r——————-——
PATIENT REGISTRATION )
e : We[-éoymé to ;ﬁ}-oﬁéc_e! -'I;jz-or‘der to accurately maintain your -

Jinancial records, please complete both sides of this form.
All information is completely confidential.

 patientinformation- - - — : Date.
.. ( . N - - " - -

\

Name_ v s e A Male[] Female[]
Address . - SodalSecuiy# "
oy - Sme T Phone (Home) ___  (Work) |
DeteofBith - - - DriversLicense#_____ Maried [ Single (] Divorced [ Widowed (1.
| #f this appointment is for your child, complete the following: | _ L S
Name___ - " DawofBiih:  Age Male[]  Femalel]
a0 Home Phone______" .
’\Ci_ty . — __State _ __Zp__ - - School . : Grade S

" Insurance Information
Primary Carrier: ) . e .
'.lriéurame'Company_ —— - ‘__Employee N Date of Birth
> | Social Security#___ _ - ' “Group # - : ____Date Employed ___
Secondary Carrier: . ’ ' '

| nsurance Gompany _Employee _______ ___ DawofBith " .
| Socia Security#__  Gowpk_____ DaeEmployed______ |

Account Information -

, Person financially responsible for this account : - : ' Relationship to Patient :
" | Address (f diferent from patient) P — | . - Phone — :
Employer___.____ ' - Business Phone _ . Business Address ____ : — .

_Emet;genéy Contact -
| Isanother member of your family or relative a patientatour office?  Yes (3  No[J  TheirName
Person to contact in case of emergency._ o _ __ Phone
. | Address_ — : _City___ __Sue_.Zp

‘Referred By
—

\'_Sothat'wewnﬁiankthem,%orefenedybutoourofﬁce? _ I - _ - ] '
lmdegm-mspors:bﬂ'nybrpaymwbrouual&wieespmbedhﬂ*ﬁs.offnébrmyseﬁand'mydependemsism.um'mmummmmmwmw .
mmwpemhavebeenmde. hﬂemmmynaensmmmmdbyag(eedupondam.lmmmu 112% fmamedxarge(ia%amualpementageme)maybeaddedbmym

Patient Signature -~ : ' Date

Parent/Responsible Party Signature . ' __ Date
PLEASE COMPLETE OTHER SIDE




AU'I’HDRIZATIOH FOR SIJBMISSIDN OF CLAIMS

AND ASSIGNMEHT OF BENEFITS
PATIENT &AME | - | - —
IaMeﬁwoﬁwd B o : tosubnutdamforpaymntforservm

) mmeheam\mresemcaplansomsm'amscompanmnamedbem onmybehaﬂmdmmyname,andasugntosud\pmwdermegrom
insurance benefits otherwise payable to me. !undefs!andmat!mﬁnanaanyrgsponsib!etoranydua(gesnotcoveredbymymuraxmbeneﬁts

4

1.

NSURNCEY COMPANY -

5 .
: : INSURANCE COMPANY

~ INSURANCE COMPANY

NAME (PATIENT, PARENT, OR GUARDIAN)

_ SIGNATURE (PATIENT, PARENT, OR GUARDIAN)

DATE

" . Signature is valid for

years from the above date, unless revoked by me atan eadlier date.

AUTHORIZATION FOR RELEASE OF
. HEALTH INFORMATION

.-éA_‘n'ENT NAME _-._

lauthOnzetheoffceof N o R toprovudeanymsurancecompany.heakm N

. wesemceplan selfmsurers.ormenrrepresemahves anyandanmfonnauonandrecords(mdudmgx-rays) aboutmymedicalhnstoxy orabout

- services rendered-or treatment given to me, that is needed to review, investigate or evaluate any claim for benefits.
" lfmycoverageisunderagroup master agreement heldbymyemployer, an assoaahon. tmstfund, mxonorsumiiarenmy thxsauthonzahon
-also pemuts o‘usdosure to them for purposes of utﬂizanon pewew or ﬁnanaa! audit ' :

© NAME (PATIENT, PARENT, OR GUARDIAN)

SIGNATURE (PATIENT, PARENT, OR GUARDIAR). . .

DATE

Signature s valid for years from the above date, unless revoked by me at an earlier da;g.l -




