Desert Institute for Spine Disorders, P.C.
Patient Registration Form

Patient Information:

Patient Name: ______________________________
           Date of Birth: ___________________________
Social Security Number: ____-___-_____           Drivers License Number: _______________________________
Street Address: __________________________________City: _______ State: _____Zip: __________________
Home Number: (__) _________Work Number (__) __________Other Number (__) _______________________
Emergency Contact Name and Number: _______________________________Relationship: _________________
Email Address: _______________________________________________________________________________
Note: by providing us your email address, you are giving us permission to communicate with you via email.
Insurance Information (You will be required to provide us a copy of your insurance card at the time of your visit):
Primary Insurance: ____________________________________________________________________________
Policy Holders Name: __________________________Relationship: ______________Date of Birth: ___________
Policy Number (I.D #): _________________________Group Number: ____________Effective Date: __________

Insurance Address: __________________________________________ City: _______ State: _____ Zip: _______

Insurance Telephone Number: (___) ___________________ 

Employer: ______________________________________    Occupation: _________________________________
Secondary Insurance Information:

Secondary Insurance: __________________________________________________________________________
Policy Holders Name: __________________________Relationship: ______________Date of Birth: ___________
Policy Number (I.D #): _________________________Group Number: ____________Effective Date: __________

Insurance Address: __________________________________________ City: _______ State: _____ Zip: _______

Insurance Telephone Number: (___) ___________________ 

Employer: ______________________________________    Occupation: _________________________________

Primary Care Physician Information:
Doctor’s Name: __________________________________   Address:  ____________________________________

Telephone Number: _______________________________   Fax Number: _________________________________
Who referred you to our office (if someone other than your PCP)? _____________________________________

Patient’s Signature: ______________________________________
Date:____________________________
