
 

 
STUDENT HEALTH REGISTRATION FORM 

 
Date _______________   
 
Is this your first visit to Lindenwood Student Center?   Yes     No 
 

Patient Information 
Last Name 
 

First Name M.I. Date of Birth 

Name You Go By (Nickname) 
 

Marital Status 
   M     S     W     D 

Gender 
     Male        Female 

Primary Care Physician 
 

Primary Care Physician Phone Number 

Permanent Street Address 
                                                                                            

Apartment or Unit No 
 

City 
 

State Zip Permanent Home Phone 

Campus Mailing Address – Dorm Name 
 

Room number 

City 
 

State Zip Campus or Cell Phone Number 

SSN 
 

Student ID No Alternate Phone Number 

Email Address 
 
Employer  
 

Occupation Work Phone Number 

Emergency Contact 
 

Relationship to Patient Contact Phone Number 

Parent/Guardian Information 
Last Name 
 

First Name M.I. Relationship to Pt   Parent   LGL Guardian 
   Other ___________________ 

Street Address 
 

Home Phone  

City 
 

State Zip Cell Phone 

How did you hear about us?  
 
 I understand that any contagious/communicable disease may be reported to the University/State/Federal agencies 
as mandated by law. 

 I certify that the information I have provided above is true and correct: 
 
Patient Signature ______________________________________  Date _______________ 


