
 

BFHC-1001/03-08 

PATIENT REGISTRATION 

 
Demographic Information 
 

First Name: _____________________________   Middle Initial: _________  Last Name: ________________________________________  
  
Date of Birth: _________________ (mm/dd/yyyy)   Sex: _________  Race: __________________   Ethnicity:________________________ 

Social Security Number: ________________________________ 

Address1: ______________________________________________  Address2: _______________________________________________ 

City: _______________________________________  State: ___________________  Zip: ___________________ 

Language: ________________________________  Language Country: __________________________________ 

Marital Status: ______________________  Pregnant:     (check if applicable) 

Employment Status:  ___________________________  Employer Name: ___________________________________________________ 

Employer Phone: (______) _________________________ 

Address1: ______________________________________________  Address2: ______________________________________________ 

Employer City: ___________________________________  Employer State: _______________  Employer Zip: _______________ 

Contact Information 

Home Phone: (_____) ____________________  Work Phone: (_____) ____________________ Extension: ______ 

 Cell Phone: (_____) _____________________  Email Address: ________________________________________________ 

Contact Preference:    Email    Postal Mail (check one) 

Emergency Contact Information 

Contact First Name: __________________________________  Contact Last Name: ____________________________________________ 

Contact Phone: (______) __________________________  Relationship to Patient: _____________________________________________ 

Contact Address1: _____________________________________ Contact Address2: ____________________________________________ 

Contact City: ___________________________________  Contact State: ____________  Contact Zip: _______________ 

Insurance Information 
 
Primary Insurance Company Name: ___________________________________________ 

Primary Insurance Plan: ____________________________________  Primary Plan ID: __________________________ 

Secondary Insurance Company Name: ___________________________________________ 

Secondary Insurance Plan: ____________________________________  Secondary Plan ID: __________________________ 

 

 



 

BFHC-1001/03-08 

PATIENT REGISTRATION 

 
Guarantor’s Demographic Information 

First Name: _____________________________   Middle Initial: _________  Last Name: ________________________________________  
  
Date of Birth: _________________ (mm/dd/yyyy)   Sex: _________  Race: __________________   Ethnicity:________________________ 

Social Security Number: ________________________________ 

Address1: ______________________________________________  Address2: _______________________________________________ 

City: _______________________________________  State: ___________________  Zip: ___________________ 

Language: ________________________________  Language Country: __________________________________ 

Marital Status: ______________________  Pregnant:     (check if applicable) 

Employment Status:  ___________________________  Employer Name: ___________________________________________________ 

Employer Phone: (______) _________________________ 

Address1: ______________________________________________  Address2: ______________________________________________ 

Employer City: ___________________________________  Employer State: _______________  Employer Zip: _______________ 

Guarantor’s Contact Information 

Home Phone: (_____) ____________________  Work Phone: (_____) ____________________ Extension: ______ 

 Cell Phone: (_____) _____________________  Email Address: ________________________________________________ 

Contact Preference:    Email    Postal Mail (check one) 

Home phone: (_____) _________________________________________ Work phone: (_____) __________________________________ 

 

 

 

 

 

 

 

As either the Patient or the legally authorized representative of the Patient, I acknowledge the accuracy or the information provided 
above as being true to the best of my knowledge. 

Signature: _______________________________________________  Date: ___________________________ 


