PATIENT REGISTRATION FORM

PATIENT ACCOUNT NUMBER

PRACTICE NAME

(PATIENT INFORMATION ) (Please write information about the patient here.)

ﬁ’ATIENT'S NAME (Last, First, Middle Initial) SEX REFERRING DOCTOR \
[J Male
] Female
PATIENT'S ADDRESS REFERRING DOCTOR ADDRESS CITY STATE ZIP
CITY STATE ZIP EMPLOYER'S NAME TELEPHONE
( )
TELEPHONE MARITAL STATUS [ Separated DATE OF BIRTH EMPLOYER'S ADDRESS CITY STATE ZIP
[J Single [J Divorced / /
( ) O Married ] Widowed MO DAY YA
AGE SOCIAL SECURITY NUMBER DRIVERS LICENSE NUMBER| EMPLOYMENT STATUS STUDENT STATUS: If 19 Years or Older:
O -Full Time [J -Retired _ ) )
\_ {1 -Part Time O] -Not Employed O-Full Time O-Part Time [-Not a Student )/

(lNSURANCE |NFORMAT|ON) (Please write information about the patient's insurance here.)

/PRIMARY INSURANCE COMPANY NAME [ Medical []Dental CIW. Comp. W

/SECONDARY INSURANCE COMPANY NAME (] Medical [JDental (] W. Compﬁ

S
INSURANCE COMPANY'S ADDRESS INSURANCE COMPANY'S ADDRESS
cITY S STATE ZIP CITY STATE ZIP
INSURED'S ID NUMBER GROUP PLAN NUMBER INSURED'S ID NUMBER GROUP PLAN NUMBER
X J L y,

(POLICYHOLDER INFORMATION )

(Complete the information below if the PATIENT is NOT the POLICYHOLDER)

Is the secondary policyholder the: [] Patient [l Primary Policyholder (I Other
(Complete the information below if you checked "Other")

DATE OF BIRTH)
1

MO DAY Y

ﬁRIMARY POLICYHOLDER'S NAME (Last, First, Middle Initial)

(SECONDARY POLICYHOLDER'S NAME (Last, First, Middle Initial) ~ DATE OF BIRTHY

WL SV .
MO DAY YA

PRIMARY POLICYHOLDER'S ADDRESS SEX SECONDARY POLICYHOLDER'S ADDRESS SEX
O Male [ Male
[J Female ] Female
CITY STATE ZIP TELEPHONE CITY STATE ZIP TELEPHONE
( ) ( )
EMPLOYER'S NAME OR SCHOOL NAME TELEPHONE EMPLOYER'S NAME OR SCHOOL NAME TELEPHONE
( ) ( )
EMPLOYER'S ADDRESS EMPLOYER'S ADDRESS
CITY STATE ZIP CITY STATE ZIP

SOCIAL SECURITY NUMBER RELATIONSHIP TO PATIENT

SOCIAL SECURITY NUMBER RELATIONSHIP TO PATIENT

=} (m] O a
SPOUSE PARENT OTHER SPOUSE PARENT OTHER
EMPLOYER PLAN COVERAGE IF CHAMPUS: [ Active [J Retired [ Deceased EMPLOYER PLAN COVERAGE IF CHAMPUS: [0 Active [J Retired [] Deceased
] (m}
e YES IEO Branch of Service: - k YES NO Branch of Service: >,

(RESPONSIBLE PARTY INFORMATION ) Responsible partyis: [ Patient ) Primary Policyholder L] Secondary Policyholder
(Please complete the information below if the person responsible for paying the bill is not the PATIENT or the POLICYHOLDER.)

LEGAL REPRESENTATIVE

RESPONSIBLE PARTY'S NAME (Last, First, Middle Initial) SEX SOCIAL SECURITY NO. DRIVERS LICENSE NO.
CMale
] Female U Yes O No
RESPONSIBLE PARTY'S ADDRESS STATE ZIP EMPLOYER'S NAME TELEPHONE
( )
TELEPHONE EMPLOYER'S ADDRESS STATE ZIP

RELATIONSHIP TO PATIENT

m] a o
{ ) SPOUSE__ PARENT __ GUARDIAN OTHER

J

| AGREE TO THE ASSIGNMENTS AND FINANCIAL RESPONSIBILITIES SHOWN ON THE
BACK OF THIS FORM. YOU SHOULD READ THOSE TERMS CAREFULLY.

X

Date

SIGNED (Patient, or parent if under 18 years of age.)

REV. 3/06
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