GREEN CRESCENT HERBS & ACUPUNCTURE CLINIC, INC.
990 S. Sherman St., Richardson TX 75081; (214) 718-7646
 
Patient Registration

Patient Name:  __________________________________________   Age: _______
Address:_____________________________________________________________
                      (Street)                              	    (City)                 (State)         (Zip Code)
Home Ph #: ______________  Work Ph: ______________ Cell Ph: _____________
Date of Birth:____________		Gender: ____ Male  ____ Female
E-mail: _______________________________
How Did You Hear About the Clinic:______________________________________
Do you accept text notifications regarding your visit?  Yes   No
Contact In Case of Emergency:___________________________________________
Contact Phone #: _______________________ ___________________________________________________________


				













Primary Reason for Visit: ________________________________________________
                                       __________________________________________________
Is This an Emergency:  Yes  No         Is this an on-job injury/accident:  Yes   No
Is this related to a Motor Vehicle Accident:  Yes   No
How long have you had this condition? _____________________________________
Is your condition getting worse? ___________________________________________
Does the condition bother your:  ___ Sleep ___ Work ___ Other (What: ___________)
What may have caused your condition? _____________________________________
What makes your condition worse? ________________________________________

















Do You have Health Insurance?  Yes   No
Policy Holder Name _________________________ Policy Holder Date of Birth _____
Insurance Carrier Name ______________________
ID/ Policy # ________________________________   Group # ____________________










Are you under the care of a physician now? ___ Yes  ___ No
If yes, what for: _________________________________________________________
Who is your physician(s): _________________________________________________
Physician Phone # (s): ____________________________________________________
Patient Signature: __________________________________  Date: ________________


