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NEW PATIENT REGISTRATION FORM 

Address Apt# 

City State Zip 

Preferred Contact Number Alternate Contact Number 

Appointment Confirmation: Text __ Email __ None __ _ 

Gender M F Marital Status Single Married Divorced Widowed Life Partner Other: _____ _ 

Race/Ethnicity Caucasian African Ameriatn Hispanic Native American Asian Other: _______ _ 

Emergency Contact Name Emergency Contact Number 

Are you on or applying for any type of disability or worker's compensation? If yes, explain: 

Have you ever been convicted of a crime or involved in any legal proceedings? If yes, explain: 

Birth Date Phone Relationship to Patient: 

Address (if d;J'erent from above) Apt# 

City State Zip 

Primary Insurance Information 

Insurance Provider: Insurance Policy Holder: 

Insurance Number: Group Number: 

Relationship to Policy Holder: Policy Holder DOB & SSN, 

Secondary Insurance Information 

Insurance Provider: Insurance Policy Holder: 

Insurance Number: Group Number: 

Relationship to Policy Holder: Policy Holder DOB & SSN, 
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Account# 

Medical History 

Please circle any condition below that applies to your personal medical history and briefly e:,..,"Plain in space provided. 

Diabetes Hypertension High Cholesterol 

Migraines Chronic Pain Gastro Esophageal Reflux (GERD) 

Fibromyalgia IBS Thyroid Disease (Hyper/Hypo) 

Heart Disease Head Injury Cancer 

Seizures SlcepApnea Stroke 

Anxiety Depression ADHD 

Alzheimer's Parkinson's Alcoholism/Drug Abuse 

Other: Other: Other: 

Please list all of your prescribing physicians and their specialty: _________________________ _ 

Please list your most recent blood work tests and results: 

Please list the date of any Psychiatric Inpatient Hospitalizations, name of the hospital, and reason for admission below. 

Please list the problems or concerns you'd like to discuss 'lllith your doctor below. 
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.-\ccount # ___________ _ 

Family History 
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conditions bdow: 
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Diabetes 

High Blood Pressure 

HcaYt Disease 

Stroke 

Thyroid Disease 

Inherited/ Genetic Disease 
(i.e. :\lzhcimcr's, Parkison';;, t:tc.) 

Seizures 

Kidney Disease 

Cancer 

Alcoholism/Drug Abuse 

Psychiatric Disorders 

Other: 

Other: 

Other: 

Please complete the information below for each family member notated above. 

Living or Deceased (L/D) 

If deceased) age at death 

Please provide any additional details: 
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ANCHOR 

890 SOUTH PALAFOX STREIT, Surra 30 • PENSACOLA, FL32502 • (850) 433-1656 VOICE• (850) 433-1996 FAX 

7552 NAVARRE PARKW.W, SUITE 61 • NAVARRE, FL 32566 • (850) 684-3884 VOICE• (850) 433-1996 FAX 

NOTICE TO PATIENTS REGARDING PRIVACY OF HEALTH INFORMATION PRACTICES 
(CONT'D) 

If you have questions or would like additioruil information, you may contact the Privacy Officer at the following 
address: The Anchor Clinic

Attn: Privacy Officer 
890 South Palafox Street 
Suite 300 
Pensacola, FL 32502 

If you believe your privacy rights have been violated, you can file a complaint with the Director of Health 
Information Management or with the Secretary of Health Services. There will be no retaliation for filing a complaint. 

My signature below indicates that I have been provided with a copy of the notice of privacy practices. 

Signature of Patient or Legal Representali.ve Date 

If signed Legal Representative, relationship to Patient: __________ _ 

Distribution: original maintained in patient record 
copy provided to patient 
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