
Date:_________________ 

Legal Name: __________________________________________________________    Sex (M/F) : _________ 
 Last                                           First                           Middle                      Suffix 

Date of birth: ___________ SSN#: _________________ Drivers License #: ________________ State: _______ 

__________________       □ Hispanic  □ Non Hispanic      ________________ ___________________ 

    Race  Ethnicity  Marital Status   Preferred Language 

Mailing Address: ___________________________________________________________________________ 
 City                                   State                     Zip 

Phone: ___________________   __________________   _________________   _________________________ 
  Home                                       Work                                           Cell                                Email 

Employment:  _______________     __________________________     _____________________  ________________ 
 Status                            Employer Name                                    Employer Phone      Occupation 

Employer Address: _________________________________________________________________________ 
  City                          State                        Zip 

Preferred Pharmacy:  ____________________________    __________________________________________ 
      Name                                                                                  Address 

□ Self-pay (no insurance)    □ Insured

Primary Insurance: _________________________   Subscriber: □ Self   □ Spouse  □ Other ____________

Secondary Insurance: _______________________   Subscriber: □ Self   □ Spouse  □ Other ____________

Guarantor: __________________________________  ________________  DOB: ________ SSN#______________ 
     Legal Name                                                       Relation to Patient 

Mailing Address: ___________________________________________________________________________ 
 City                                    State                                    Zip 

Phone: ___________________   __________________   _________________   _________________________ 
Home                                       Work                                              Cell                                  Email 

Employment:  _______________     __________________________     _____________________   ________________ 
  Status                            Employer Name                                    Employer Phone  Occupation  

Employer Address: _________________________________________________________________________ 
 City                                    State                                    Zip 

Emergency Contact: _____________________________     ____________________    ___________________ 
  Name (first, last)                                                Phone                                             Relation to Patient 

I authorize the release of any medical information to any insurance company, Medicaid Insurance, third party 

administrator, or other payer that is necessary to process the claim and request payment of benefits either to myself 

or to DeKalb Family Practice & Geriatrics, LLC. I understand that I am financially responsible for all charges,

whether or not covered by insurance. Also, if my account has to be turned over to collections, I agree to pay 

all costs of collections including attorney fees.

_______________________________________________________  _________________ 

Signature:  Patient or Guardian Date 

Patient Registration Form 
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