
REGISTRATION FORM 
ADULT (AGE 18 OR MORE) 

 
ROOTS WELLCARE, P.A. 

 
 
 
Name __________________________________________ Date ___________________ 
 
Address ________________________________________________________________ 
                     Street                                              City/State                                      Zip 
 
Phone _____________________________  ____________________________________ 
                     Home                                                              Work 
 
__________________________________  _____________________________________ 
                     Cell                                                                   Pager 
 
Email address ____________________________________________________________ 
 
Birth date ________________________  Age ________________  Sex ______________ 
 
Marital status:  single  married divorced  separated 
 (circle)  widowed committed relationship 
 
Education (years completed)  Elem____ HS____ College____ Vocational____ Prof____ 
 
Number of children __________________________ Their ages ____________________ 
 
Occupation or Nature of your work ___________________________________________ 
 
Retired or semi-retired? ____________________________________________________ 
 
Employer _____________________________ Address ___________________________ 
 
Spouse/Partner’s Name ______________________________ Work Phone ___________ 
 
Emergency Contact __________________________________ Phone _______________ 
   (person other than spouse/partner) 
 
Family Physician/Clinic ______________________________ Phone ________________ 
 
Whom may we thank for referring you? _______________________________________ 
 
 


