Mark M. Williams, MD, PA

REGISTRATION FORM (page 1)
Today's date________________________***To serve you best, please complete ALL blanks below***

Patient Name: ______________________________________________

(Name of person responsible for bill, if different: _____________________________________________)

Address: ______________________________________________________________________________


Street




city

state

zip code

Home Phone #_____________________________Work Phone #________________________________

Age: _________
Date of Birth: _______________________
Social Security # _____________________

Sex (circle): Male / Female

Marital Status (circle): Single / Married / Divorced /  Widowed

Occupation: ______________; Currently Working (circle):  yes / no ; Employer: ___________________

Driver's License #________________________Name of Spouse/Guardian: _______________________

In case of emergency, notify: ________________(relation)__________phone number: _______________

Who may we thank for referring you to our office? __________________________________________

REASON FOR VISIT

Where is the problem (circle)? 
Right / Left
Which body part (circle)? Shoulder / Knee / Elbow / Wrist / Hand, other__________ (specify part name)

What is the problem? ____________________________________________________________________

______________________________________________________________________________________
When did this problem begin? ____________ (date of injury or onset) OR How long has it been? _______

Where else have you been treated for this problem? ____________________________________________

Circle ONE:  This problem is a result of work injury / car accident / other 3rd party / NONE of these listed
Have you retained an attorney (circle):  yes / no ; attorney’s name: ________________________________

INSURANCE INFORMATION

What type of medical insurance do you have (circle)? Blue Cross / Medicare / Medicaid / Work Comp  OR
Other Insurance____________________________________________________ (please list the name here)

Insurance Company Address_______________________________________________________________

Insurance Company Phone #_______________ Insurance Policy #_____________Group#_____________

Name of Insured (if different than patient):  ______________; Relationship of Insured to Patient_________

Name of Secondary Insurance Company (if any)_______________________________________________

Insurance Company Phone #_______________ Insurance Policy #_____________Group#_____________

Visa Card #________________________Expiration Date__________

MasterCard #______________________Expiration Date__________

I acknowledge full financial responsibility for services rendered by Mark M. Williams, MD, PA and I authorize transfer of all unpaid amounts to my Visa/Mastercard after 60 days from the date of service.

Patient's Signature  X_____________________________________________Date___________________

Witness Signature  X _____________________________________________Date___________________

*We will need copies of driver's license and any insurance cards*
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