
 Patient Registration (Please Print) 

 Name (as it appears on insurance card):  _____________________________________________ 
 Date of Birth: __________________   Social: _____________________ 
 Marital Status: Single     Married    Divorced   Widowed 
 Race: ________________________ 
 Ethnicity: Non-Hispanic/Latino       Hispanic/Latino       Decline to answer 
 Preferred Language: _____________________ 
 Mailing Address: ______________________________________ 
 City: ___________________________    State: _____________  Zip: ______________ 

 Home Phone:  ___________________    Mobile Phone:  ____________________ 

 Employer: _____________________Occupation:  __________________Work Phone:  _______________ 

 Email Address:  _________________________________________ 

 Emergency Contact:  _____________________________  Relationship:  ________________ 
 Phone Number:  ________________________________ 

 Primary Insurance: _____________________________   Secondary:  ________________________ 
 Insurance Holder’s Name:  _________________________________  DOB:  __________________ 
 Insurance Holder’s SSN:  __________________________________ 
 Mailing Address: ______________________________________________ 
 City: ___________________________    State: _____________  Zip: ______________ 
 Home Phone:  ___________________    Mobile Phone:  ____________________ 
 Work Phone:   ___________________ 

 Consent for Treatment 
 I,  the  undersigned,  authorize  the  performance  of  any  medical  and/or  surgical  procedure,  including,  but  not  limited  to 
 medical  examinations,  immunizations,  therapeutic  injections,  surgical  or  invasive  procedures,  and  other  medically 
 appropriate  services  advised  by  the  physician(s),  nurse  practitioner(s)  and/or  physician  assistant(s)  of  Perennial 
 Women’s Wellness for the patient named on this form. 

 Patient Signature: _________________________________  Date: _____________________ 

 Perennial Women’s Wellness 402 Bogle Street, Suites 1&2 Somerset, KY 42503 


