
Patient Registration 
 Thomas Rohde, M.D., LTD 

 
PATIENT     

Full Legal Name _______________________________________  Soc Sec #____________________ 
Street Address _________________________________________  Birth date _____/_____/________ 
City ______________________________    State __________________   ZIP __________________ 
Sex:     Male      Female  Marital Status __________________  
Referring Physician ______________________________          Home Ph (_____) _______________ 
Work Ph (_____) _______________  Cell Ph (_____) _____________________ 
E-Mail ______________________________________May we e-mail you at this address? Yes No 
Work Status: Full-time Part-time Retired Not Employed 
Student Status: Full-time Part-time 
Employer __________________________Is this a work injury? Yes No Accident? Yes No 
Emergency Contact Name ____________________Emergency Contact Phone (_____) ____________ 
 
PERSON RESPONSIBLE FOR PAYMENT   Please complete if not the same as the patient. 
Full Legal Name _____________________________Relationship to Patient ____________________ 
Birth Date _____/_____/_____   Soc Sec # ________________________ 
Home Phone (_____) ___________ Work Ph (_____) ____________ Cell Ph (_____) _____________ 
Street Address ______________________________________________________________________ 
City _________________________  State _________________ ZIP ___________________ 
E-Mail _____________________________________ May we e-mail you at this address? Yes No 
 
FIRST (PRIMARY) INSURANCE  Complete this section with insurance card holder data. 
Name of Insurance Company _______________________________________________________ 
Card holder name exactly as shown on card ____________________________________________ 
Social Security #__________________   Birth Date _____/_____/_____ Sex:       Male      Female 
Member ID # ____________________________ Policy Group #_____________________________ 
Effective Date:_____/_____/_____ Deductible: $______________ Co- Payment: $_____________ 
SECOND (SECONDARY) INSURANCE Complete this section with insurance card holder data. 
Name of Insurance Company _______________________________________________________ 
Card holder name exactly as shown on card____________________________________________ 
Soc Sec # _______________ Birth date _____/_____/_______ Sex:       Male      Female 
 
HOW YOU LEARNED ABOUT US    What influenced your decision to come to our practice?   
Please check only one box: 

 Brochure / Flyer   Billboard   Employer   Family / Friend   Television   Newspaper 
 
 
 
Signature Patient/Legal Guardian:__________________________________     Date: ___________ 


