
 
 

 
 

Temecula Pain Management 
25495 Medical Center Dr. Suite 102 

Murrieta, CA, 92562 
Tel: 951-506-9536 Fax: 951-693-4631 

www.temeculapain.com  

PATIENT REGISTRATION 
 

Patient Information:  
 
Name: (Last, First, M.I.): ___________________________ Social Security #: ___________________ 
 
Date of Birth: _______________Age: _______Gender: __________ Marital Status: ______________ 
 
Address: __________________________________City/State/Zip: _____________________________ 
 
Phone: _________________Cell: _________________ Email: ______________________________ 
 
Employer: ___________________________________ Occupation: __________________________ 
 
Address: ____________________________________ Phone: ______________________________ 
 
Referring Physician: ___________________________ Phone: ______________________________ 
 
Emergency Contact: __________________________ Phone #: ________________________________ 
 
 
Preferred Pharmacy: 
 
Pharmacy Name: ______________________________ Phone: ______________________________ 
 
Address: _____________________________________ City/State/Zip: ________________________ 
 
 
Insurance Information:  
 
Primary Insurance: ________________________________________________________ 
 
Policy/ID Number: ______________________ Group Number: __________________ 
 

Complete this box if you are NOT the policy holder for your primary insurance: 
 
 
 
 
 
 
 
 

 
Policy Holder Name: ________________________  Date of Birth: ________________________ 
 
Social Security Number: _____________________ 
 
Relationship to insured: ______________________  Sex:  ___Male ___Female 
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Secondary Insurance: ______________________________________________________ 
 
Policy/ID Number: ______________________ Group Number: __________________ 
 

Complete this box if you are NOT the policy holder for your secondary insurance: 
 
 
 
 
 
 

 
 

Personal Injury (if applicable): 
 
Are you seeking care related to injuries arising in a motor vehicle or other accident?         __No __ Yes 
 
Have you hired an attorney for the purposes of making claims arising from that accident? __No __ Yes 
 
Firm Name: ________________________________ Phone Number: _______________________ 
 
Attorney Name: _____________________________ Phone Number: _______________________ 
 
Workers’ Compensation Claim Information (if applicable): 
 
Are you seeking care related to injuries related to a workers compensation claim?         __No __ Yes 
 
Body Part Injured in Claim: _____________________________________________________________ 
 
Adjuster Name: __________________________________ Phone Number: _______________________ 
 
Workers Compensation Company: ___________________ Phone Number: _______________________ 
 
Case Manager Name: ______________________________ 
 
Claim Number: ___________________________________ 
 
 
 
How did you hear about us? _____________________________________________________________ 
 

 
Policy Holder Name: ________________________  Date of Birth: ________________________ 
 
Social Security Number: _____________________ 
 
Relationship to insured: ______________________  Sex:  ___Male ___Female 
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