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PATIENT REGISTRATION FORM

Please Print
PATIENT NAME: : , SEX: O MALE O FEMALE
DATE OF BIRTH: / / AGE: SSN: - - O SINGLE O MARRED O WID O SEP O Div
RESPONSIBLE PARTY (IF MINOR): EmMAIL:
HOME: ( ) - WORK: ( ) - CELL: ( ) -

BEST NUMBER TO BE REACHED AT: HOME WORK  CELL SECOND BEST NUMBER TO BE REACHED AT: HOME WORK  CELL

HOME ADDRESS: arry: STATE: ZIP:
EMERGENCY CONTACT: RELATIONSHIP: PHONE: ( ) -
EMPLOYER: OCCUPATION:

WORK ADDRESS: arry: STATE: ZIP:
PURPOSE OF VISIT: PHARMACY PHONE NUMBER

DO YOU HAVE MEDICAL INSURANCE? 00 YES 00 NO  IF YES, PLEASE FILL OUT BOXED SECTION BEL OW

SUBSCRIBER (IF DIFFERENT FROM PATIENT): SEX: O MALE O FEMALE

DATE OF BIRTH: / / AGE: SSN: - - O SINGLE O MARRIED O WiD O SEP O Div

RELATIONSHIP TO PATIENT: O PARENT 0O SPOUSE 0O GUARDIAN

EMPLOYER: OCCUPATION:

WORK ADDRESS: Ciry: STATE: ZIP:

NAME OF INSURANCE:

ADDRESS: PHONE: ( ) -

ID No. GRouP No. EFFeCTIVE DATE / /

PARTY RESPONSIBLE FOR THIS ACCOUNT:

RELATIONSHIP TO PATIENT: O PARENT O SPOUSE O GUARDIAN RESPONSIBLE PARTY’S SSN: - -

HoME: ( ) - WORK: ( ) - CELL: ( ) =
PRIMARY CARE PHYSICIAN: PHONE: ( ) -
ADDRESS: CrIry: STATE: ZIP:

WHOM MAY WE THANK FOR YOUR REFERRAL:

ASSIGNMENT OF BENEFITS

| HEREBY AUTHORIZE PAYMENT OF ALL MEDICAL INSURANCE BENEFITS WHICH ARE PAYABLE TO ME UNDER THE TERMS OF MY INSURANCE POLICY TO BE PAID DIRECTLY TO THIS
PHYSICIAN FOR SERVICES RENDERED. | FURTHER AUTHORIZE THE RELEASE OF ANY INFORMATION NEEDED FOR PROCESSING MY INSURANCE CLAIMS. A COPY OF THIS AUTHORIZATION
MAY BE USED IN PLACE OF THE ORIGINAL. IF | DO NOT PROVIDE YOUR OFFICE WITH A REFERRAL WHEN REQUIRED, | WILL BE RESPONSIBLE FOR THE PAYMENT. | UNDERSTAND AND
AGREE THAT | AM FINANCIALLY RESPONSIBLE FOR CHARGES NOT PAID BY MY INSURANCE COMPANY.

/ /

SIGNATURE OF PATIENT, INSURED, OR BENEFICIARY ToDAY'S DATE
OR PARENT/GUARDIAN (IF PATIENT IS MINOR)
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