PATIENT REGISTRATION FORM
(Please print clearly)

At Marquis Family Medicine, we have limited our practice to provide superior patient care.
[bookmark: _GoBack]We charge a one-time $75 registration fee per individual or $150 per family.

Patient Information
Full Name & Date of Birth_______________________________________________________________
Add spouse/significant other name/DOB here _______________________________________________
Marital Status (Please circle one)       Single       Married        Divorced       Widowed      Life Partner        Other  Home Address 
_____________________________________________________________________________________
			Street				City		    State	                        Zip   

Home Phone __________________ Work Phone __________________ Cell Phone _________________

Email address__________________________________________________________________________ 
Employment Information

Employer Name & Phone ________________________________________________________________

_____________________________________________________________________________________
Employer Address	Street					City		State	            Zip	                                 Emergency Contact/Next of Kin 
Name & Phone ________________________________________________________________________
_____________________________________________________________________________________
Address         	Street		   	 	City			State		       Zip   

______________________________________________
Relationship to Patient

How did you hear about our clinic

_____________________________________________________________________________________


