PrimeHealth
bd PRIMARY CARE

Patient Registration - Please Print

Today’s Date: Email Address:

Patient Name:

Local Address:

City: State: Zip Code:

Billing Address:

City: State: Zip Code:

Cell Phone: PrefY/N Home Phone: PrefY/N
Age: Date of Birth: / / Sex:aM O F  Social Security #:

Emergency Contact Name: Phone: Relationship:

Marital Status: 0 Single OMarried oDivorced DSeparated oWidowed oOMinor
Military Status: 0 Active o Retired 0 Spouse of Dependent O Child of Dependent
Ethnicity: CHispanic or Latino  TNot Hispanic or Latino  oUnknown aoDeclined to Specify
Race: DAmerican Indian/ Alaskan Native DAsian  oBlack or African American  OWhite
oNative Hawaiian or Other Pacific Islander ~ 0Other Race oDeclined to Specify

Primary Insurance Carrier: Policy #:
Secondary Insurance Carrier: Policy #:
Insurance Policy Holder: Date of Birth: / /

if Minor, Responsible Party:
If different address than above:

Preferred Pharmacy:

How did you hear of PrimeHealth?
oPhysician oPharmacy rBusiness  mSoc. Media oFamily/Friend oOPrint Media OGoogle
oDrive by/Walk-in oPublix oOther

Please let us know if your visit is due to an 0 AUTO Accident 0 Workers’ Compensation

Reason for the Visit:
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