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Registration Document

Welcome to our office. Please fill out this form and return it to the receptionist.
[bookmark: patient_name_and_address]
Patient Name and Address
Name: _______________________________________________________________
Date of Birth: __________________________________________________________
Address: _____________________________________________________________
City: _________________________________________________________________
State: ________________________________________________________________
ZIP Code: _____________________________________________________________
Home Phone: _________________________________________________________
Work Phone: __________________________________________________________
Name Prefers to be Called: _______________________________________________
Social Security #: _______________________________________________________
Marital Status (circle one): Single; Married; Divorced; Separated; Widow
Race (circle one): White; Black; Hispanic; Asian; Native American; Unknown/Other
Spouse’s Name (if married): ______________________________________________
Spouse’s Work or Contact Number: ________________________________________
Spouse Employer: ______________________________________________________
[bookmark: insurance_information]
Insurance Information
	Insurance name
	Subscriber
	Relationship to subscriber
	Contract number
	Co-pay amount
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[bookmark: patient_information]
Patient Information
Occupation: ___________________________________________________________
Employer: ____________________________________________________________
Employer Address: _____________________________________________________
Employment Status: ☐ Full time ☐ Part time
Primary Care Physician in this Office: ______________________________________
OB/GYN Doctor: _______________________________________________________
Phone #: _____________________________________________________________
Pharmacy Preference: ___________________________________________________
Phone #: _____________________________________________________________
Have You Been Referred by Another Physician? ______________________________
Physician Name: _______________________________________________________
From Whom Did You Hear About our Office? ________________________________
[bookmark: contact_in_case_of_emergency]
Contact In Case of Emergency
Name: _______________________________________________________________
Relationship: __________________________________________________________
Home Phone: _________________________________________________________
Address: _____________________________________________________________
Work Phone: __________________________________________________________
[bookmark: authorization_statement]
Authorization statement
I authorize the release of any medical information necessary to process this claim and request payment of benefits either to myself or to the party who accepts assignment. I acknowledge responsibility for payment of fees for all services rendered, regardless of any insurance coverage.

Signature: ___________________________________________________
Date: _______________________________________________________
[bookmark: medicare_waiver_of_liability]
Medicare Waiver of Liability
Medicare will only pay for services that it determines to be medically necessary. Under section 1862(a)(1) of the Medicare law it states that if the service is not necessary under Medicare program standards, payment will be denied.
I have been notified that Medicare is likely to deny payment for my yearly physical, which Medicare considers preventative care and may not cover. If Medicare denies payment, I agree to be personally and fully responsible for payment.

Signature: ___________________________________________________
Date: _______________________________________________________
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