PATIENT REGISTRATION FORM

DATE _____/_____/ 20_____




       CHART  NO. ________________

NAME__________________________________    SEX   M   F    BIRTH DATE___/___/______

Street Address ___________________________
Soc Sec No. _________-_______-_________



  ___________________________
Home Phone  ________-________-________

CITY                ___________________________
Cell Phone      ________-________-________

STATE, ZIP    ___________________________
eMail Address ____________@___________

Work Information

WORK STATUS  (check all that apply) 

EMPLOYER _______________________________

· employed full-time












· employed part-time




JOB TITLE/ DEPARTMENT _______________________

· student    full-time ___  part-time ___



· unemployed




HOW LONG AT CURRENT OCCUPATION? ____________



ADDRESS AT WORK   _______________________________  ____________________  _______





street





city


          state


PHONE ______________________  EXTENSION (OR BEEPER) ____________  HOURS  ___ to____

Billing Information

INSURED’S NAME (if different from patient) _______________________________________________

ADDRESS (if different) ___________________________________________________________________________

RELATIONSHIP TO PATIENT   Spouse      Parent    Other

SOC SEC NO.  _______-____-____________     EMPLOYER  _____________________________

HOME PHONE ________________________     WORK PHONE ___________________________

INSURANCE CO.  _______________________   BENEFITS ADMINISTRATOR _______________

INDIVIDUAL NO.  _______________________    GROUP NO. _____________________________

ASSIGNMENT OF BENEFITS

I certify that the above information is true to the best of my knowledge and authorize my health insurance plan to pay directly to the provider of service.


DATE_____________________   SIGNATURE ____________________________________

[Note--Failure to provide accurate information may require the responsible party or patient to pay  the entire bill]

