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Name:      
 
DOB:       

 
Patient Registration 

Date:  ___________________________ 
 

Pa
tie

nt
 

 
Last Name  ______________________  First Name  ________________________  Initial  ______ 
Address  ________________________________________________________________________ 
Additional Address  _______________________________________________________________ 
City  ___________________________  State  _______________  Zip  _______________ 
Phone – Home  ___________________  Work  ______________  Cell  _______________ 
Preferred Message Phone  _______________________  Social Security Number  _______________ 
Date of Birth  _________________  Marital Status  ________________  Sex  ______________ 
Employer  _________________________________________ 
Have you been seen at a Saint Alphonsus Medical Group Clinic in the past 3 years?  __________________ 
Who was your last provider?  _________________________________________ 
 

H
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lth
 In
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ra
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e 

 
Primary Insurance  _______________________  Effective Date  ____________________________ 
Group Number  ___________________________  Subscriber Number  ________________________ 
Policy Holder Name  _______________________  Date of Birth  _____________________________ 
Employer  ________________________________  Relationship to Patient  _____________________ 
Secondary Insurance  _____________________  Effective Date  ____________________________ 
Group Number  ___________________________  Subscriber Number  ________________________ 
Policy Holder Name  _______________________  Date of Birth  _____________________________ 
Employer  ________________________________  Relationship to Patient  _____________________ 
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po
ns

ib
le

 P
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Last Name  ______________________  First Name  ________________________  Initial  ______ 
Address  ________________________________________________________________________ 
Additional Address  _______________________________________________________________ 
City  ___________________________  State  _______________  Zip  _______________ 
Phone – Home  ___________________  Work  ______________  Cell  _______________ 
Preferred Message Phone  _______________________  Social Security Number  _______________ 
Date of Birth  _________________  Marital Status  ________________  Sex  ______________ 
Employer  ________________________________  Relationship to Patient  _____________________ 
 

In
 C

as
e 

of
 

Em
er

ge
nc

y  
Last Name  _____________________  First Name  ___                       __  Phone Number  ______________ 
Address  ____________________________  City  _________________  State  _______  Zip  _______ 
Relationship to Patient  _______________________________________________________________ 
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C
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Last Name  _____________________  First Name  ___                       __  Phone Number  ______________ 
Address  ____________________________  City  _________________  State  _______  Zip  _______ 
Relationship to Patient  _______________________________________________________________ 
 

A
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D
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Do you have an Advance Directive?  Yes  _____  No  _____ 
Do you want information about Advance Directive?  Yes  _____  No  _____ 
Brochure Provided?  Yes  _____  No  _____ 
 

 


