Patient Registration Form in Hospital 
[Hospital Name]
[Hospital Address]
[Contact Number]
[Email Address]
Date of Registration: _________________________________________
Patient Personal Information
· Full Name: ________________________________________________
· Date of Birth: _____________________________________________
· Gender: [ ] Male [ ] Female [ ] Other
· Contact Number: __________________________________________
· Email Address: ___________________________________________
· Residential Address: _______________________________________
Emergency Contact Information
· Name: _________________________________________________
· Relationship: _____________________________________________
· Contact Number: __________________________________________
Insurance Details (if applicable)
· Insurance Provider: ________________________________________
· Policy Number: ___________________________________________
Primary Care Physician
· Name: _________________________________________________
· Contact Number: __________________________________________
· Clinic Address: ____________________________________________
Purpose of Visit
[ ] General Check-up
[ ] Specialist Consultation
[ ] Follow-up
[ ] Emergency Treatment
[ ] Other: ________________________________________________
Signature of Patient or Guardian: ___________________________
Date: _________________________________________________
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