


KEEP THESE INSTRUCTIONS AND A COPY OF YOUR COMPLETED APPLICATION FOR FUTURE REFERENCE.



Patient Information
First Name Last Name Middle Initial

Date of Birth Social Security Number Mailing Address

City Apt/Ste # State Zip Code County

Telephone Email

Patient Passport Photo
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Submit a full face, passport type, color photograph of the patient taken within the 90
days immediately preceding registration, and 2x2 inches in size.

The image size measured from the bottom of your chin to the top of your head (including hair)
should not be less than 1 inch, and not more than 1 3/8 inches. The photograph must be color,
clear, with a full front view of your face, and printed on photo quality paper with a plain light
(white or off white) background. The photograph must be taken in normal street attire, without a
hat, head covering, or dark glasses unless a signed statement is submitted by the applicant
verifying the item is worn daily for religious purposes or a signed doctor's statement is submitted
verifying the item is used daily for medical purposes. Headphones, "bluetooth", or similar devices
must not be worn in the passport photograph. Any photograph retouched so that your appearance
is changed is unacceptable. A snapshot, most vending machine prints, and magazine or full length
photographs are unacceptable.



a Legal Representative (if applicable)
Legal Representative First Name Legal Representative Last Name Legal Representative Date of Birth

(Print)


