
	
  

 
Patient Registration Form 

Last	
  name:_______________________________	
  First	
  Name:	
  __________________________	
  MI:______	
  

SSN:_______-­‐____-­‐_______	
  	
  	
  	
  	
  	
  	
  Birth	
  Date:	
  ______/______/_______	
  	
  	
  	
  	
  	
  	
  Gender	
  {circle}	
  	
  	
  MALE	
  	
  	
  FEMALE	
  

Address:____________________________________	
  City:____________	
  State:______	
  Zip:___________	
  

Home	
  Phone:	
  (______)_________-­‐_______________	
  	
  	
  Cell	
  Phone:	
  (______)_________-­‐______________	
  

Email:	
  ________________________@_____________.com	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Marital	
  Status	
  {circle}:	
  	
  M	
  	
  S	
  	
  D	
  	
  W	
  	
  C	
  	
  

Race:_________________________	
  	
  Preferred	
  Language:________________	
  	
  Hispanic	
  or	
  Latino?	
  Y/N	
  

*Emergency	
  Contact:	
  _________________________________________________________________	
  

Relationship:___________________________	
  	
  	
  	
  	
  	
  	
  	
  Phone:	
  (______)_________-­‐__________________	
  

Primary Insurance:_______________________________________	
  Co-­‐pay:_____________________	
  

Insured	
  Name:_________________________________	
  Relationship:____________________________	
  

Birth	
  Date:	
  ______/______/_______	
  	
  	
  	
  	
  	
  	
  SSN:_______-­‐____-­‐_______	
  	
  	
  	
  	
  	
  	
  	
  

Employer	
  Name:________________________________	
  Address:________________________________	
  

Secondary  Insurance:_________________________________________	
  Co-­‐pay:_________________	
  

Insured	
  Name:_________________________________	
  Relationship:____________________________	
  

Birth	
  Date:	
  ______/______/_______	
  	
  	
  	
  	
  	
  	
  SSN:_______-­‐____-­‐_______	
  	
  	
  	
  	
  	
  	
  	
  

Guarantor Name:_________________________________________	
  Relationship:_________________	
  

Address:_________________________________City:___________State:________Zip:______________	
  

Birth	
  Date:	
  ______/______/_______	
  	
  	
  	
  	
  	
  	
  SSN:_______-­‐____-­‐_______	
  	
  	
  	
  	
  	
  	
  	
  

*Reason for today’s Visit:_______________________________________________________	
  

	
  

	
  

*How did you hear about Compass Urgent Care?	
  {Circle	
  all	
  that	
  apply}	
  

Friend  Relative Doctor Referral Facebook  Mailer       

Newspaper  Phone Book  Radio  Signage         Television 

               Work                         Internet           Other  


