
 
PATIENT REGISTRATION  

 
 DATE _________________________  

PATIENT’S FULL NAME __________________________________AGE______SEX ______D.O.B. ___________  

ADDRESS____________________________________________CITY _______________ST______ZIP___________  

 
HOME PHONE ____________________CELL PHONE __________________WORK PHONE __________________  

MARITAL STATUS __________________________  

OCCUPATION _____________________________EMPLOYER __________________________________________  

 
EMPLOYER ADDRESS __________________________________________________________________________  

  

 
FAMILY PHYSICIAN ___________________________ ADDRESS &/OR PHONE#____________________________  

  

 
REFERRING PHYSICIAN_______________________ ADDRESS &/OR PHONE#____________________________  

  

***************************************************RESPONSIBLE BILLING PARTY**********************************************  

  

NAME _________________________________RELATIONSHIP ____________________ 

ADDRESS _______________________________________________________PHONE ______________________  

EMPLOYER __________________________________________________WORK PHONE_____________________  

  

****************************************************INSURANCE INFORMATION*************************************************  

PRIMARY INS. _______________________________ SECONDARY INS.__________________________________  

GROUP #________________I.D. #_______________ GROUP #_______________I.D.#_______________________  

INSURED’S NAME ____________________________ INSURED’S NAME _________________________________  

INSURED’S D.O.B. ____________________________ INSURED’S D.O.B. _________________________________  

  

******************************************************WORK RELATED/AUTO ACCIDENTS************************************  

DATE OF INJURY/ACCIDENT ___________________FILE/CLAIM # ______________________________________  

SEND CLAIMS TO: INSURANCE COMPANY NAME___________________________________________________  

ADDRESS_______________________________________CITY___________________STATE______ZIP_________  

INSURANCE COMPANY PHONE ______________________CONTACT PERSON____________________________  

IF WORK RELATED: EMPLOYER AND ADDRESS _____________________________________________________  

  

***************************************************************************************************************************************  

I AUTHORIZE THE RELEASE OF ANY MEDICAL OR OTHER INFORMATION NECESSARY TO PROCESS MY  
CLAIM. I ALSO REQUEST PAYMENT OF BENEFITS EITHER TO MYSELF OR TO THE PARTY WHO ACCEPTS  
ASSIGNMENT.  
  

______________________________________ _______________________________ ______________________  

Responsible Party Signature                              Relationship                                             Date  


