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Van Houten Medical Company

Initial Registration

[bookmark: _GoBack]
Patient Name (last, first, MI)____________________________________________
Name of parent/guardian: (last, first, MI)__________________________________

Patient Information:
Preferred name:_________________		Circle one:	male    female	
Date of Birth:___/___/_____		Social Security Number:____-___-_____
Address:____________________________________________
	    ___________________________________________
Home Phone:___________________		Cell Phone:______________________
Email:  _____________________________________________________________
Mother’s Maiden Name:____________________	Preferred Language:_________



Next of Kin:______________________________	Relation:__________________
Address:____________________________________________
	    ___________________________________________
Primary Phone:____________________	Secondary Phone:_________________



Local Pharmacy:______________________________________________________
Mail Order Pharmacy:__________________________________________________




Insurance Company:____________________________________________________
Guarantor:_______________________	Date of Birth:___/___/______
Phone:__________________________	Social Securtity #:____-___-______
Effective Date for patient coverage:___/___/______
Please provide proof of insurance and ID when completing this form.


Please list all allergies, and what reaction that you had/have to each:
________________________________________________________________________________________________________________________________________________

___ I am not allergic to any medications	___ I am not allergic to environmental allergens




By my signature, I attest that the above listed information is factual:


Signed by:	______________________________	_______________________
	Signature of Patient or Legal Guardian	Relationship to Patient


	_______________________________	______________________
	Print Patient’s Name	Date

	_______________________________
	Print Name of Patient or Legal Guardian, if applicable

Patient/guardian must be provided with a signed copy of this authorization form.


Current Medication List 
Please include all vitamins and OTC medications.

	
Medication
	
Dose
	
	How often you take it
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