PATIENT REGISTRATION

	PATIENT INFORMATION
	
	PATIENT’S SPOUSE/GUARDIAN/GUARANTOR 

	
	
	Name: ______________________________ 

	 Name: _____________  _____________   ______
                        Last                          First                  Initial
	
	Address:  ____________________________        _____
                                   Street                           Apt.

	 Address:  _____________________________   _______

                                        Street                                  Apt.
	
	_______________________   ______________  ________

             City                                      State                Zip

	     _______________________   ______________  _______

               City                                       State                  Zip                             
	
	________________________   ______________________ 

             Home Phone                            Work Phone

	_________________________   ______________________ 

             Home Phone                           Work Phone                 
	
	Social Security #:  ________ - _________ - __________

	Date of Birth: ____/____/_____       Age:  ______
	
	Date of Birth: __/___/___  Driver License #: ____________

	SS#: :  _______ - ________ - ________  Sex: ___M ___F
	
	GUARANTOR’S EMPLOYER

	Marital Status: ______S   ______M  ______D  ______W
Driver License #:  _____________________________
	
	Employer:  _______________________________________
Occupation:  _____________________________________

	Name of Spouse:     ________________________ 

________________________     ________________________ 

Emergency Phone Number                Emergency Contact              
	
	_______________________   ______________  _________

             City                               State                 Zip

Telephone Number:  ______________________________

	PATIENT’S EMPLOYER
	
	ASSIGNMENT OF BENEFITS

	Employer:  _______________________________________
	
	I hereby authorize the verification of my medical benefits and payments directly to the treating physician.  

	Occupation:  _____________________________________
	
	I understand I am responsible for any portion of my bill not covered by my insurance company.

	Address:  ________________________________________
	
	_______________________________   ____/____/_____

	_______________________   ______________  _________

             City                                     State                   Zip
	
	               Signature                                  Date

	Telephone Number:  _________________________
	
	RELEASE OF INFORMATION

	PRIMARY INSURANCE
	
	I hereby authorize the treating physician to release any information required in the course of my treatment to my

	Insurance Company: ____________________________
	
	Insurance company.

	Address:  _____________________________      _____
                      Street                                    Apt.
	
	_______________________________   ____/____/_____
                      Signature                                    Date

	_______________________   ______________  _________

             City                                        State               Zip
	
	AUTHORIZATION OF MEDICAL TREATMENT

	Phone Number:  ________________________________   

Policy #:  _________________  Group #:  ___________
	
	I hereby consent and authorize the Physician and any associates or assistants or consultants of his/her choice to provide medical treatment for the above patient.

	SECONDARY INSURANCE
	
	_______________________________   ____/____/_____
                      Signature                                    Date

	Insurance Company: ____________________________
	
	

	Address:  _____________________________      _____
                                  Street                                  Apt.
	
	Preferred Pharmacy: ______________________  



	_______________________   ______________  _________

             City                                State             Zip
	
	Phone Number:___________________________

	Telephone Number:  _______________________________   
	
	**Please provide us with you Insurance, Medicaid,

   and/or Medicare Cards along with your 

	Policy #:  _________________ Group #:  ___________
	
	   Driver’s License.



