Patient Registration Form





     
Date:________________
	PATIENT INFORMATION

	Patient’s last name:                               First:                               Middle:   
	( Mr.   ( Miss

( Mrs. ( Ms.

	Marital status: 

S     M     W     D
	Social Sec. No.:
       -       -       
	Birth Date(MM/DD/YY):
	Age:
	Ethnicity:
	Sex:                                                                                                    ( M  ( F

	Street address:
	City:
	 State:  
	Zip code:



	Home phone #:    


	Cell phone#:  
	Work phone #:

	Occupation:


	Employer name & address:

	Primary physician’s name:


	Primary physician’s phone:
	Primary physician’s fax:

	Referring doctor’s name:


	Referring doctor’s phone:
	Referring doctor’s fax:

	Guardian’s name (if patient under 18) :


	Relationship to patient:  
	Phone:

	INSURANCE INFORMATION

	(please give insurance card to receptionist)

	Are you covered by insurance:                 ( Yes     ( No

	Please indicate primary insurance
	( MediCal   ( Medicare   (  PPO   ( HMO  ( CCS  

(  Other:__________________________________________

	Subscriber’s name:       
	Subscriber’s Soc Sec #:

            -         -   
	Birth date:  
	Group #:  
	Policy #:

	Relationship to subscriber:      ( Self       ( Spouse       ( Child       ( Other:

	Name of secondary insurance:   


	Subscriber’s Soc Sec #:
           -       -
	Group #:  
	Policy #:

	IN CASE OF EMERGENCY

	Name of local friend/relative: 

 
	Relationship to patient:  
	Phone #:

	I hereby authorize the doctor to furnish information to my insurance carrier concerning my illness and treatments.

I hereby assign the doctor all payments for medical services rendered to me or my dependants.

I understand that I am responsible for any amount not covered by the insurance carrier.

I authorize the doctor to use and disclose protected health information about me to carry out treatment, payment, and healthcare operations and have received the Notice of Privacy Practices.

I understand that drops may be put into my eyes that may temporarily blur my vision for up to 4-6 hours and have made appropriate arrangements for my transportation and other activities.

I give consent for photos to be taken of me for medical purposes.

I understand there is a charge of $25 for appointments not cancelled within 24 hours and $150 for surgeries within 5 days.

	___________________________________________                          _________________
Patient/Guardian Signature                                                                                   Date


