
PATIENT REGISTRATION 
Alicia Masiulis, MS, LAC, LMP 

 
Name_________________________________________________________________  Date________________________________ 
                           First                                      MI                                 Last 
 
Address____________________________________________________________________________________________________ 
                               Street                                                                                               City                                          State                  Zip Code 
 
Home Phone_______________________Work Phone__________________________Cell Phone__________________________ 
 
Email  Address______________________________________________________________________________________________ 
 
Social Security Number__________________________________ 
 
Birthdate_______________________________________________ 
 
Sex:     Female         Male            Marital Status:     Single     Married    Partnered   Divorced    Widowed      Other 
 
Employer________________________________________Occupation________________________________________________ 
 
Your Primary Care Physician__________________________________________Phone__________________________________ 
 
Referring Physician__________________________________________________Phone__________________________________ 
 
In an emergency contact:_____________________________________________Phone__________________________________ 
 

INSURANCE INFORMATION 
 
Primary Insurance___________________________________________________________________________________________ 
 
Insured’s Name__________________________________________________________Birth date__________________________ 
 
ID Number_______________________________________________________Group Number_____________________________ 
 
Secondary Insurance_____________________________________________________Birth date__________________________ 
 
ID Number_______________________________________________________Group Number_____________________________ 

 

IF YOU HAVE HAD AN ACCIDENT PLEASE COMPLETE THIS SECTION 
 
Date of accident________________________How did it happen?   Auto Work   Other (location)________________________ 
 
Involvement in accident if Auto:          Driver           Passenger                  Pedestrian           Cyclist 
 
Attorney’s Name/ Address/ Phone____________________________________________________________________________ 
 
Insurance Company (worker’s comp or your auto PIP)___________________________________________________________ 
 
Address____________________________________________________Phone number___________________________________ 
 
Claim Number___________________________Adjuster__________________________________________________________ 
 
Name of insured_____________________________________________________________________________________________ 

 
Please tell us how you learned of our service or whom we can thank. 
  
Name_________________________________________________________________________________ 


