
 

  

8936 Blakeney Professional Drive 

Charlotte, NC 28277 

704-943-3714 (phone) 

866-212-0355 (fax) 
 

www.dscmd.com 

PATIENT REGISTRATION FORM 
 

PATIENT INFORMATION      

 

Name: ________________________________________________________________________________ Today’s Date ___/___/___ 
  Last    First    MI 

Address: _________________________________________________________________________________________________________________ 
  Street                                                        City                          State                           Zip 

Prefix: Mr. / Ms. / Mrs. / Dr.      Suffix__________    Preferred Name____________________   

Race: ________________   Preferred Language: ____________________  Ethnicity: _____________________ 

Date of Birth: ___/___/___     Gender:  M / F           SSN: _______________   Marital Status __________  

Home Phone:  (_____) _________ Work Phone: (____) __________Ext. ______  Cell Phone: (_____) _________ 

Personal Email address: ______________________________________________________________________________ 

Preferred Method of Contact (circle one):  Home Phone Work Phone Cell Phone Email 
 

PARENT/GUARDIAN OF PATIENT UNDER 18 YEARS OF AGE 
 

Name: _______________________________  Date of Birth: ____/_____/_____  Phone: (____) _____________ 

 

Address: _________________________________________________________________________________________________________________ 
  Street                                                        City                          State                           Zip 

 

EMERGENCY CONTACT INFORMATION 
 

Emergency Contact: _________________________________________  Relationship: ______________________________ 
 

Phone #1: (_____) ______________  Phone #2: (_____) ______________  
 

 

PATIENT EMPLOYMENT INFORMATION 
Employment status: Employed / Student / Self-employed / Retired Company: _____________________________________________ 
 

 

HOW DID YOU HEAR ABOUT US? 
Physician       Family      Friend     Yellow Pages       Insurance Carrier     Internet      Newspaper Ad       Exterior Signage Other 

 
 

PHYSICIAN REFERRAL INFORMATION 
Referred by: ___________________________________________________ Practice Name: _________________________________________ 
 

PRIMARY CARE PHYSICIAN 
Name: ___________________________________________________ Practice Name: _________________________________________ 

 

PRIMARY INSURANCE INFORMATION 
 

Policyholder (if not patient): ____________________________________ Relationship to patient: ________________ 

 

Date of Birth: _________________  SSN:_________________________ Daytime phone # :(_____) ______________ 

 

Address: _______________________________________________________________________________________ 
  Street     City  State              Zip 

 

SECONDARY INSURANCE INFORMATION 
 

Policyholder (if not patient): _____________________________________ Relationship to patient: ________________ 

 

Date of Birth: _________________ SSN: _________________________ Daytime phone # :(_____) ______________ 

 

Address: _________________________________________________________________________________________________________________ 
  Street                                                        City                          State                           Zip 
 


