
Jones Memorial Hospital   191 North Main Street    Wellsville, NY  14895 

 

CLINIC REGISTRATION INFORMATION 
        

Form # 542 (09/14)          Today’s Date: 

Patient Name:        Date of Birth:  

Age:  Sex:  Maiden Name:    Birthplace: 

Patient email address: 

Mother’s Name (first, middle, last): 

Patient Address:  PO Box #:     Street: 

 City:       State:     Zip: 

Home Phone:   (    )           -     Social Security #:            -          -  Race: 

Marital Status:  Married   Single  Divorced  Widow  Separated 

Religion:     Allergies: 

Primary Care Physician: 

Patient Employer Information: (if retired or disabled – need date of being retired or disabled and name of last employer, if 

student need name of school and/or college 

   Homemaker  Student   Other:____________________________________ 

Employer Name: 

Employer Address:  PO Box #:     Street: 

 City:       State:    Zip: 

Employer Phone:   (    )          -  Occupation:      Status: 

Next of Kin:                                                                                             Person to Notify : 

Name:        Name: 

Address:        Address: 

City:    State:  Zip:  City        State:   Zip: 

Home Phone:   (    )          -      Home Phone:   (    )          -  

Work Phone:   (    )          -      Work Phone:   (    )          - 

Relationship to Patient:      Relationship to Patient: 

Guarantor Information (person responsible for bill) 

Name:        Social Security #:           -        -    Date of Birth: 

Address:  PO Box #:      Street: 

 City:       State:     Zip: 

Home Phone:   (    )           -     Relationship to Patient: 

Guarantor employer: 

Address:  PO Box #:      Street: 

 City:       State:     Zip: 

Phone:   (    )           -    Occupation:     Status: 

Insurance Information (person who carries insurance):  Insurance Card attached 

Name of Insured: 

Address:  PO Box #:      Street: 

 City:       State:     Zip: 

Phone:   (    )           -    

Name of Insurance Company:           Policy #:        Group #: 

(IF MORE THAN ONE INSURANCE, PLACE INFORMATION ON OTHER SIDE OF THIS PAGE) 

CLINIC REGISTRATION INFORMATION 


