
 
 

PATIENT REGISTRATION 
	

TAHOE FOREST
WOMEN’S CENTER

DEMOGRAPHIC INFORMATION 
NAME       SSN      DATE OF BIRTH    GENDER __ M __ F    

PHYSICAL ADDRESS_______________________________________________________________________ CITY________________ 

MAILING ADDRESS             CITY     

STATE       ZIPCODE      COUNTY       

HOME PH ( )  -  CELL PH ( )  -  WORK PH ( )  -  PREFERENCE __H__C__W 
EMAIL ADDRESS         PRIMARY CARE PHYSICIAN       

LANGUAGE   RACE    ETHNICITY   RELIGIOUS PREFERENCE    MARITAL STATUS    

 EMPLOYED? ___YES ___ NO  EMPLOYER’S NAME      EMPLOYER’S PHONE       

EMERGENCY CONTACT       RELATIONSHIP    PHONE (  )  -  

GUARANTOR INFORMATION  

ARE YOU THE GUARANTOR? ___ YES ___ NO 
 If you are not the guarantor, please provide the following information: 

GUARANTOR ’S NAME      SSN    DATE OF BIRTH:     
ADDRESS           PH ( )  -  

PATIENT RELATIONSHIP TO GUARANTOR           
 

INSURANCE INFORMATION 
PRIMARY INSURANCE PLAN NAME      COVERAGE EFFECTIVE DATE      

MEMBER ID NUMBER        GROUP NUMBER        

ARE YOU THE SUBSCRIBER? ___ YES ___ NO 
 If you are not the subscriber, please provide the following information: 

SUBSCRIBER’S NAME:      SSN    DATE OF BIRTH:     

ADDRESS           PH ( )  -  

PATIENT RELATIONSHIP TO SUBSCRIBER ___SELF ___SPOUSE ___CHILD ___OTHER 

SECONDARY INSURANCE PLAN NAME      COVERAGE EFFECTIVE DATE       

ARE YOU THE SUBSCRIBER? ___ YES ___ NO 
 If you are not the subscriber, please provide the following information: 

SUBSCRIBER’S NAME:      SSN    DATE OF BIRTH:     

ADDRESS           PH ( )  -  

PATIENT RELATIONSHIP TO SUBSCRIBER ___SELF ___SPOUSE ___CHILD ___OTHER 

 

SIGNATURE OF PATIENT OR LEGAL GUARDIAN         DATE      


