
                     CORNERSTONE   MEDICAL   GROUP 
                                                                                                                                                        REVISION DATE: 5-2009 

 

PATIENT REGISTRATION   FORM 
 

ADULT________PEDIATRIC/DEPENDENT_______                                                      Date:  ___________________                                                                                                                                                                     
 

                                                                    PATIENT INFORMATION: 
 
__________________________________________________________       Date of Birth :    ______________________ 
                                                     (Name) 
__________________________________________________________       1.  Home Phone No.: __________________ 
                                              (Street Address) 
__________________________________________________________       2.  Cell Phone No. :____________________ 
                                          (City,  State and Zip) 
 
Sex: ___    Marital Status: ____   Spouse Name:__________________      3. Spouse Phone No: ___________________                                                                                                                 
                                                                                                           
Employer: _________________________________________________     4. Work Phone No.: ____________________            
                                                                                                   
Social Security No.:  _________________________________________     5. Daytime Phone No.:__________________  
 

PLEASE CIRCLE:   1    2    3    4    5    FOR THE PHONE NUMBER YOU PREFER US TO CALL 
 

EMERGENCY CONTACT INFORMATION: 
 
NEAREST RELATIVE:_____________________ RELATIONSHIP:_________________ PHONE NO.:______________  
(NOT LIVING WITH YOU) 
======================================================================================================================== 

IF MINOR (< 18 YEARS OLD) 
(Please circle primary contact) 

 
PARENT'S MARITAL STATUS:  MARRIED_________  DIVORCED_________ SEPARATED________ 
 
MOTHER'S NAME:_________________________________  PHONE  NUMBER:______________________________ 
 
FATHER'S NAME: _________________________________  PHONE NUMBER:  ______________________________ 
 
GUARDIAN'S NAME: ______________________________  PHONE NUMBER: ______________________________ 
 

INSURANCE INFORMATION: 
 

_________________________________________________            
                   (Primary Insurance Company Name) 
_________________________________________________           Relation to Patient: _________________________ 
                          (Responsible Party’s Name)                                                                                                 
_________________________________________________           Home Phone No.:___________________________   
                 (Street Address-If different then above) 
                                                                                                             Social Security No.:_________________________ 
_________________________________________________     
               (City, State and Zip-If different then above)                          Date of Birth: ______________________________   
 
Employer: _______________________________________           Work Phone No.:  ___________________________ 
 
 
Primary Cornerstone Physician:  _______________________________  Referred By:_________________________  
 

 
   I consent to the release of verbal information regarding my diagnosis / test results / treatment plans to my: 
 
                                 (     ) Spouse               (      ) Children                  (      ) Family Members 
 
______________________________________________                                                     _________________________ 
                   Patient/Guardian Signature                                                                                                       Date   


