Patient Registration
Patient Information
First Name:____________________Middle:________      

Home Address:_______________________ 

Last:__________________________
____________

___________________________________


Social Security #:___________________________


City:______________State:_____Zip:____ Sex:_______
Date of Birth:_____/_____/_______


Home Phone: (      )___________________
Marital Status:_____________________________


Cell Phone: (      )____________________
Referring Physician/ Source:__________________                          *Pharmacy Phone (     )________________                                                                              
Race_____________________________________                   
Ethnicity__________________________________

Language_________________________________

Employer Information
Employer:__________________________ 



Work #:(     )___________________ 

Insurance Information
Type (circle):
Commercial
Medicaid
Medicare
Worker’s Comp
Other:__________________ 

Insurance Company:_________________________

Relationship to Cardholder:___________________ 

Insured/ Card Holder’s Name: _________________________________________________________________
Policy #:_____________________Group #:________________________
Phone #: (     )_________________ 

Secondary Insurance Information
Type (circle):
Commercial
Medicaid
Medicare
Worker’s Comp
Other:__________________ 

Insurance Company:___________________________
Relationship to Cardholder:___________________ 

Insured/ Card Holder’s Name: _________________________________________________________________
Policy #:_____________________Group #:_________________________Phone #: (     )_________________ 

Emergency Contact
First Name:___________________Middle:______________________Last:_____________________________ 

Relationship:___________________________________

Home Phone: (     )______________ Work Phone: (     )________________Cell Phone: (    )_______________ 

Other/Northern Address
Same:________ 

Daytime Phone: (     )__________________      
Address:____________________________________


City:____________________State:____Zip:________

 

AUTHORIZATION TO PAY BENEFITS TO PHYSIAN: I herby authorize payment directly to the Physician of the Surgical and/or Medical Benefits, if and, otherwise payable to me for his/ her services as described, realizing I am responsible to pay non-covered services. I am responsible for all collection fees on any unpaid balances that I am responsible for.
AUTHORIZATION TO RELEASE INFORMATION:  I hereby authorize the Physician to release any information acquired in the course of my treatment necessary to process insurance claim. 

I have read and understand the information above: X. ________________________________Date:___/___/___
