PATIENT REGISTRATION FORM

Referring Doctor Name: Date:
CINew [J Change

PATIENT INFORMATION
Patient Name: (First, Last, Mi): Telephone-Home:
Address (Street,Apt) Telephone-Other:
City: ST: Zip: D.O.B Sex: Age:
Email:
SS#: Marital Status:CIMarried USeperatedD Divorced .J Widowedf] Single
Employer Name: Telephone:

Employer Address:

Employment Status: {_} Full Time[Z] Part Time D Retired Not Employed

Person To Contact For Emergengy: Telephone:

RESPONSIBLE PARTY FOR BILLING IF DIFFERENT THAN PATIENT

Responsible Party Name (First, Last, MI)

Patient Relationship to Responsibility: O seir 1 Spouse O3 cnhitd O other:

Responsible Party Address:

Telephone Numbers:

Employer Name: Telephone:

Employer Address:

INSURANCE
Primary Insurance: Policy#:
P.O Box: Phone#:
Cardholder’s Name: D.O.B: SS#:
Secondary Insurance: Policy#:
P.O. Box: Phone#:
Cardholder’s Name: D.O.B: SS#:

ALL PROFESSIONAL SERVICES RENDERED ARE CHARGED TO THE PATIENT. NECESSARY FORMS WILL BE C OMPLETED TO EXPEDITE INSURANCE
CARRIER PAYMENTS. THE PATIENT IS RESPONSIBLE FOR ALL FEES REGARDLESS IF INSURANCE COVERAGE. IT IS CUSTOMARY TO PAY FOR SERVICE
WHEN RENDERED UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE.

INSURANCE AUTHORIZATIONS, ASSIGNMENT AND ACKNOWLEDGMENT OF RECIPT OF NOTICE OF PRIVACY PRACTICES. (PLEASE READ AND
SIGN)

IHEREBY AUTHROIZE THE PHYSICIAN TO FURNISH INFORMATION TO INSURANCE CARRIERS CONCERNING MY ILLNESS AND TREATMENT AND I
HEREBY ASSIGN TO THE PHYSICIAN ALL PAYMENTS FOR MEDICAL SERVICES RENDERED TO MYSELF OR DEPENDENTS. | UNDERSATND THAT I AM
RESPONSIBLE FOR ANY AMOUNT NOT COVERED BY INSURANCE. | AGREE TO PAY ALL BALANCE DUE IN FULL WITHIN TEN DAYS OF STATEMENT
UNLESS ARRANGEMENTS HAVE BEEN MADE IN ADVANCE.

Name: Date:

Signature:







