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Patient Registration Form

Personal Information:
Full Name: _________________________________________________Date of Birth: ____/____/______     
Gender: [ ] Male  [ ] Female  [ ] Other Explain:__________________ SSN: _________________________
Race: ___________________  Ethnicity: ____________________ Preferred Language: _______________
Marital Status: [ ] Single  [ ] Married  [ ] Divorced [ ] Widowed
Home Address: _______________________________________________________
City: ___________________________   State: ________   ZIP Code: _____________
Home Number: ___________________		Cell Number: _____________________
Email Address: ___________________________________________________________
Employer Information:
Name of Employer: ______________________________________________________
Address: _______________________________________________________________
Phone Number: ________________
Emergency Contact Information:
Name: ____________________________________________	Relationship: __________________
Phone Number: ______________________
Insurance Information:
Primary Insurance Provider: _______________________________________________
Policy Number: ____________________________   Group Number: _______________
Subscriber Name (if different from patient): ___________________________________
Subscriber Date of Birth: ____/____/______ Relationship to Patient: ________________
Secondary Insurance Provider: _______________________________________________
Policy Number: ____________________________   Group Number: _______________
Subscriber Name (if different from patient): ___________________________________
Subscriber Date of Birth: ____/____/______ Relationship to Patient: ________________
Pharmacy:
Preferred Pharmacy Name: ___________________________________________________
Pharmacy Address: __________________________________________________________
I voluntarily consent to any and all healthcare treatment and diagnostic procedures provided by Gainesville Family Practice, PC and its associated physicians, clinicians and other personnel. I am aware that the practice of medicine and other healthcare professions is not an exact science and I further state that I understand that no guarantee has been or can be made as to the results of the treatments or examinations of Gainesville Family Practice, PC.
___________________________________________________          ______________________________________________
Patient/ Guardian Printed Name                                                                        Patient/ Guardian Signature 
___________________________________
Date

(t) 703-754-4101 www.gainesvillefamilypractice.com (f) 703-754-1105
Douglas Sigmon, M.D., Susan Turkington, M.D., Jason Hackett, M.D., Katherine Baker, C.F.N.P.            
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