
NH Integrated Health Care, 2021 

 

 

DATE:  ______________________________ 

LAST NAME: _________________________   FIRST NAME: ___________________ MI: ____ SUFFIX: ____ 

DOB: ________________________________ M: _____ F: _____ SSN: ______________________________ 

MAILING ADDRESS:  ______________________________________________________________________ 

CITY: ______________________________________ STATE: __________________ ZIP: _______________ 

PHYSICAL ADDRESS IF DIFFERENT FROM MAILING ADDRESS: 

________________________________________________________________________________________ 

PHONE NUMBERS 

HOME: ______________________   CELL: ________________________ WORK: _____________________ 

EMAIL: _________________________________________________________________________________ 

PRIMARY CARE PHYSICIAN: _______________________________________________________________ 

PLACE OF EMPLOYMENT: _________________________________________________________________ 

EMERGENCY CONTACT 

NAME: _______________________ PHONE: ___________________ RELATIONSHIP: _________________ 

PREFERRED PHARMACY: __________________________________ PHONE: _______________________ 

INSURANCE INFORMATION 

PRIMARY INS PLAN: _________________________ ID: ____________________ GP: _________________ 

INSURED NAME, IF OTHER THAN PATIENT: __________________________________________________ 

INSURED DOB, IF OTHER THAN PATIENT: ___________________________________________________ 

PRIOR SURGERY FOR THIS PROBLEM: ________ BY WHOM: _______________ WHEN: _____________ 

HOW DID YOU HEAR ABOUT OUR PRACTICE: ________________________________________________ 

 

I certify that to the best of my knowledge, the information contained in this Patient Registration Form is 

true and complete. 

 

Patient Signature: ____________________________________________________ Date: ________________ 


