___________________ 

 

Home Phone (_____)__________________________             Work Phone (_____)_______________________ 

 

Employer____________________________________________________________________________________ 

 

City_____________________________________________State_______________Zip Code_________________ 

 

 

PRIMARY INSURANCE_______________________________________________________________________ 

 

Policyholder_________________________________________________________________________________ 

 

 Effective Date______/______/_________     Relationship to Patient___________________________________ 

 

Policy # _____________________________   Group #______________________  Plan # _________________ 



 

SECONDARY 

INSURANCE_______________________________________________________________________________ 

 

Policyholder_________________________________   Relationship to Patient____________________________ 

 

PRIMARY CONTACT (person with whom we have permission to share your medical information) 

Name: _____________________________________________________________________________________ 

 

Relationship to Patient________________  Home Phone(____)____________Work Phone(____)____________ 

 

EMERGENCY CONTACT (Not living with you)___________________________________________________ 

 

Relationship to Patient________________  Home Phone(____)____________Work Phone(____)____________ 

• May we share medical information with your emergency contact?      □  Yes        □  No 

 

REFERRAL SOURCE – If you are a new patient today, please indicate how you became aware of Abundant 

Life Family Medicine: 

 

□  Family Member □  Friend  □  Newspaper/Magazine  □  Radio  

□  Yellow Pages  □  Television  □  Insurance Company  □ Drive By 

□  Other___________________ 

 

 

Spiritual History 

Research shows that spirituality can have a positive impact on health.  If you feel comfortable, please 
answer the following questions to help us understand the role of spirituality in your life. 

 

Do you attend religious services? Yes No If so, how often?______times per day/wk/mo/yr 

Do you have a specific religious/spiritual affiliation?________________________________________________ 

Is prayer a regular part of your life? Yes No 

Any aspects of your religion/spirituality I should be aware of in caring for you? __________________________ 

___________________________________________________________________________________________ 

  

“Abundant Life Family Medicine… helping you live life to the fullest!” 

 


