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Patient Registration 

Patient Name:                                                                    Sex: M/F    Birth date:                             
Mailing Address:                                                                      (city)                                (state)        (zip)______   Physical Address:                                                                            [ ] same as above  Phone: Home:(     )                       Cell: (     )                   Marital status: M/S       Employed? Y/N

 Employer Name:                                                           Referred by:                                                
   

Social Security No.                           Emergency contact:                                                                   **********************************************************************************************************
Person Responsible for Payment:

Name:                                           Address:                                                                                        

Phone: (      )                       Primary Insurance:                                  Subscriber:                              

Secondary Insurance:                            Subscriber:                                                 

**********************************************************************************************************
GUARANTOR (If other than patient) Name:                                                                                   
Phone: (     )                                Date of Birth:                               Relation:                                    
Mailing Address:                                                                                                                                
**********************************************************************************************************
Is this a worker’s comp injury?  Y N   If  so, date of accident:                                   

Insurance Authorization - Please read and sign

I hereby authorize my doctor to furnish information to insurance carriers or government agencies concerning my illness and treatments and I hereby assign to them all payments for medical services rendered to myself or my dependents.  I understand I am responsible for any amount not covered by insurance. 

If I am covered by Medicare, I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine whether benefits are payable for related services.

Signature:                                                                                   Date:                                                       
