
PATIENT REGISTRATION

1919 Lathrop St • Fairbanks, AK 99701 • Ph: (907) 456-7768• Fax: (907) 456-4045
www.fairbanksent.com

Patient Name: ______________________________________________________________________________________________________ 
Address: ____________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
D.O.B:_____________________________ SS#:_______________________ Preferred Language: _____________________________
Ethnicity & Race: _____________________________________________________________
Responsible Party: ________________________________________________________Relationship__________________________
Employer__________________________________________________________

Phone# :__________________________(H)__________________________(C)________________________(W)
Please Select Preffered Phone # to Contact

If Child Responsible Party or Insurance Subscriber
Name: ____________________________________________ D.O.B:__________________________________ 
SS#:_______________________________________________
Work: _______________________________________________________________________________________________________________

Emergency Contact: _______________________________________________Phone#: ______________________________________

Drug Allergies: _____________________________________________________ Pharmacy:___________________________________

___________________________________ Date: ______/______/__________
         Signature
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