
Date:

PATI ENT I N FOFIA/\ATI Or.I

Master Registration
Please Print

Account:

Patient i.larne:

Maiden Name:

Date of Birth:

First Middle

Prior Married Name:

Age:-- Marital Status:

,Address:
/,Aaiting and Physical Addi-e:;s

City: st.:

Home Phone #:

Zip:_

Soc. Security:
Vl/orl< Phone#
Cel[ Phone #

Family Physician: Reason for Visit:
Known allergies

Referring Name

Responsible Party & Aclclress:

Patients Employer Name / Addr'ess:

Occupation:

Spouse's Name: Spouse's Biril-rdate:

Spouse's SociaI Secunity:

Spouse's Employer l.larne:

Employers Address:

Nearest Relative to Patient:
Phone #

Retationship:



rConcerning Imsurance

I hereby authorize this Phlrsician to apply for benefits on my behatf for correred serrices
i-encierecl. i certify that ther information I lrave reported'with rergard tc my insiirance
coverage is correc'L. I funther authci-ize the release of any nec€lssary information,
irrcluding; medical information for this or any related clairn, to my insurance carrier, (or,
in the case of Medicare Part B benefits to the s,ocial secunity aclministration and healtlr
care financing administration). A aopy of the authorization *u)l be used in pla'ce of the
originat. This autlrorization may he revol<ed by eithen me or 611 insurance carrier at any
time in vrriting.

Signature of Patient, lnsured or Benefic'i;1ry Date

i\ssignment of Benefit:s

I hereb)/ authorize pa\/ment of a[[ nredical insurance benefits whiclr are payable to
me undr:r the terms of nny ins'-nrance policy to be paiid dirr=ctly to tlris physician for
service$ rendered. lfurther autlrorize the release o'l'any inforrnation needed {'or
processing my insurance: claims. A copy of tihis authrrrization my be used in place
of the o,rigina[.

Signature of Patient, Insured or Beneficiarry DaLe

FinarrciaI Responsibi ti Ly

In the event my unpaid acc,oLInt must be turned orrerr for cotlection, I undersitarrcl I

will be responsible to pay all reasonable costs of co[lecticrn, inctuding attorney's or
collection agency's fees.

Signa'ture of Patient, lnsured or Beneficiary Date

Ftegarding Laboratory Fees

Medicare, lv\edicaid, l3[ue Shietd and certain insurance cormpanies require yoLt to b
e informed in aclvance that there lla\/ be certain laborat{orJr procedures rlhich may

/1

I --' - " \ ,



not be covered because the carrier may determine tSat tfre sen,ice is not"reasonable arrd/oI Derl€ssary ". lt musL be emphasized tl-rat in )/orr pS,ys;cians,s
professiclnat judgment these s;ervices are needed in order to render high quatit;i
medicaI care tc you" However', in ord,er for )/ou to make an jnformeci dercision, yo'
are advised that based on insurance guidelines, it is possibte that yo{.rr (-arrjer ma\/deny certajn procedure's. By s;igning this sLatement, )/ou are agreeing tc pay for
laboratory tests, even if your carriei'determines that accorcling to it,s sluiclelines
the services are not "reasonable anc/ot- necessaro..,,

5ignature of Patient, lnsured or Beneficiarv Dater

I lrave received anci re,riewed a copy r:f the HIPP,A privacy notice.

Signature of Patient, lnsured or Beneficiarv

llequest For lle'strictions And sharing of lnformation with
Other Than Tl^re patient

t, request the fotlowjng restrictions
(Patients Name)

disclosure of my protected heatth information.

Date
!l
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Perstrns

tcl
I

I

the use or

The organization
f o [lowi ng:

Yes
Spouse
Parents
Children

I'r'iends

i'lame of Person

may discuss my medical concition/infoi-niation witir the

l''lo

lf this is yes for one or more and no for one c)r more,
Plerase list those whom we may not discuss information
wirh.
Please specificatty tist the namres of friends tihat we mav
Tatk with concerning your proLected heatth
lnformation.

Rel Iatio ns hip


