
COVID-19 Vaccine Patient Registration 
 

Patient Name:    __________________________________________ 

DOB:      __________________________________________ 

Billing Address:    __________________________________________ 

Phone #:   __________________________________________ 

SS#:    __________________________________________ 

Gender:   __________________________________________ 

Email:    __________________________________________ 

Language:   __________________________________________ 

Race:    __________________________________________ 

Emergency Contact: 

 Name:    __________________________________________ 

 Relationship:   __________________________________________ 

 Contact #:    __________________________________________ 

Pharmacy:     __________________________________________ 

PCP:      __________________________________________ 

Insurance Carrier:    __________________________________________ 

Member ID:        __________________________________________ 

Group #:                    __________________________________________ 

Insurance Subscriber:   __________________________________________ 

Ins. Subscriber DOB:  __________________________________________ 

Relation to Subscriber:  __________________________________________ 
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