
 
 
 

 
701 Cottage Grove Road Suite C-10   Bloomfield, CT 06002  U.S.A. 

Tel (860)242-2200   Fax (860)242-2200 
www.AvonTherapeuticCenter.com 

PATIENT REGISTRATION FORM 
Thank you for choosing our office. In order to serve you better, we need the following 

information. Please print legibly. All information will be kept confidential. 

Today’s Date:  ____ / ____ / _____ 
 
Last Name: _________________________________  First Name: _____________________________  MI: __________ 
 
Birthdate (mm/dd/yr): _____ / _____ / ______   Age: _________   M / F: ________ 
 
Street Address: ____________________________________________________________________   
 
City: ___________________________________   State: _______________________   Zip: ____________ 
 
Home Tel: ( ____ ) __________________  Cell : ( _____ ) _______________________   Email: _____________________________ 
 
PARENTS INFO 
 
Father’s Name: ___________________________________   Mother’s Name: _____________________________________ 
 
Address: _________________________________________   Address: _____________________________________________ 
              __________________________________________    ______________________________________________ 
              __________________________________________    ______________________________________________ 
 
Occupation: ______________________________________ Occupation: _______________________________________ 
 
Contact Tel no. ( ____ ) ____________________________ Contact Tel no. ( ____ ) _____________________________ 
 
EMERGENCY CONTACT (Other than the Parent) 
 
Name: __________________________________ Relation to Patient: ______________________________________ 
 
Contact Tel no. ( ____ ) ___________________________ 
 
PATIENT INFO 
 
Diagnosis: ____________________________________________ Date of Diagnosis: __________________________ 
_____________________________________________________ 
_____________________________________________________ 
 
Medications: _________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
 
Allergies:  Foods: _____________________________________________________________________________________ 
    Medications: ________________________________________________________________________________ 
    Environmental: ______________________________________________________________________________ 
    Chemical: __________________________________________________________________________________ 
    Others: _____________________________________________________________________________________ 
 
Primary Care Physician: ____________________________________________     Tel No. ( ____ ) ______________________ 
 
Address: ________________________________________________________________________________________________ 


