TRUECARE

URGENT CARE

NEW PATIENT
REGISTRATION FORM

Please Complete Both Sides of Registration Form

First, Middle, and Last Name:

Mailing Address:

NEW PATIENT INFORMATION

Date:

Apt:

City:

State: Zip:

Social Security:

Home Phone:

Email Address:

Cell Phone:

Date of Birth

Family Physician:

Pharmacy:

Sex: (circle one) Male

Female

RESPONSIBLE PARTY (OR PARENT NAME IF PATIENT IS A MINOR)

First, Middle, and Last Name: Date:

Mailing Address: Apt:

City: State: Zip:

Social Security # Date of Birth

Home Phone: Cell Phone:

Email: Relationship to Patient
EMERGENCY CONTACT

First, Middle, and Last Name: Date:

Mailing Address: Apt:

City: State: Zip:

Home Phone: Cell Phone:

Email:

Relationship to Patient




BEST FORM OF CONTACT

Patient Preference: (circle one) Cell Phone Home Phone Email Mail No Preference
Best Time to Call: Leave Message: Yes No
Send Reminders: Yes No

INSURANCE INFORMATION
I choose to pay for my visit myself at the time of service as a Fee For Service Patient: Yes No
Policy Holder Name:
Policy Holder Birth Date: Policy Holder Social Security #

Relationship to Patient:

Policy Holder Address:
City: State: Zip:
Home Phone: Cell Phone:

Insurance Company:

Insurance ID Number: Group Number:
Claims Address:
City: State: Zip:

POLICY HOLDER EMPLOYMENT INFORMATION
Circle One: Retired Student Minor Disabled Self-Employed Unemployed

Employer:
Employer Address:
City: State: Zip:
Employer Phone: Occupation:
Title:
SIGNATURE
Print Name:

Signature:




