@Tanner Medical Group

Registration Form

As a member of Tanner Medical Group, we are committed to providing the best
and most comprehensive healthcare possible. We encourage you to ask questions.

PATIENT INFORMATION

Patient’s Name: Alias:

Date of Birth: Social Security #:

Sex: Male Female Other Race: Caucasian Black Asian Hispanic Other
Patient’s Address:

City State Zip

Primary Care Provider: Preferred Pharmacy:

Preferred Language: Interpreter Needed? Yes No
Email: Employer:

Home: Cell:

Work : Preferred Communications: Call Text Email

Marital Status: Single Married Divorced Legally Separated Widowed  Other

Special Needs: Is this Visit Related to an Accident? Yes No

GUARANTOR / RESPONSIBLE PARTY

Name: DOB: Phone: Relationship

Social Security # Address

OTHER / EMERGENCY CONTACT INFORMATION

Name: Relationship: Phone:
CHILD’S PRIMARY CAREGIVER Phone/
Father/Name Date of Birth: SS#:
Phone
Mother/Name Maiden Name: Date of Birth:
SS#:

The following individuals have my permission to bring this child to the office for routine medical care:

Name: Relationship to Patient

Name: Relationship to Patient

Name: Relationship to Patient




