METHODIST SPORTS MEDICINE CENTER

PATIENT REGISTRATION SHEET

Patient’'s Name Male Female

Last First Middle Initial Please circle
Street City. State Zip
Home Phone Patient’s Social Security # Birthdate
Patient's Employer Work Phone Ext Cell Phone

Spouse’s Name

Spouse’s Daytime Phone

Spouse’s Employer,

Emergency Contact Relationship Phone #
Additional Information for insurance purposes are you presently? Homebound Y N Hospice Y N Pregnant Y N
Responsible Party (Guarantor Information)
Name Male Female Birthdate
Last First Middle Initial Please circle
Street City State Zip
Home Phone Work Phone Cell Phone

Relationship of patient to the responsible party

Relationship of Patient to the Insurance Policy Holder (please circle)

Self Father Mother Spouse Child Step-child Adopted Child Foster Child Grandchild Grandparent Niece or Nephew
Employee Emancipated Minor Dependent of Minor dependent Handicapped dependent Significant other Life partner Other
INSURANCE
Policy Holder's Name Male Female Birthdate
Last First Middle Initial Please circle
Policy Holder's Address City. State Zip
Policy Holder’s Social Security# Policy Holder's Employer,
Policy Holder's Work Phone
Medical —reason for being seen
Injury Date Injury Area, How did Injury/Accident Happen
Is it sports related? Yes No Sport Is it work related? Yes No
School Patient Attending Presently
Coach Trainer,
Family Doctor Address City State Zip
Family Doctor’s Phone #
Who referred you? (Pleasecircle) Ad Friend Yellow Pages Relative Coach Trainer
Referring Doctor. Address City State Zip

Referring Doctor’s Phone #




