
 
PATIENT REGISTRATION 

 
How did you hear about ERGENT Care? 
 
     ______Friend            ______Letter   ______Mailer     ______Newspaper   ______Other 
 
     ______Phone Book  ______Radio   ______Relative  ______Signage        ______Work 
 
 
Patient Last Name______________________________________________________________ 
 
Patient First Name_____________________________________   Middle Initial _____________ 
 
Social Security #  ____________________________________  DATE OF BIRTH ___/ ___/ ___ 
 
Gender  ______Male     ______Female 
 
Street Address _________________________________________________________________ 
 
City______________________________________   State___________   Zip _______________ 
 
Home Telephone__________________________   Cell # (optional) _______________________ 
 
E-mail (optional)______________________________________   Marital Status _____________ 
 
Patient Employer _______________________________________________________________ 
 
Primary Care Physician __________________________________________________________ 
 
Insurance Co-pay Amount $ ___________________________ 
_____________________________________________________________________________ 
 
Insurance Card Holder/Guarantor:  _________________________________________________ 
                                                         Last Name                              First name                        M.I. 
 
Guarantor’s Street Address _______________________________________________________ 
 
Guarantor’s City _____________________________   State ____________   Zip ____________ 
 
Guarantor’s Phone # ____________________________________________________________ 
 
Guarantor’s Social Security # ___________________________  DATE OF BIRTH ___/ ___/ ___ 
 
Gender  ______Male     ______Female            Relationship to Patient:  ____Parent  ____Spouse 
 
Guarantor’s Employer ___________________________________________________________ 
 
Guarantor’s Employer Address ____________________________________________________ 
 


