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PATIENT REGISTRATION FORM

Patient Information

LAST Name:__________________________First__________________________Middle__________________

Married (  )    Single  (  )   Widowed  (  )                                      Male (   )     Female  (  )
ADDRESS: ______________________________________________________________________________________________

______________________________________________________________________________________________
Date of Birth _________/__________/___________   Social Security Number_______________________________

Ethnicity__________________________________    Race______________________ Language________________

Home Number_______________________________ Work Phone________________________________________

Cell________________________________________ Preferred Contact:  Home (  )  Cell  (  )  Work (  ) Email (  )

E-mail Address________________________________for patient portal – allows secure email to providers, access to your medical records as well as lab and test results
Whom to contact in case of Emergency

Name:_____________________________________   Phone___________________________________

Relationship:_______________________________   

Do you have a Legal Guardian? ____________ If yes, who? __________________________________










Name & Phone Number

Do you have a Primary Caregiver? __________If yes, who? __________________________________










Name & Phone Number

Do you have Advance Directives or a DNR? ______________ If yes, please bring a copy with you. 

CONTACT INFORMATION

I would like my courtesy appointment reminder via:   Phone______    Cell_______   E-mail_______
It is okay to contact my via: (check all that apply)   Phone______    Cell_______   E-mail_______
It is okay to leave a detailed message via: (check all that apply)   Phone______    Cell_______   E-mail_______

You can discuss my medical history or results with:





Name(s) ____________________________________________






   ____________________________________________

If at anytime, the above information changes, please contact our office. 

NAME ___________________________________    DOB_____________________________
Insurance & Financial Information

Insurance Company #1__________________________________________________________________________

Member ID Number____________________________________   Group #_________________________________

Insurance Company #1__________________________________________________________________________

Member ID Number____________________________________   Group #_________________________________

Guarantor Information 

Guarantor Name:_____________________________________ Relationship_______________________________

Address: ___________________________________________  Date of Birth_______________________________

Phone:______________________________________ Cell:______________________________________________

Employer:______________________________________________________________________________________

Authorization to Release Medical Information & Assignment of Benefits: 

I authorize any holder of medical or other information about me to release to the social security administration o its intermediates, or carriers, my information obtained for this or a related Medicare claim.  I request that payment of authorized benefits be made on my behalf.  I assign the benefits payable for physician’s services to the physicians or providers for furnishing the services. I understand that I am responsible for: a. any amounts applied towards my deductible as well as my 20% coinsurance and any non covered services under the Medicare Program and b: for charges not paid by any insurance. 
PHARMACY INFORMATION

Preferred Local Pharmacy: _____________________________________________________________________

Phone Number:_________________________________________  City, State____________________________

Preferred Mail Order Pharmacy:_________________________________________________________________

We will be happy to supply you with 90 day mail in prescriptions; our policy is to give the patient the prescription 
Have the patient mail it in with the form provided for them from their Insurance Company. Thank you. 
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Signature: _____________________________________________





Date:_____________________________
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