
Patient Registration 
 

Name_______________________      Today’s Date_________________ 
 
Date of Birth_____________ Age ______Sex _______ 
 
Parent or Guardian (for minor patient)_____________________________ 
 
Patient’s Social Security#_______________________________________ 
 
Home Address_______________________________________________ 
 
Home Phone#____________________ Work#______________________ 
 
E-mail Address_______________________________________________ 
 
Would you like to be added to our e-mail newsletter list?  ___Yes  ___ No 
 
Occupation ___________________ Employers Name_________________ 
 
Marital Status M W S D Partnered      Spouse Name__________________ 
 
Emergency Notification_________________________________________ 
 
How did you find our practice? ___________________________________ 
 
I hereby authorize Rene’ McCarty, PAC to treat me or my minor child. 
 
_________________________              _______________ 
Signature      Date 


