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MEDICAL REGISTRATION FORM 

Today’s Date: [Date]  

PATIENT INFORMATION 

Patient’s last name:  First:  Middle:  
[Choose an 

item] 
Marital status: [Choose an item] 

 

Is this your legal name? 
If not, what is your legal 

name? 
Former name: Birth date: Age: Sex: 

Yes No
 

  [Birthday]  M F
 

Address: [Address/ P.O Box, City, ST  ZIP Code] 

UAE ID Nos.: Home phone no.: Cell phone no.: 

Occupation: Employer: Employer phone no.: 
 

Chose clinic because/referred to clinic by (Please 

choose one option):  
[Doctor’s name] 

 
 

[Choose an item] 

Patient Ailments: 

Please mention specifically what is your Medical matter: 

 

 

 

 

 

 

 

 

IN CASE OF EMERGENCY 

Name of local friend or relative: Relationship to patient: Home phone no.: Work phone no.: 

    

The above information is true to the best of my knowledge. I authorize Modus Yoga trainer to conduct Yoga classes for me. I 

hold no one responsible incase of any medical matters that may occur during the class. I take full responsibility to attend the 

Yoga Classes. 

 

 

 

 

   

 Patient signature  Date  
 

 


