
                                                                                                                           
                                                                                                                                           Date__________________ 

                                                                             
Susan M. Felber, M.D. 

REGISTRATION INFORMATION 
 
PATIENT INFORMATION: 
 
Patient Legal Name:__________________________________________________________________________ 
                                                                        First                                                            MI                                                                     Last 
Address:______________________________________________________________Apt #:________________ 
City, State, Zip:_____________________________________________________________________________ 
Social Security Number:_______/_______/_______________Birthdate:________________________________ 
Email Address:______________________________________________________________________________ 
Sex:       M       F                Circle Marital Status:        Single         Married         Widowed         Divorced            
Home Phone:_______________________________________    Cell Phone:_____________________________ 
Employer:____________________________________________Work Phone: __________________________ 
Employer Address:_______________________________________ City State Zip:________________________ 
 

SPOUSE INFORMATION 

Name:_______________________________________  Work or Cell Phone:____________________________ 
Employer:____________________________________  Employer Address:______________________________ 
 

EMERGENCY CONTACT INFORMATION (Other than spouse) 

Name:_______________________________________  Relationship:__________________________________ 
Home Phone:__________________________________  Alternate Phone:_______________________________ 
 

PRIMARY INSURANCE INFORMATION 

Policy Holder Name:_____________________________  Relationship to Patient:_________________________ 
Policy Holder Date of Birth:________________________ Policy Holder Soc Sec #:________________________ 
Insurance Company:__________________________Policy #:____________________  Group #:______________ 
 

SECONDARY INSURANCE INFORMATION 

Policy Holder Name:_____________________________  Relationship to Patient:__________________________ 
Policy Holder Date of Birth:________________________ Policy Holder Soc Sec #:________________________ 
Insurance Company:__________________________Policy #:____________________  Group #:_____________ 
 

PHARMACY INFORMATION 

 
Pharmacy Name:_____________________________________________  Phone:___________________________ 
Address:_____________________________________________________________________________________ 


