
Patient Registration • gam 1/24

PATIENT REGISTRATION
Please print clearly and complete all blanks
Patient #1
Last Name: _______________________________ First Name: ______________________________ Middle Name:_____________  
Date of Birth: _______________________________________________ Language spoken: _________________________________
Sex/Gender Identity: (check one)    ¨ Male    ¨ Female   ¨ Female to Male    ¨ Male to Female    ¨ Genderqueer/neither male or female
¨ Other: ________________     ¨ Decline to Answer

Orientation: (check one)  ¨ Lesbian, Gay or Homosexual    ¨ Straight or Heterosexual    ¨ Bisexual
¨ Other, please specify: ___________________________     ¨ Don’t Know     ¨ Decline to Answer 

Patient’s preferred pronouns (check one)    ¨ He/His    ¨ She/Hers    ¨ They/Theirs
Residential Address: __________________________________________________________________________________________
Primary Phone: _______________________ Cell Phone: ___________________________ Email: ____________________________
Emergency Contact Name: ______________________________Emergency Contact Phone: ________________________________
Office prefer to be seen in: ______________________________Provider prefer to see: _____________________________________
Alternate First Name/Nick name:  _________________________
What ethnicity best describes the patient? (check one) ¨ Hispanic/Latino    ¨ Non-Hispanic/Non-Latino    ¨ Decline to answer
What ancestry/race best describes the patient? (check one) ¨ American Indian/Alaskan Native ¨ Asian ¨ Black/African American
    ¨ Hawaiian Native/Pacific Islander    ¨ White    ¨ Decline to answer
Child resides with (check all that apply)    ¨ Mother    ¨ Father     ¨ Other:_______________________ 
Patient #2
Last Name: _______________________________ First Name: ______________________________ Middle Name:_____________  
Date of Birth: _______________________________________________ Language spoken: _________________________________
Sex/Gender Identity: (check one)    ¨ Male    ¨ Female   ¨ Female to Male    ¨ Male to Female    ¨ Genderqueer/neither male or female
¨ Other: ________________     ¨ Decline to Answer

Orientation: (check one)  ¨ Lesbian, Gay or Homosexual    ¨ Straight or Heterosexual    ¨ Bisexual
¨ Other, please specify: ___________________________     ¨ Don’t Know     ¨ Decline to Answer 

Patient’s preferred pronouns (check one)    ¨ He/His    ¨ She/Hers    ¨ They/Theirs
Residential Address: __________________________________________________________________________________________
Primary Phone: _______________________ Cell Phone: ___________________________ Email: ____________________________
Emergency Contact Name: ______________________________Emergency Contact Phone: ________________________________
Office prefer to be seen in: ______________________________Provider prefer to see: _____________________________________
Alternate First Name/Nick name:  _________________________
What ethnicity best describes the patient? (check one) ¨ Hispanic/Latino    ¨ Non-Hispanic/Non-Latino    ¨ Decline to answer
What ancestry/race best describes the patient? (check one) ¨ American Indian/Alaskan Native ¨ Asian ¨ Black/African American
    ¨ Hawaiian Native/Pacific Islander    ¨ White    ¨ Decline to answer
Child resides with (check all that apply)    ¨ Mother    ¨ Father     ¨ Other:_______________________ 
Primary Family Contact
Last Name: __________________________________________First Name:  _____________________________________________
Birthdate:  ___________________________________________
Residential Address: __________________________________________________________________________________________
Primary Phone: ___________________________ Work Phone: ________________________Cell Phone: _____________________
Home Email:  ________________________________________(required for portal communication and surveys)
SSN: _______________________________________________Employer: ______________________________________________
Occupation: _________________________________________________________________________________________________
How would you like to be contacted? (pick one for each category)
Recalls (when due for an appointment or immunization) ¨ Home Email (Default) ¨ Home Phone ¨ Text to Cell
Reminders (upcoming appointments)  ¨ Home Email ¨ Home Phone ¨ Text to Cell (Default)
Role: (check one) ¨ Mother ¨ Father ¨ Step Mother ¨ Step Father ¨ Legal Guardian
 ¨ Grandparent ¨ Sibling ¨ Other:________________________      

Additional Family Contacts
Last Name: __________________________________________First Name:  _____________________________________________
Birthdate:  ___________________________________________
Residential Address: __________________________________________________________________________________________
Primary Phone: ___________________________ Work Phone: ________________________Cell Phone: _____________________
Home Email:  _________________________________________
SSN: _______________________________________________Employer: ______________________________________________
Occupation: _________________________________________________________________________________________________
Role: (check one) ¨ Mother ¨ Father ¨ Step Mother ¨ Step Father ¨ Legal Guardian
 ¨ Grandparent ¨ Sibling ¨ Other:________________________   
   

More on reverse>>



Additional Family Contacts
Last Name: __________________________________________First Name:  _____________________________________________
Birthdate:  ___________________________________________
Residential Address: __________________________________________________________________________________________
Primary Phone: ___________________________ Work Phone: ________________________Cell Phone: _____________________
Home Email:  _________________________________________
SSN: _______________________________________________Employer: ______________________________________________
Occupation: _________________________________________________________________________________________________
Role: (check one) ¨ Mother ¨ Father ¨ Step Mother ¨ Step Father ¨ Legal Guardian
 ¨ Grandparent ¨ Sibling ¨ Other:________________________    
  
Additional Family Contacts
Last Name: __________________________________________First Name:  _____________________________________________
Birthdate:  ___________________________________________
Residential Address: __________________________________________________________________________________________
Primary Phone: ___________________________ Work Phone: ________________________Cell Phone: _____________________
Home Email:  _________________________________________
SSN: _______________________________________________Employer: ______________________________________________
Occupation: _________________________________________________________________________________________________
Role: (check one) ¨ Mother ¨ Father ¨ Step Mother ¨ Step Father ¨ Legal Guardian
 ¨ Grandparent ¨ Sibling ¨ Other:________________________      

Special notes concerning family situation, example divorced parents send communication to both:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Primary Insurance Information: 
Policyholders Name: ________________________ Sex: ____________ Date of birth: _____________________________________
Insurance Company Name: ______________________________ Address:  ______________________________________________
City: __________________________________________ State: ______ Zip: __________
Policy or ID # _____________________________ Group # ____________________________Phone #  _______________________

Secondary Insurance Information: (if applicable)
Policyholders Name: ________________________ Sex: ____________ Date of birth: _____________________________________
Insurance Company Name: ______________________________ Address:  ______________________________________________
City: __________________________________________ State: ______ Zip: __________
Policy or ID # _____________________________ Group # ____________________________Phone #  _______________________

The patient is responsible for knowing the specifics of his/her insurance plan and following its procedures. We strongly advise checking 
with your insurance carrier prior to visiting a Specialty Doctor, obtaining X-rays, hospital admissions and any such outside services. The 
patient is responsible for communicating any of the above mentioned special needs to the office staff and is ultimately responsible for 
payment for any services rendered. Payment is requested at the time of the service unless prior other arrangements have been made. 
VPG will not be responsible for any fees incurred for these services.

Please sign below signifying that you have read and understand the above statement and that this office has permission to submit 
insurance claims on your behalf and has permission to release any information, including medical, to the above carrier when a written 
request has been received by VPG. This office is not responsible for any dissemination or disclosure of your confidential medical infor-
mation once we provide such information, at your request, to your health insurer or employer.

SIGNATURE:______________________________________________________________ DATE:_____________________________

Referred to our practice by: (check one) ¨ Hospital ¨ Patient ¨ VPG employee ¨ Insurance Company ¨ Internet
 ¨ Other:____________________________ 

   
Add additional patients on next page>>



Patient #3
Last Name: __________________________________ First Name: _________________________________ Middle Name: _______________  
Date of Birth: ___________________________________________________Language spoken: _____________________________________
Sex/Gender Identity: (check one)    ¨ Male    ¨ Female   ¨ Female to Male    ¨ Male to Female    ¨ Genderqueer/neither male or female
¨ Other: ________________     ¨ Decline to Answer

Orientation: (check one)  ¨ Lesbian, Gay or Homosexual    ¨ Straight or Heterosexual    ¨ Bisexual
¨ Other, please specify: ___________________________     ¨ Don’t Know     ¨ Decline to Answer 

Patient’s preferred pronouns (check one)    ¨ He/His    ¨ She/Hers    ¨ They/Theirs
Residential Address: _________________________________________________________________________________________________
Primary Phone: _________________________ Cell Phone: ______________________________Email: ______________________________
Emergency Contact Name: _________________________________Emergency Contact Phone: ____________________________________
Office prefer to be seen in: _________________________________Provider prefer to see:_________________________________________
Alternate First Name/Nick name:  ____________________________
What ethnicity best describes the patient? (check one)    ¨ Hispanic/Latino    ¨ Non-Hispanic/Non-Latino    ¨ Decline to answer
What ancestry/race best describes the patient? (check one)    ¨ American Indian/Alaskan Native    ¨ Asian    ¨ Black/African American
    ¨ Hawaiian Native/Pacific Islander    ¨ White    ¨ Decline to answer
Child resides with (check all that apply)    ¨ Mother    ¨ Father    ¨ Other:_______________________ 
Patient #4
Last Name: __________________________________ First Name: _________________________________ Middle Name: _______________  
Date of Birth: ___________________________________________________Language spoken: _____________________________________
Sex/Gender Identity: (check one)    ¨ Male    ¨ Female   ¨ Female to Male    ¨ Male to Female    ¨ Genderqueer/neither male or female
¨ Other: ________________     ¨ Decline to Answer

Orientation: (check one)  ¨ Lesbian, Gay or Homosexual    ¨ Straight or Heterosexual    ¨ Bisexual
¨ Other, please specify: ___________________________     ¨ Don’t Know     ¨ Decline to Answer 

Patient’s preferred pronouns (check one)    ¨ He/His    ¨ She/Hers    ¨ They/Theirs
Residential Address: _________________________________________________________________________________________________
Primary Phone: _________________________ Cell Phone: ______________________________Email: ______________________________
Emergency Contact Name: _________________________________Emergency Contact Phone: ____________________________________
Office prefer to be seen in: _________________________________Provider prefer to see:_________________________________________
Alternate First Name/Nick name:  ____________________________
What ethnicity best describes the patient? (check one)    ¨ Hispanic/Latino    ¨ Non-Hispanic/Non-Latino    ¨ Decline to answer
What ancestry/race best describes the patient? (check one)    ¨ American Indian/Alaskan Native    ¨ Asian    ¨ Black/African American
    ¨ Hawaiian Native/Pacific Islander    ¨ White    ¨ Decline to answer
Child resides with (check all that apply)    ¨ Mother    ¨ Father    ¨ Other:_______________________ 
Patient #5
Last Name: __________________________________ First Name: _________________________________ Middle Name: _______________  
Date of Birth: ___________________________________________________Language spoken: _____________________________________
Sex/Gender Identity: (check one)    ¨ Male    ¨ Female   ¨ Female to Male    ¨ Male to Female    ¨ Genderqueer/neither male or female
¨ Other: ________________     ¨ Decline to Answer

Orientation: (check one)  ¨ Lesbian, Gay or Homosexual    ¨ Straight or Heterosexual    ¨ Bisexual
¨ Other, please specify: ___________________________     ¨ Don’t Know     ¨ Decline to Answer 

Patient’s preferred pronouns (check one)    ¨ He/His    ¨ She/Hers    ¨ They/Theirs
Residential Address: _________________________________________________________________________________________________
Primary Phone: _________________________ Cell Phone: ______________________________Email: ______________________________
Emergency Contact Name: _________________________________Emergency Contact Phone: ____________________________________
Office prefer to be seen in: _________________________________Provider prefer to see:_________________________________________
Alternate First Name/Nick name:  ____________________________
What ethnicity best describes the patient? (check one)    ¨ Hispanic/Latino    ¨ Non-Hispanic/Non-Latino    ¨ Decline to answer
What ancestry/race best describes the patient? (check one)    ¨ American Indian/Alaskan Native    ¨ Asian    ¨ Black/African American
    ¨ Hawaiian Native/Pacific Islander    ¨ White    ¨ Decline to answer
Child resides with (check all that apply)    ¨ Mother    ¨ Father    ¨ Other:_______________________ 
Patient #6
Last Name: __________________________________ First Name: _________________________________ Middle Name: _______________  
Date of Birth: ___________________________________________________Language spoken: _____________________________________
Sex/Gender Identity: (check one)    ¨ Male    ¨ Female   ¨ Female to Male    ¨ Male to Female    ¨ Genderqueer/neither male or female
¨ Other: ________________     ¨ Decline to Answer

Orientation: (check one)  ¨ Lesbian, Gay or Homosexual    ¨ Straight or Heterosexual    ¨ Bisexual
¨ Other, please specify: ___________________________     ¨ Don’t Know     ¨ Decline to Answer 

Patient’s preferred pronouns (check one)    ¨ He/His    ¨ She/Hers    ¨ They/Theirs
Residential Address: _________________________________________________________________________________________________
Primary Phone: _________________________ Cell Phone: ______________________________Email: ______________________________
Emergency Contact Name: _________________________________Emergency Contact Phone: ____________________________________
Office prefer to be seen in: _________________________________Provider prefer to see:_________________________________________
Alternate First Name/Nick name:  ____________________________
What ethnicity best describes the patient? (check one)    ¨ Hispanic/Latino    ¨ Non-Hispanic/Non-Latino    ¨ Decline to answer
What ancestry/race best describes the patient? (check one)    ¨ American Indian/Alaskan Native    ¨ Asian    ¨ Black/African American
    ¨ Hawaiian Native/Pacific Islander    ¨ White    ¨ Decline to answer
Child resides with (check all that apply)    ¨ Mother    ¨ Father    ¨ Other:_______________________ 
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