
Michigan State University Department of Surgery 
New Patient Registration 

 
Name (last, first, mi) ________________________________ Birth Date   __________  
 
SS# _____________________________Sex  M   F     Marital Status   M    S    D    W 
 
Address___________________________________   Home Phone  _______________  
 
__________________________________________   Cell Phone  ________________    
 
Employer _________________________________   Work Phone _______________  
 
Email address   _______________________________________________________  
 
Primary Doctor ___________________   Referring Doctor ___________________   

 
Are you here as a result of an injury?   Y     N    Date of injury  ________________  
 
Type of injury (please circle)    work          auto             other   ___________________  
  
Is this visit a follow-up from a recent surgery?   Y     N    Date of surgery ________  
   
 
Primary Insurance _________________    Secondary Insurance _______________   
 
Policy holders name  ___________________    Policy holders name  ___________________   
 
Address  _____________________________    Address _______________________________  
 
Relationship  ____________ DOB _________    Relationship  __________   DOB  _________  

 

*Co-pay amount or percentage per office visit  ______________________________    
 
Emergency Contact: 
 
Name _______________________ Relationship _____________  Phone  ___________  
 
If patient is a minor, please fill out the following: 
 
Mothers name _________________________    Father’s name __________________________   
 
Address ______________________________    Address _______________________________  
 
 ____________________________________     _____________________________________  
 
Phone _______________ DOB ___________    Phone ______________DOB ____________  
 
Patient resides with:    Both parents       Mother         Father        Other ____________         
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