
PHONE SLEEP CARE SOLUTIONS, LLC FAX 
MIAMI 305.666.8800 & MIAMI 305.666.8801 
CENT FL 407.249.1002 CARE SOLUTIONS, INC CENT FL 407.249.1005 

NASH 615-885-9750  NASH 615.333.8380 

PATIENT REGISTRATION FORM 

PATIENT INFORMATION                               DATE_________________________________ 

NAME:_______________________________________I PREFER TO BE CALLED:_____________________ 

ADDRESS:_____________________________________________________________________________ 

CITY:__________________________________STATE____________ZIPCODE:______________________ 

PHONE:_____________________WORK PHONE:____________________CELL:_____________________ 

DATE OF BIRTH:_____________________SOCIAL SECURITY #:__________________________________ 

CHECK APPROPRIATE BOX:     

_____MINOR____SINGLE____MARRIED____WIDOWED____SEPARATED____DIVORCED 

EMPLOYER:___________________________________EMPLOYER’S PHONE:_______________________ 

IF STUDENT, NAME OF 

SCHOOL:_____________________________________________________________________________ 

EMAIL ADDRESS:_______________________________________________________________________ 

SPOUSE/PARENT’S 

NAME:_________________________________________EMPLOYER:_____________________________ 

SPOUSE/PARENT’S WORK PHONE:________________________________________ 

PERSON TO CONTACT IN CASE OF 

EMERGENCY:____________________________________PHONE:_______________________________ 

RESPONSIBLE PARTY 

RELATIONSHIP TO PATIENT:____SELF____SPOUSE____PARENT____OTHER______________________ 

NAME:______________________________________DATE OF BIRTH:____________________________ 

ADDRESS:_____________________________________________________________________________ 

 

CITY:________________________________________STATE:___________ZIPCODE:_________________ 

PHONE:_____________________WORK PHONE:___________________CELL:______________________ 

SOCIAL SECURITY #:_________________________________EMPLOYER:__________________________ 
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INSURANCE INFORMATION 

NAME OF 

INSURED:____________________________________DOB:_____________RELATION:_______________ 

SSN:______________________________EMPLOYER:__________________________________________ 

EMPLOYER 

ADDRESS:____________________________________________________________________________ 

CITY:______________________________STATE:__________ZIPCODE:_____________ 

PHONE:___________________________________ 

INSURANCE COMPANY:___________________________________ID#:___________________________ 

GROUP#:________________________INS. CO. PHONE#:_______________________________________ 

INS. CO. ADDRESS:______________________________________________________________________ 

********DO YOU HAVE ANY ADDITIONAL INSURANCE?  _______YES  ______NO*********** 

IF YES, PLEASE COMPLETE THE FOLLOWING 

NAME OF 

INSURED:____________________________________DOB:_____________RELATION:_______________ 

SSN:______________________________EMPLOYER:__________________________________________ 

EMPLOYER 

ADDRESS:____________________________________________________________________________ 

CITY:______________________________STATE:__________ZIPCODE:_____________ 

PHONE:___________________________________ 

INSURANCE COMPANY:___________________________________ID#:___________________________ 

GROUP#:________________________INS. CO. PHONE#:_______________________________________ 

INS. CO. ADDRESS:______________________________________________________________________ 

 

 

 


