
Michael K. Laidlaw M.D. 
           5180 Grove St.  

Rocklin, CA  95677  
Phone: (916) 315-9100  Fax: (916) 315-0141 

 

REGISTRATION RECORD 
 

PLEASE PRINT CLEARLY AND COMPLETE FULLY 

 

Today’s Date____________ Patient’s Name ____________________________________________________ 
First  M  Last 

SS# ____________________ Date of Birth ___________________  Age_______ 

Address ____________________________________________________________________________________ 
  Street    City    Zip code 

Sex: M   F   Marital Status:      Single      Married        Widowed      Separated      Divorced  

Home Phone (____)__________________ Work Phone (____)_________________ 

Cell Phone (____)____________________ email ____________________________ 

Primary Physician____________________________________________________________  

Employer_________________________________ Occupation ____________________________ 

Spouse’s Name_____________________________ Spouse’s Employer ____________________________ 

Spouse’s Work Address____________________________    Spouse’s Work Phone (_____)_______________ 

 

EMERGENCY CONTACT INFORMATION – Nearest relative or friend not living at the same address as yours 

Name_______________________________________ Telephone (_____)__________________________ 

Address___________________________________________________________________________________ 

 

INSURANCE INFORMATION 
 

Policyholder’s Name _________________________________ Policyholder’s DOB _____________ 

Insurance Company _________________________________ Employer ______________________ 

Policyholder’s ID/SSN _________________________ Group No ______________________ 

 

SECONDARY INSURANCE (if applicable) 
 

Policyholder’s Name _________________________________ Policyholder’s DOB _____________ 

Insurance Company _________________________________ Employer _____________________ 

Policyholder’s ID/SSN _________________________ Group No _____________________ 

 

TERTIARY INSURANCE (if applicable) 
 

Policyholder’s Name _________________________________ Policyholder’s DOB _____________ 

Insurance Company _________________________________ Employer _____________________ 

Policyholder’s ID/SSN _________________________ Group No _____________________ 
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