Patient Registration

[bookmark: _GoBack]Today’s Date ___________ Date of Birth ______________ Age _____ Social Security # ______________

Patient Name ________________________________________ Gender M   F   Marital Status  S M W D
		(First Name)	          (MI)	                           (Last Name)

Address ______________________________________________________________________________
	(Street)			(Apt #)		(City)		(State)		(Zip Code)	(County)

Home Phone ______________________ Cell Phone ____________________ E-mail Address __________________

Name of Spouse/Partner ___________________Cell Phone ________________ Alternative Phone _____________

Emergency Contact ________________________ Telephone ___________________ Relationship ______________

Name and Phone number of the person that will escort you upon discharge from the Center 
_________________________________________________________________

Employer __________________________________ Occupation ____________ Work Phone __________________

Address ______________________________________________________________________________________

*********************************************************************************************
Primary Provider _________________ Address _______________ Telephone _____________ Fax ______________

Referring Provider ________________ Address _______________ Telephone _____________ Fax _____________

*********************************************************************************************
Do you have any allergies?	□ Yes	□ No [If so, please list allergies] ___________________________________

Allergies to medications?	□ Yes	□ No [If so, please list drug names] ________________________________

Are you allergic to latex?	□ Yes	□ No 

Do you have any food allergies? □ Yes	□ No [If so, please list them here] _________________________________
*********************************************************************************************
Primary Insurance Company Name __________________________ □ Hosp  □Medical Ins Phone # _____________

Address ______________________________________ Group # _________ ID # ____________________________

Name of Insured _________________ Date of Birth _________ SS # ________________ Relationship ___________

Secondary Ins. Company Name ____________________________ □ Hosp  □ Medical INS Phone # ______________

Address ______________________________________ Group # _________ ID # ____________________________

Name of insured _______________ Date of Birth _________ SS # ________________ Relationship _____________

I certify the information that I have provided is correct. I authorize the release of medical information necessary to process insurance claims to insurance companies or their agencies (including Medicare), for purpose of filing and payment of medical claims. I authorize payment of medical benefits to the provider. I ACKNOWLEDGE THAT INTEREST OR A FEE  AT THE PROVIDERS CURRENT RATE, MAY BE CHARGED on all balances owing to the provider that are past due. 

I permit a copy of this release to be used in place of the original. 

Signature: _______________________________________________  Date: _______________________________
                  (signature of insured or authorized person, legal guardian if minor)

