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PATIENT REGISTRATION FORM 
Welcome to Family Medical Associates of Raleigh!             MRN: ______________________ 
PATIENT INFORMATION Please complete this entire form, or notify our staff if you are unable to. 

Last Name: ________________________________________ First: ________________________________  M.I. ______ 

D.O.B. ____/____/_____SS# ______________ ______    Gender: _________________ Race: ______________________ 

Primary Language:  ____________________________ Ethnicity:  _________________ Marital Status: ______________ 

Mailing Address:____________________________________________Apt.#________City: _______________________     

State: ______    Zip: _____________ DL State/#: _____________________ Home Phone _________________________ 

Work Phone_________________ Cell Phone___________________ Email ____________________________________ 

Preferred Method of Communication:   Email       Text      Phone Call      Mail 

Physical Address, if different than your mailing address:  ______________________________________ Apt. #________ 

City: ________________________State: ________ Zip: __________________ 

Pharmacy Name and Location:  ________________________________________Pharmacy Phone #: _______________ 

Spouse’s Name and phone: _______________________________________________ / __________________________ 

Emergency Contact and phone: ____________________________________________ / __________________________ 

Employer Name: _______________________________________________ Employer Phone #: ____________________ 

Employer Address: _________________________________________________________________________________ 

RESPONSIBLE PARTY, IF NOT SELF (PARENT OR GUARDIAN) 

Last Name: ______________________________________ First: ________________________ M.I. ________________ 

D.O.B. ____/____/________ SS# ______________ __________Gender: _____________ Race: ____________________ 

Mailing Address:___________________________________________________________________Apt.#____________ 

City: _______________________     State: ______    Zip: _____________ DL State/#: ________________________ 

INSURANCE INFORMATION (PLEASE PRESENT YOUR INSURANCE CARD WITH THIS FORM) 

Primary Ins. ______________________________ Policy Holder _________________________ D.O.B.____/____/____ 

Relationship: ________________________ Policy # ____________________________ Group# ___________________ 

SS#    _________________________Employer:______________________________________________ 

Secondary Ins. ____________________________ Policy Holder________________________  D.O.B. ____ /____/____  

Relationship: ___________________________ Policy # ______________________ Group# ______________________  

SS# ___________________________Employer: _________________________________________________________  
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