
 POS® Reorder # 1105898

REGISTRATION INFORMATION
(PLEASE PRINT)

Date: _______________________  Home Phone: _________________________________________

Patient: _____________________________________________________________________________________________________

 Last Name First Name Initial

Street Address: ______________________________________________________________________________________________

City: ___________________________________________________________________State: ____________ Zip: ______________

Sex: � M   � F   Age:_____  Birthdate:  ___________    � Single  � Married   � Widowed   � Separated   � Divorced

Patient Employed by: ________________________________________________________________________________________

 Business Address: ___________________________________________________________________________________

 Occupation: __________________________________________  Business Phone: _____________________________

Spouse (or responsible party): _______________________________________________________________________________

 Business Address: ___________________________________________________________________________________

 Occupation: __________________________________________  Business Phone: _____________________________

Purpose of Visit: ____________________________________________________________________________________________

Social Security #: ________________________________________________

Name of Primary Care Physician: _____________________________________________________________________________

Do you have medical insurance?              �  No     �  Yes

 Name of Company: _______________________________________________________  Group # __________________

 �  Medicare              �  Medi-Cal              �  Other Ins.              Claim ID # _________________________________

In case of emergency, who should be notifi ed? __________________________________  Phone: ______________________

Your Drugstore Name: _________________________________________________________  Phone: ______________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

 

 Signature of Patient ___________________________________________


