
PATIENT REGISTRATION 
 
 
 
Last Name: _____________________ First: ________________________ Initial: ______ 
 
SS#:_________________________ Date of Birth: ____________________ Age: ______ 
 
Address: ________________________________________________________________ 
 
City: ___________________________ State: _____________ Zip: _________________ 
 
Home Phone:  (       ) ___________________ Cell Phone:  (        ) ___________________ 
 
Work Phone:  (       ) ___________________    Marital Status:      M      S      D     W             
 
Email Address:  __________________________________________________________ 
 
Preferred Phone Contact:       Home       Cell       Work       Other____________________   
 
Employer: ______________________________Occupation:_______________________ 
 
Emergency Contact:  ________________________ Phone:  (       ) __________________ 
 
Is there anyone (other than yourself) you would like to authorize to access your records? 
 
Name________________________________ Phone:  (       ) ______________________ 
 
How did you hear about us?  ________________________________________________ 
 
Favorite Activities / Hobbies:  _______________________________________________   
 
Are you interested in our Skin Rejuvenation Program?   Yes    No 
 
Are you interested in our Group Affiliate Programs?   Yes        No 
 
Other Information:  _______________________________________________________ 
 
 
I authorize the release of any medical information necessary to conduct the desired 
procedures.  I accept responsibility for any fees associated with desired procedures. 
 
 
 
 
Signature:  ___________________________________________Date:  ______________ 


