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THE STEADMAN CLINIC REGISTRATION 

 
PATIENT INFORMATION          Today’s Date____________________________ 
 
Patient Name _________________________________________________________________________  
              Last       First (Legal)    Middle Initial   Nickname 
 
Date of Birth _______________ Age_________ SS# _______________________  Sex  M       F 
 
Race_______________Ethnicity______________________Language_____________________________ 
 
Cell Phone __________________ Work Phone _________________  Home phone _________________ 
 
Permanent mailing address ______________________________________________________________ 
 
City ______________________________State _________________   Zip__________________ 
 
Email address _____________________________  Occupation _____________________________ 
 
Marital Status __________Spouses Full Name _______________________ Phone _________________ 
 
Contact In Case of Emergency ____________________________________________________________ 
 
Relationship ___________________________    Phone _______________________________________ 
 
Primary Physician _____________________________  Phone _________________________________ 
 
Address ___________________________ City ________________ State ___________  Zip ___________ 
 
How were you referred to us? 
 
Medical Professional       Family / Friend       Internet/Website       Other       ________________________ 
  
Referral Name ____________________________________ City / State / Zip _______________________ 
 
INJURY INFORMATION  
 
Date of injury __________________ Work Related: NO     YES      Auto Accident: NO     YES 
 
What is injured? _______________________________________________________________________ 

 

Describe Injury ________________________________________________________________________ 
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INSURANCE INFORMATION 

 
PRIMARY INSURANCE COMPANY: 

 

Carrier   Address         

City State   Zip  Phone      

Policy ID Number    Group         

Name of the Policy Holder    Relationship       

Address  City  State  Zip      

Date of Birth Social Security Number    Sex M F 

    Employer Occupation    
 

SECONDARY INSURANCE COMPANY: 
 

Carrier   Address                             

City State   Zip  Phone      

Policy ID Number    Group        

Name of the Policy Holder    Relationship      

Address  City  State  Zip     

Date of Birth Social Security Number    Sex M F

   Employer Occupation    
 

WORKMAN’S COMPENSATION INSURANCE: 
 

Carrier  Address                                                     

City State  Zip  Phone     

Claim Number    Case Worker’s Name     

Case Worker’s Phone Number    Fax      

Employer at Time of Injury          

Address           
 

Patient    Date    

Responsible Party    Date  ___________________

 

Nondiscrimination 
 

The Steadman Clinic complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national 
origin, age, disability, or sex. 

This information available in Spanish upon request. Solicite la versión en español de esta información. 
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