FAMILY MEDICINE ASSOCIATES OF EL PASO
Benjamin Gonzalez, M.D. -- Bobbi Gonzalez, FNP

PATIENT REGISTRATION (Please Print Clearly)

Patient's Name;
(Last) (First) (MI) (Social Security Number)

Date of Birth: Age: Sex: Male - Female
Marital Status: Single - Married - Widowed - Divorced - Separated

Home Adress:

(Street) (City) (State) (Zip Code)
Cell Phone:( ) Home Phone:( ) Referred by:
Occupation: Employer:
Work Address:
(Street) (City) (State) (Zip Code)
Email: Preferred Physician:
Preferred Pharmacy: Phone:( )

How would you like to be reminded about your appointments? Phone - Email - Text

In case of emergency, please notify:

Relationship Phone:(__ )
Spouse' Name: Occupation:
(Last) (First)
Spouses's Employer: Work Phone:(_ )

Signature: Date:
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