
 
PATIENT REGISTRATION 

Date:_________________________ 
Patient Name:____________________________________________________________ 
Patient Address:__________________________________________________________ 
City:_____________________________ State:__________ Zip Code:_______________ 
Home Phone Number:_________________________ Cell:________________________ 
S.S. #___________________________ Date of Birth:______________ Sex:__________ 
Marital Status: (Please circle) Single, Married, Divorced, Widowed 
■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■  

Primary Insurance:________________________________________________________ 
Policy Number: __________________________________________________________ 
Policy Holder’s Name:______________________ DOB_________SS#______________ 
Relationship: (Please circle) Self, Spouse, Parent, Other:_________________________ 
Secondary Insurance:______________________________________________________ 
PolicyNumber:___________________________________________________________ 
Policy Holder’s Name:______________________ DOB_________SS#______________ 
Relationship: (Please circle) Self, Spouse, Parent, Other:_________________________ 
Emergency Contact:______________________ Relationship_______________________ 
Phone Number(s)_________________________________________________________ 
Pharmacy:_____________________________ Phone Number:____________________ 
City:___________________________________________________________________ 
Family Doctor:___________________________________________________________ 
Referring Doctor:_________________________________________________________ 
Hospital Preference (please circle): Grand View --- Saint Luke’s Quakertown  
■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■  
Employer Name:__________________________________________________________ 
Address:________________________________________________________________ 
Work Phone:_________________________ May we contact you a work? Yes No 
Any additional information/Special Needs or Contact Information: 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
I request that payment of authorized Medicare/Medicaid benefits be made to either me or on my behalf to 
the name of provider of service and (or) supplier for any services furnished to me by that provider service 
or and (or) supplier. I authorize any holder of medical information about me to release to the Centers for 
Medicare and Medicaid Services and its agents any information needed to determine these benefits or the 
benefits payable for related service. 
 
Signature of Patient or Guardian:_____________________________ Date:___________ 
 
           11/08 


