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Ageless Men’s Health            








V1.2
PATIENT REGISTRATION FORM
Date:________________ Chart Number:_________________
PATIENT INFORMATION        
How did you hear about our clinic?  ________________________________________________________________
Last Name_________________________________ First Name__________________________  M Initial________
Address_______________________________________________________________________________________
City/St/Zip_________________________________________
Date of Birth ________________________________

Age _________ Height__________Weight  ____________
SS #_______________________________________

Home Phone___________________________________ 
Cell _______________________________________

Employer__________________________________________
Work Phone ________________________________
Work Address______________________________________
City/State/Zip _______________________________
POLICY HOLDER INFORMATION (if different then yourself)
Last Name_________________________________ First Name__________________________  M Initial________
Address_______________________________________________________________________________________
City/St/Zip ________________________________________
Date of Birth ________________________________ SS#__________________________________
Home Phone___________________________________ 
Cell _______________________________________

Employer__________________________________________
Work Phone ________________________________
Work Address______________________________________
City/State/Zip _______________________________
EMERGENCY CONTACT
Name_____________________________________________
Relationship to Patient ________________________
Home Phone _______________________________________
Mobile Phone _______________________________
INSURANCE INFORMATION
PRIMARY INSURANCE____________________________
Insured ID#_________________________________
     Address_________________________________________
Group# ____________________________________

     City/St/Zip ______________________________________
Phone______________________________________

     Policy Owner____________________________________
Insured Date of Birth _________________________

     Patient Relationship to Policy Owner ___________________________________
SECONDARY INSURANCE_________________________
Insured ID#_________________________________

     Address_________________________________________
Group# ____________________________________

     City/St/Zip ______________________________________
Phone______________________________________

     Policy Owner____________________________________
Insured Date of Birth _________________________

     Patient Relationship to Policy Owner ___________________________________

Referring Physician _____________________________________________________________________________
Chief Complaints  ______________________________________________________________________________
 _____________________________________________________________________________________________

Past Medical History ____________________________________________________________________________
 _____________________________________________________________________________________________

 _____________________________________________________________________________________________

 _____________________________________________________________________________________________

Past Surgical History ____________________________________________________________________________

 _____________________________________________________________________________________________

 _____________________________________________________________________________________________

 _____________________________________________________________________________________________

*(this page should be a part of a medical history intake form)
