Patient Registration Information Validation

Date: [Insert Date]
Dear [Patient's Name],
Thank you for registering with [Healthcare Facility Name]. We are committed to providing you

with the best possible care. To ensure accuracy in our records, we kindly request you to validate
your registration information.

Your Current Information:
Name: [Patient's Name]

Date of Birth: [Patient's Date of Birth]
Address: [Patient's Address]

Phone Number: [Patient's Phone Number]
Email: [Patient's Email]

Please confirm or update the following:

If any of the information listed above is incorrect or requires updating, please contact us at
[Contact Information] or visit our website at [Website URL].

We appreciate your cooperation in ensuring that your records are accurate. This will help us
deliver the best possible service on your next visit.

Thank you,

[Your Name]

[Your Position]
[Healthcare Facility Name]

[Contact Information]



