
New 10/2012 

Patient Registration 

Name: ______________________________________________   Date of Birth: ________________ Age: _____ 

Address: ___________________________________________________________________________________ 
Street City State  ZIP  

SS#: __________________________  Male ____    Female ____  Marital Status:  (Circle)     S     M    D    W 
Optional  

Home Phone: ______________________________ Mobile Phone: ________________________________ 

Name of referring doctor: _______________________________  Phone: _________________________ 

Name of primary care doctor: ____________________________  Phone: ________________________ 

Attention:  We will use the address above and all phone numbers and address listed to contact you, mail copy of office visit notes and/or leave 

messages, and speak to friends or family involved in your care.  Please see the Office Manager if you wish to place a restriction on the use of this 

information for these purposes. 

Are you a patient in a skilled nursing home?   Yes ____    No ___     If yes, where: ________________________ 

Employed: Yes ___   No ___    Employer Name: ____________________ Occupation: _____________________ 

Race:       American Indian or Alaskan Native  Asian  Black or African American  White 

Native Hawaiian or other Pacific Islander  Decline to Answer 

Ethnicity: Hispanic or Latino  Not Hispanic or Latino  Decline to Answer 

Spoken Language: ________________________ Preferred Language: ___________________________ 

Emergency Contact: _______________________   Relation: ___________   Phone: _______________________ 

Guarantor Name: ________________________________    Relationship to Patient: ______________________
     Person responsible for payment if other than patient  

Address: ___________________________________________________   Phone#: _______________________ 

Primary Insurance Information 

Name of Insurance: ____________________  Subscriber: ____________________________ DOB: _____________ 

Member ID#: ________________________ Group #: ________________   Effective Date: _______________ 

Secondary Insurance Information 

Name of Insurance: ___________________   Subscriber: ____________________________ DOB: _____________ 

Member ID#: ________________________ Group #: ________________ Effective Date: ______________ 

___________________________________________________ _______________________ 
Signature of patient or representative  Date 

Email Address: ________________________________
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Medicare Lifetime Assignment of Benefits 
 
I request that payment of authorized Medicare benefits be made to me or on my behalf to __________________ 
(the “Provider”) for any services furnished me by the Provider. I authorize any holder of medical information 
about me to release to the Centers for Medicare & Medicaid Services and its agents any information needed to 
determine these benefits or the benefits payable for related services. 
 
In Medicare assigned cases, the physician or supplier agrees to accept the charge determination of the Medicare 
carrier as the full charge, and the patient is responsible for the deductible, co-insurance and non-covered services. 
Co-insurance and the deductible are based upon the charge determination of the Medicare carrier. This 
assignment is effective until evoked by me in writing. 
 
Patient/Guardian Signature: _______________________________________ Date: _________________ 
 

Medi-gap (Medicare supplemental insurance) Assignment of Benefits 
 

I request payment of authorized Medi-gap benefits be made to the Provider and also authorize any holder of 
medical information about me to release to the Medi-gap insurer listed below any information needed to 
determine benefits payable for services from the Provider. This assignment is effective until evoked by me in 
writing.  
Medi-gap Insurance Name:  __________________________________________ 
 
Patient/Guardian Signature: __________________________________________ Date: _____________ 

 
General Assignment of Benefits 

 
I request that payment of authorized insurance benefits be made on my behalf to the Provider for any equipment 
or services provided to me by those organizations. I authorize the release of any medical or other information to 
my insurance company in order to determine the benefits payable for the services rendered by the Provider. 
 
I understand that I am financially responsible to the Provider for any charges not covered by my health benefits. It 
is my responsibility to notify the Provider of any changes in my healthcare coverage.  In some cases exact 
insurance benefits cannot be determined until the insurance company receives the claim. I am responsible for the 
entire bill or balance of the bill if the submitted claims or any part of them are denied for payment. I accept 
financial responsibility for payment for all services or products received. 
 

Patient/Guardian Signature: ________________________________________ Date: _______________ 

Receipt of Notice of HIPAA Privacy Practices 

I have received the ____________________________ Notice of Privacy Practice from the Provider.  
   Name of Practice/Center 

Patient/Guardian Signature: ___________________________________ Date: ______________ 
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AUTHORIZATION TO OBTAIN/RELEASE MEDICAL RECORDS 
(Required by the Health Insurance Portability and Accountability Act, 45 C.F.R Parts 160 and 164) 

I authorize _____Any and All Medical Entities__ (healthcare provider) to release my medical records to the 

following individual or entity: 

Individual or Entity: _________________________________________________________________ 

Patient Name: ________________________________________ Date of Birth: _____/______/________ 

Address: ______________________________________________________________________ 

                 Street     City     State  Zip 

This authorization for release of information covers the period of healthcare: 

From: ______________    To  _______________  OR         all past, present, and future periods. 
       Date    Date 

I authorize the release of my complete health records (including records relating to mental healthcare, 

communicable diseases, HIV or AIDS, and treatment of alcohol or drug abuse). 

OR 

I authorize the release of my complete health record with the exception of the following information:  

         Mental health records    Communicable diseases (including HIV and AIDS) 

        Alcohol/drug abuse treatment            Other (please specify): _______________________ 

 

The purpose of this release: __________________________________________________________________ 

 

This medical information may used by the person I authorize to receive this information for medical treatment 

or consultation, billing or claims payment, or other purposes as I may direct. 

This authorization shall be in force and effective for 90 days from the date of my signature below. 

I understand that I have the right to revoke this authorization, in writing, at any time.  I understand that a 

revocation is not effective to the extent that any person or entity has already acted in reliance on my 

authorization or if my authorization was obtained as a condition of obtaining insurance coverage and the 

insurer has a legal right to consent a claim. 

I understand that my treatment, payment, enrollment, or eligibility for benefits will not conditioned on 

whether I sign this authorization.  I understand that information used or disclosed pursuant to this 

authorization may be disclosed by the recipient and may no longer be protected by federal or state law. 

 
____________________________________________  __________________________ 
Signature of patient or personal representative   Date  
 
____________________________________________  ___________________________ 
Printed name of patient or personal representative  Relationship to the patient  
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