Cape Henlopen Wellness Center    Patient Registration Form 
	Patient Information                                                                                                                                      Please Print 

	Today’s Date:


	Primary Care Provider: 


	Patient’s  Last Name:                       First:                                Middle: 
	Male 


	Female 



	Race (please circle all that apply):

Caucasian/White      Black/African American     Asian/Native Hawaiian/Other Pacific Islander
American Indian/Alaskan Native      
	Ethnicity (please circle):

 Hispanic/Latino      Arabic      

 Non-hispanic/latino/arabic

	Address: 
	Phone#: 

	Patient SSN#:
	Birth date:

	School & Teacher Name: [Teacher Name is Optional]                
	Grade:

	Parental/Legal Guardian Information

	Mother’s Full Legal Name:
	SSN#: [optional]
	Birth date:

	Address: 


	Home Phone#:

	Employer Name & Address:
	Employer Phone#:

	Father’s Full Legal Name: 
	SSN#: [optional]
	Birth date: 

	Address: 
	Home Phone#: 

	Employer Name & Address: 
	Employer Phone#:

	Legal Guardian Name (if not mother or father): 
	SSN#: [optional]
	Birth date: 

	Address: 
	Home Phone#: 

	Employer Name & Address: 
	Employer Phone#:

	Insurance Information

	Medicaid #:

	Name of Medicaid Health Plan:

 

	Is Medicaid your only insurance? 

Yes                              No 
	If Medicaid is NOT your only insurance, or you do not have Medicaid, please list your information below.



	Primary Insurance  Name: 
	Subscriber Name: 

	Group# 
	Subscriber DOB:
	Policy#: 

	Patient Relationship to Subscriber 
	Self 


	Spouse


	Child


	Other



	Secondary Insurance Name: 
	Subscriber Name: 

	Group# 
	Subscriber DOB:
	Policy#: 

	Patient Relationship to Subscriber 
	Self 


	Spouse


	Child


	Other



	In case of an emergency contact:
	Relationship to patient: 
	Phone #: 

	Is patient employed?

Yes          No
	Patient’s yearly income:



	Patient/Legal Guardian Signature:                                                                                                                                                                      Date:  



