[bookmark: _GoBack]Psychiatry Delaware, LLC
Patient Registration Form

Welcome! Please fill out the information below so that we can better care for you.

Patient Information


 🔳 Dr.		🔳 Mr.		🔳 Mrs.		🔳 Ms.		🔳 Jr.		🔳 Sr.		🔳 Other _______________

Last Name ______________________ First Name ______________________ Middle ______________________ 

Date of Birth ______/______/______		Marital Status		🔳 Married	🔳 Single	🔳 Other

Social Security Number  ______-______-______			🔳 Female		🔳 Male

Address ____________________________________________________________________________________

City, State  ZIP _______________________________________________________________________________

E-mail Address: ______________________________________________________________________________

Phone #	Home:	______________________		Work:	______________________
		Cell: 	______________________		Best Number	   🔳 Home	  🔳 Work	🔳 Cell

	My personal information regarding mental health, treatment, or payment may be:
	🔳 left on my answering machine/voice mail
	🔳 left with another person answering. Please list name(s) __________________________________
	🔳 not be left with any person or on any answering machine.

Preferred Language		🔳 English		🔳 Spanish		🔳 Other___________________________

Ethnicity		🔳 Hispanic/Latino	🔳 Non-Hispanic or Latino	🔳 Prefer not to answer
Race (Check all that apply)		
🔳 Caucasian/White			🔳 Black/African American	🔳 Hispanic/Latino		🔳 Refused
🔳 Native American/Eskimo Aleutt	🔳 Asian/Pacific Islander		🔳 Other _______________


Emergency Contact and Information Sharing

Emergency Contact Name ______________________________________________________________________

Relationship ____________________________________ Phone Number: ______________________

My health information can be shared with this individual		🔳 Yes		🔳 No
Other individuals my health information can be shared with (please list name, telephone number and relationship):
________________________________________________________________________________________________________________________________________________________________________________________
My health information may not be shared with: ______________________________________________________


Last Name ____________________ First Name _____________________ Date of Birth ______/______/______

Insurance Information


🔳 Same as Above (check this box and skip this section)

🔳 Other Responsible Party (please fill out the information below if you are not the subscriber)

Last Name ______________________ First Name ______________________ Middle ______________________

Date of Birth ______/______/______	Relationship _______________________________________________

Social Security Number  ______-______-______			Female		Male

Phone #	Home:	______________________		Work:	______________________
		Cell: 	______________________		Best Number		Home		Work		Cell

Address ____________________________________________________________________________________

City, State  ZIP _______________________________________________________________________________

Pharmacy Information

Local Pharmacy Name_________________________________________________________________________
Pharmacy Address ____________________________________________________________________________
Phone # ______________________

Mail Order Pharmacy Name _____________________________________________________________________
Pharmacy Address ____________________________________________________________________________
Phone # ______________________


I agree that the information supplied on the two pages of this form is accurate and up-to-date to the best of my knowledge.

Also, I have received/was offered a copy of Psychiatry Delaware’s Privacy Practices. This notice describes how my health information may be used or disclosed and explains my right as a patient. I understand that I should read this document carefully and that it may be changed at any time. I may obtain a copy of this notice by requesting it in person or calling the practice. 

I consent to evaluation and treatment by any provider affiliated with Psychiatry Delaware. I hereby authorize release of medical information that is necessary for my further treatment and for the purpose described in Psychiatry Delaware’s Privacy Practices.

Patient Name (please print)					Signature of Patient or Responsible Party

_____________________________________		_____________________________________


Date: ______/______/______
