WILLIAMS FOOT CENTER, PLLC



Chart # __________

REGISTRATION (PLEASE PRINT CLEARLY)





Date_________   Primary Care/Family Doctor__________________________  Phone #___________________
Name ____________________________________________________________________________________


             First

                   MI
                                            Last                                             Suffix
Address __________________________________________________________________________________



     Street

           Unit/Apt. #                                                     City

                                       State

Zip

Home # (______)______________  Cell # (______)______________  Work # (______)_____________

Gender:   ( Male  ( Female

Date of Birth __________________

Age __________

Marital Status:   ( Single    ( Married    ( Widowed    ( Separated    ( Divorced
Race: ___________________      Ethnicity:   (Check one)   Hispanic_______   Not Hispanic_____      
Preferred Language_____________________          Social Security #: ___ ___ ___ - ___ ___ - ___ ___ ___ ___
Email ________________________________        Driver’s License #__________________
State______ 

Employer______________________________       Occupation _____________________________________
May we contact you by telephone for purposes of appointment reminders?


  YES___   NO___
May we contact you by email for purposes of appointment reminders only?

  YES___   NO___
May we leave information regarding lab/test results at the phone number provided to us?
  YES___   NO___
Preferred contact method (check one): Home phone________    Cell phone________      Email__________       

INSURANCE INFORMATION

Primary Insurance Company _________________________________________________________________

Member or ID# _______________________________________________ Group # ______________________
Policy Holder’s Name __________________________________  
Date of Birth ________________________

Relationship to Patient (self, spouse, parent, other) _____________________________________  
Secondary Insurance Company (if any) _________________________________________________________

Member or ID# _______________________________________________ Group # ______________________

Policy Holder’s Name __________________________________
Date of Birth ________________________
Relationship to Patient (self, spouse, parent, other) ______________________________________
OFFICE USE ONLY:     HT__________
WT__________
BP__________
BS__________
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