
 
 

PATIENT REGISTRATION 
 
NAME: _____________________________________________________________________________________ 
 
 
STREET ADDRESS: __________________________________________________________________________ 
 
 
CITY & STATE: ________________________________________________ZIP CODE: _____________________ 
 
 
HOME PHONE: ___________________________________CELLULAR PHONE: __________________________  
 
 
WORK PHONE: __________________________________MAY WE CALL YOU AT WORK? _______________ 
 
 
E-MAIL  ADDRESS: ___________________________________________________________________________ 
 
 
OTHER ADDRESS: ___________________________________________________________________________ 
 
 
__________________________________________________________________________________________ 
 
 
OTHER HOME PHONE: ______________________________  FAX: ____________________________________  
 
 
SOCIAL SECURITY NUMBER: ___________________________________ SEX: __________________________  
 
 
OCCUPATION: _________________________________EMPLOYER: __________________________________ 
 
 
DATE OF BIRTH: ______________________________MARITAL STATUS: ______________________________  
 
 
SPOUSE/PARTNER NAME:  ___________________________________________________________________ 
                                                                                                                                    
 
SPOUSE/PARENTS WORK PHONE:  ____________________________________________________________ 
 
                                                                                              
REFERRED BY:  
__________________________________________________________________________                            
                                                                                                               
 
EMERGENCY CONTACT – NAME & NUMBER (REQUIRED): ______________________________________ 
  
Dr. Cooper does not participate in any Insurance programs, including but not limited to Medicare.  We will be happy to furnish you with an 
itemized statement for you to file with your insurance carrier upon request.  Patients wanting information sent to a third party will need to sign 
a HIPAA compliant request.   
 
 



DATE:  ________________ SIGNATURE:  _____________________________________________________  


