
 

 

AFFILIATED EAR, NOSE AND THROAT PHYSICIANS 
PATIENT REGISTRATION 

 
Date: ____________________  

  

 

Patient First Name: _______________________________________ Middle Initial: ______ Last Name: _____________________________________ 

Street: ____________________________________________ City: ______________________________ State: ________ Zip: ____________________ 

Male       Female        Single         Married        Divorced       Legally Separated       Widow       

SS #:_________________________________________ Date of Birth: __________________________  

Home #:_________________________ Cell #:____________________________   E-Mail Address:__________________________________________ 

Employed:   Full Time      Part Time      Retired      Not   Student:    Full Time     Part Time  

Patient’s Employer: ______________________________________________ Occupation: ________________________________________________ 

Street: ____________________________________________ City: ______________________________ State: _________ Zip: ___________________ 

Work #: _______________________ May we contact you at work?         Yes     No 

 

Spouse’s Name: ___________________________________ SS#:________________________________ Date of Birth: _________________________ 

Employer: ______________________________________________ Occupation: _________________________________________________________ 

Work #: _______________________ May we contact them at work?         Yes     No   

 

 

Emergency Contact: _______________________________________ Relationship: _________________________ Phone #:_____________________ 

 

Parent’s info (if under 18):  Mom’s Name: _______________________________SS #:__________________________________________________ 

Street:_______________________________________________City:_____________________________State:___________Zip:__________________

Home #:___________________ Date of birth:___________________ E-mail address:_____________________________ 

Employer: ______________________________________________ Occupation: _____________________Work #:_____________________________ 

May we contact them at work?         Yes     No   

Dad’s Name:__________________________________SS#:_______________________Street:_____________________________________________ 

City:_____________________________State:___________Zip:__________________Home #:______________________ 

Date of birth:________________________   E-mail address:_______________________________________ 

Employer: ______________________________________________ Occupation: _____________________Work #:_____________________________ 

May we contact them at work?         Yes     No   

 
 

Primary Insurance Company/Insured Party:    Secondary Insurance Company/Insured Party: 

Insurance Company: ______________________________________  Insurance Company: ______________________________________  

Policyholder:     Self      Spouse     Parent    ___________        Policyholder:     Self      Spouse     Parent _____________ 

Name: ____________________________________________  Name: ____________________________________________  

Date of Birth: __________________________                    Date of Birth: __________________________ 

I authorize statements to be e-mailed      E-mail address: __________________________________________________________________ 

 

How were you referred to us? Physician____________________________________________________________ 

                  Name     Specialty 

 Yellow Pages  Internet    Walk-In    Other _________________________ 

 

               

FOR OFFICE STAFF ONLY: 

Patient Account #: ________________ 

Initials: _________________________           3/23/23 

             


