
Patient Registration Form 

Patient Information (Please print clearly in BLACK ink only) 

Outer� 
Ca�e 

HEALTH SERVICES 

Legal Name* Last First Middle Initial Name used: 

Legal Sex (please check one)* □ Female □ Male Pronouns: 

*While Outer Cape Health Services recognizes a number of genders I sexes, many insurance companies and legal
entities unfortunately do not. Please be aware that the name and sex you have listed on your insurance must be used
on documents pertaining to insurance, billing and correspondence. If your preferred name and pronouns are different
from these, please let us know.

Date of Birth (mm/dd/yyyy)
I I 

Social Security # 
--

Contact Information 

Your answers to the following questions will help us reach you quickly and discreetly with important 
information. 

Home Phone Cell Phone Work Phone Best number to use to leave 

( ) ( ) ( ) 
results & messages? 

□ Home □ Cell
Ok to leave voicemail? Ok to leave voicemail? Ok to leave voicemail? 

□ Work □ Other:
□ Yes □ No □ Yes □ No □ Yes □ No

Mailing Address City State Zip Code 

Address (if different from above) City State Zip Code 

Email address Would you like to register for the Patient 
Portal? □ Yes □ No 

Occupation Employer/School Name 

Are you covered under school or employer's insurance? □ Yes □ No

Emergency Contact's Name Phone Number Relationship to you 

If you are under 18, the Department of Public Health requires that you provide parent/guardian contact information. 

Parent/Guardian Name Phone Number Relationship to you 

Preferred Pharmacy 

Pharmacy Name ___________ Address _____________________ _ 
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