
KATZ AND KADE, INC. 
71 E. Hollister St. 

Cincinnati, Ohio 45219 
(513) 723-0909 

	
  
PATIENT REGISTRATION 

         Date:____/____/______ 

Name: _____________________________________________  Date of Birth: ____/____/______ 

Street Address: _________________________________________________________________ 

City/State: _________________________________  ZIP Code: __________________________ 

Social Security Number:________-_______-_________ 

Email Address: _________________________________________________________________ 

Phone Numbers:                                                                                

Home: _______-________-_________     

Cell:   ________-________-_________                             

Work: ________-________-_________                            

Emergency/Alternate Contact: ____________________________________________________ 

Phone Number: ______-_______-_________ Relationship to Patient: ______________________  

Pharmacy Name:_________________ Location: __________________ Phone #: _____________ 

Marital Status (please circle):      Single        Married        Divorced         Separated        Widowed 

Do you consider yourself to be (please circle):       Hispanic/ Latino     or     Non-Hispanic /Latino 

Do you consider yourself to be:  ___ White 

    ___ Black or African American 

    ___ Asian 

    ___ American Indian or Native Alaskan 

    ___ Native Hawaiian or Pacific Islander 

What is your preferred language?  ___English   ___Spanish   ___Other; please specify:____________ 

If not English, do you require an interpreter? _____________________________________________ 

What is your religion? _______________________________________________________________ 

How did you hear about our practice?___________________________________________________ 



KATZ AND KADE, INC. 
71 E. Hollister St. 

Cincinnati, Ohio 45219 
(513) 723-0909 

	
  
 

INSURANCE INFORMATION 

Primary Insurance Company: _______________________________________________________ 

ID/Certification #: ____________________________ Group #: ___________________________ 

Subscriber/Guarantor: ___________________________________ D.O.B. ____/____/_______ 

Relationship to Patient:______________________ 

 

Secondary Insurance Company: _______________________________________________________ 

ID/Certification #: ____________________________ Group #: ___________________________ 

Subscriber/Guarantor: ___________________________________ D.O.B. ____/____/_______ 

Relationship to Patient:______________________ 

 

Patient Signature:______________________________________  Date:___/___/____ 


