
Patient Registration & Sign-In Form 
 [NAME OF ORGANIZATION] 

 
Welcome to [NAME OF ORGANIZATION]. Please sign your name on the line below, indicate the 
time you arrived at the practice, and the name of your physician. If there are any changes to the 
columns on the right, check the box and the receptionist may ask for additional information from 
you. 
 
Today’s date is ___________________________. 
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