Patient Registration

Thank you for choosing our practice for your health care needs.  Please complete the following form.  If you have any questions, please feel free to ask for assistance.  We will be happy to help.

Name: _________________________________________________________________________________



First



Middle



Last

Address: ___________________________________ City: __________________ State: _____ Zip:_______

Mailing Address (if different): ______________________________________________________________

Email address: ___________________________________________________________________________

Age: ________ Date of Birth: _____/_____/_____ Sex: M / F
Social Security #: ______/_____/______

Home Phone #: ________________________________  Work Phone #: ____________________________

Do you prefer to receive calls at:  Home
 Work
 Either

Employer: _________________________________________  Occupation: __________________________

Employer Address: _______________________________ City: ______________ State: _____ Zip: ______

Driver’s License #: ________________________ State: __________

Spouse’s or parent’s name: _______________________________________Work Phone:_______________

Who, besides your spouse, can be notified in case of emergency? Name:___________________________

Address: ______________________________________________ Phone #: _________________________

Whom can we thank for referring you to us? 

 Friend (name)______________________________ 
 Doctor _________________________________      Phone book ________________________________ 
 Internet
 Other ______________________   



Responsible Party:

Name of person responsible for this account? __________________________________________________

Relationship to patient: ________________________________ Phone #: ____________________________

Address: ____________________________________ City: _________________ State: _____ Zip:_______

Name of employer: ________________________________________ Work Phone: ___________________

Personal Insurance Information:

Name of insured: ___________________________________ Relationship to patient: __________________

Date of birth: _____/_____/_____ Social security #: _____/____/_____ 

Insurance Company: __________________________ Phone #: ______________ Group #: ______________

Address: ____________________________________ City: _________________ State: _____ Zip: _______

How much is your deductible? __________  How much have you used?____________ Max. benefit:______

Do you have additional insurance? Yes
 No  If yes, name of company: ________________________

Address: _______________________________________________ Phone #:_________________________

The above is correct to the best of my knowledge.  I understand that any error in the above information may result in delays of payment which can affect the interest on this account that I must pay.  I understand that my insurance may pay less than actual charges and I agree to be responsible for payment of all services rendered on my behalf or my dependents.

X: ____________________________________________________________  _______________________


Signature of patient (or parent if a minor)




Date

Interpreted by:___________________________________

