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PATIENT INFORMATION

Patient Registration Form
(Please Print)

|:| Dr. |:| Mr. |:| Mrs. |:| Ms.

Patient’'s Name (Last)

Also Known As Name (Last)

Marital Status L] married

Social Security Number

E-Mail Address

Phone Numbers Work

Cellular

Clar. Osr. Oother
(First) (Middle)
(First)
D Single D Divorced D Widowed D Legally Separated D Other
- - ] Female [ male Date of Birth / /
] Day ] Evening Home ] Day ] Evening
Pager

Address

City, State, ZIP (+4)

Employment Status O Employed

Employer

D Full-Time Student

D Retired D Self-Employed D Unemployed

Occupation

D Part-Time Student

Emergency Contact Name

Phone Number

Emergency Contact Relationship to Patient

Referring Provider Name

RESPONSIBLE PARTY INFORMATION

Responsible Party Name (Last)

(First) (Middle)

Also Known As Name (Last)

(First)

Social Security Number

] Female Il Male Date of Birth /

E-Mail Address

Phone Numbers Work

O] Day O] Evening O] Day O] Evening

Home

Address

City, State, ZIP (+4)

Employment Status O] Employed

Employer

L] Full-Time Student

D Part-Time Student D Retired D Self-Employed D Unemployed

Employer Phone Number

Patient Relationship to Responsible Party

PRIMARY INSURANCE INFORMATION

(provide your insurance card to the front desk at check-in)

Name of Insured

Patient Relationship to Insured

Insured Employer Name

Insurance Company/Phone Number

(

Subscriber ID (Policy Number)

Group 1D Copay Amount

Effective Date

Insured Date of Birth /

Termination Date ] Female ] Male

Insured’s Social Security Number

Insurance Company Address




SECONDARY INSURANCE INFORMATION (provide your insurance card to the front desk at check-in)

Name of Insured Patient Relationship to Insured

Insured Employer Name

Insurance Company/Phone Number ( )
Subscriber ID (Policy Number) Group ID Copay Amount
Effective Date Termination Date U remate [ Mmale
Insured Date of Birth / / Insured’s Social Security Number - -

Insurance Company Address

Name of Pharmacy Pharmacy Phone Number

| agree that the information supplied on this form is accurate and up-to-date to the best of my knowledge.

Patient (or Responsible Party) Signature Date

RELEASE OF MEDICAL INFORMATION

I give permission for my protected health information to be disclosed for purposes of communicating results,
findings and care decisions to the family members and others listed below. | understand that | may request
individuals to leave the exam room at any time.

Name of Person who is Release info Allowed in exam room
Authorized to receive information (please circle) (please circle)

Y N Y N

Y N Y N

Y N Y N

*If the requestor/receiver of information is not a healthcare provider, the released information may no longer be
protected from re-disclosure

| certify that | have read and fully understand the above statements and consent fully to voluntarily to its contents.

Patient Signature

Date Patient Date of Birth




