PATIENT REGISTRATION FORM
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PATIENT INFORMATION: (Please Print) 



Date _____________________

Patient Name ___________________________________________ Birth Date ______/______/______

Address ____________________________ City _____________________ State ____ Zip _________

Sex: M___ F___ Marital Status: M___ S___ D___ W___ Home Phone (_____)_______/___________

Social Security # ____________________________ California Drivers License # ________________

Employer/School __________________________________ Occupation _______________________

Employer/School Address _____________________________ City __________________ State ____

Zip ________ Employer Phone (______)______/___________Employee I.D. # __________________
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SPOUSE'S INFORMATION: (If minor - Parent's Information)

Name _______________________________________ Sex: M___ F___ Birth Date ____/____/____

Employer _____________________________ Employer Address _____________________________

City ___________________ State ____ Zip _________ Employer Phone (____)______/___________
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INSURANCE INFORMATION: 

Primary Insurance
Insurance Name _________________________________ Address ____________________________

City ________________________ State ____ Zip ___________ Phone  (____)______/___________

Name of Insured _______________________________ Sex: M___ F___ Birth Date _____/____/____

Relationship to Patient _______________  I.D. # _______________ Policy/Group # ______________ 

Secondary Insurance
Insurance Name _________________________________ Address ____________________________

City _______________________________ State ____ Zip ________ Phone (____)______/_________

Name of Insured _______________________________ Sex: M___ F___ Birth Date _____/____/____

Relationship to Patient _______________  I.D. # _______________ Policy/Group # ______________ 
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PERSON RESPONSIBLE FOR ACCOUNT:
Name ______________________________________ Address ________________________________

City _______________________________ State ____ Zip ________ Phone (____)______/_________

Employer's Name__________________________________ Address __________________________ City______________________________ State_____ Zip_________ Phone (____)______/_________
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AUTHORIZATION, ASSIGNMENT AND RELEASE:   I HEREBY AUTHORIZE YOU TO GIVE ME REASONABLE AND PROPER MEDICAL CARE BY TODAY'S STANDARDS AND MY INSURANCE BENEFITS TO BE PAID DIRECTLY TO THE UNDERSIGNED PHYSICIAN. I AM FINANCIALLY RESPONSIBLE FOR NON-COVERED SERVICES.  I ALSO AUTHORIZE THE PHYSICIAN TO RELEASE ANY INFORMATION REQUIRED TO PROCESS THIS CLAIM.  _____________________________________    ______________________


 Signature (Patient, or Parent, if Minor)

Date

CO-PAY AMOUNT $______.____ PAID TO PROVIDER AT THE TIME OF OUT-PATIENT VISIT.
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Doctor Name, M.D.
    Address 1



Address 2



Address 3

  City, CA 9????
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