
PATIENT REGISTRATION SHEET 

 

Patient Name:___________________________________________________________________  Gender (M/F)____    
     Last                                                           First                                         Middle Initial  
 
Date of Birth:______/________/__________ Social Security #:_________-_________-__________   
 
E-mail Address:_______________________ 
 
Address:________________________________________________________________________________________   
                  House/Apt #             Street                                                       City            State                               Zip 
                   
Phone: Home:(_____) - ______ - ________  Work:(_____) - ______ - __________  Cell:(_____) - ______ - _________              
 
Emergency Contact:___________________________   Phone:(____) - _____ - ________  Relation:_______________ 
 
Were you a patient here prior? ____   Any previous diagnostic scans of the area being scanned? ____ YES _____ NO 
  
If Yes (circle):   MRI    CT     X-RAY  US  Where?_________________________________________ When?___________ 
 
(For Female) Is there any chance you are pregnant ___YES ___NO           Last Menstrual Cycle?:____/_____/______  

MEDICAL INSURANCE INFORMATION—PRIMARY INSURANCE 

 
Ins Co Name:_______________________________________________ Ins Co Phone:(______) - ______ - _________   
 
ID#:______________________ Group Plan #:_______________________ 
 
Insured’s Name:________________________________________________    
 
Insured’s Date of Birth:________/________/__________  Insured’s Social Security #:______-_______-_________   
 
Relationship to Insured (circle):           Self          Spouse          Child          Other:__________________ 

 

MEDICAL INSURANCE INFORMATION—SECONDARY INSURANCE 

 
Ins Co Name:_______________________________________________ Ins Co Phone:(______) - ______ - _________   
 
ID#:_____________________ Group Plan #:________________________ 
 
Insured’s Name:________________________________________________    
 
Insured’s Date of Birth:________/________/__________  Insured’s Social Security #:______-_______-_________   
 
Relationship to Insured (circle):           Self          Spouse          Child          Other:__________________ 
 
Please Indicate if this is the result of an accident: __ YES __ NO      
If YES (circle one)   Work Related     Auto     Personal Injury   Other:___________________ Date:_________________ 
 
Patient’s Employer:__________________________________________________ Phone:(_____) - ______ - ________ 
 
Employer Address:________________________________________________________________________________ 

CONSENT FOR TREATMENT: I consent to the diagnostic procedures deemed necessary by my Doctor 
 
_________________________________________________________                      ________________________                          

 Signature of Patient or Patient Representative                                                                          Date 


