
933 Centinela Ave. Suite B  Inglewood, CA 90302   (310) 878-2858  inglewoodurgentcare@gmail.com

PATIENT REGISTRATION INFORMATION

Last Name:______________________________________  First Name:_________________________________

Date of Birth:_____________                Sex:_________                   Social Security:________________________

Address:___________________________________________________________________     Apt:___________

City:__________________________________         State:_________________          Zip Code:____________________

Home Phone:_______________________ Cell Phone:_____________________ Email:___________________________

Primary Care Provider:_______________________________________________________________________________

Pharmacy of Choice:_________________________________________ Pharmacy Phone:_________________________

Pharmacy Address:__________________________________________________________________________________

Allergies:__________________________________________________________________________________________

Reason For Visit:___________________________________________________________________________________

Responsible Party Information (for patients under 18 and other dependent patients)

Last Name:_________________________________ First Name:________________________ Date of Birth:__________

Relationship to patient:_________________________________________________________________

Address:_____________________________________________________________________________

City:_____________________________________________ State:________________ Zip Code:___________________

Emergency Contact:
Name:_____________________________________________________________________

Phone:______________________               Relationship to Patient:________________________________

Patient’s Primary Insurance Information __Self Pay

Member Name:________________________________
Insurance Company:____________________________
Subscriber ID #:_______________________________
Group #:_____________________________________

Patient’s Secondary Insurance Information

Member Name:___________________________________
Insurance Company:_______________________________
Subscriber ID #:___________________________________
Group #:_________________________________________

Past Medical History:______________________________________________________________________________________________

________________________________________________________________________________________________________________

Surgical History:__________________________________________________________________________________________________

________________________________________________________________________________________________________________

Current Medications:______________________________________________________________________________________________

________________________________________________________________________________________________________________

______________________________________     _________________________________       _____________________
Print Patient Name or Legal Guardian Name         Signature of Patient or Legal Guardian Date




