
                      Integrative Medical Pain Clinic  

                                 Linda LI MD 

1935 South State Street, Unit C, Chicago, IL  60616  

  4793 Manhattan Dr, Rockford, IL 61108                              
              Tel:        (312) -808-1200           (815) 398-7246 

                    Fax:   312-8081400                      815-3987276 

                                          Patient Registration 

 
Date:  ______________                                        Home Phone ____________________     

                                                                                Cell Phone ______________________ 
 

 

Patient: _________________________________________________________________                         
                  Last Name                                                                   First Name                                                       Middle Initial 

 

Responsible Party (if a minor)_______________________________________________ 

Street Address: ___________________________________________________________ 

City:  _________________________State: ________________Zip: _________________ 

Male _____ Female _____ Age: _______ Birthdate ____________________________ 

Single ______ Married ______ Widowed ______ Separated _______ Divorced ______ 

E mail address: 

Patient Employed By ______________________________________________________ 

Business Address __________________________________________________________ 

Occupation __________________________ Business Phone ______________________ 

Spouse (or responsible party) _________________________Birthdate _________________ 

Business Name and Address _________________________________________________ 

Occupation _________________________________Business Phone _________________ 

Who is responsible for this account?__________ Relationship to Patient? ___________ 

Social Security # ____________________Spouse’s Social Security # _________________ 

 

PRIMARY INSURANCE ___________________Name of Cardholder __________________ 

Cardholder # ________________Group # ____________ Date of Birth _______________ 

 

SECONDARY INSURANCE____________________ Name of Cardholder __________________ 

Cardholder # ________________ Group # ___________   Date of Birth ______________ 

 

 
IN CASE OF EMERGENCY, WHO SHOULD BE NOTIFIED? _________________________________ 

PHONE NUMBER __________________________________ 

 

How did you learn of our practice?  _________________________________________________________ 

 

 

 

                                       


