PATIENT REGISTRATION FORM

PATIENT NAME______________________________________________________MALE______ FEMALE____

ADDRESS____________________________________________________________________________________

CITY_____________________________________________ STATE______________ ZIP___________________

HOME PHONE____________________CELL PHONE ________________ WORK PHONE__________________

AGE______ BIRTHDATE__________________ SOCIAL SECURITY #__________________________________

PATIENT EMPLOYER____________________________ POSITION____________________________________

EMPLOYER ADDRESS ________________________________________________________________________

REFERRING DOCTOR____________________________PRIMARY CARE DOCTOR______________________

IF MINOR, PARENT’S NAME___________________________________________________________________         

MARITAL STATUS M S W D  SPOUSE’S NAME ___________________________________________________

INSURANCE POLICY HOLDER - SELF, SPOUSE, OTHER 

 -- PLEASE PROVIDE THE FOLLOWING INFO IF INSURANCE HOLDER IS NOT SELF:

 --  NAME______________________________________________________________________________________

 --  BIRTHDATE______________________ SOCIAL SECURITY #_______________________________________

 --  EMPLOYER__________________________________ WORK PHONE__________________________________                

  -- EMPLOYER ADDRESS _______________________________________________________________________

NEAREST RELATIVE OTHER THAN SPOUSE_______________________________________________________ 

RELATIONSHIP________________________________________ PHONE__________________________________ 

I GIVE PERMISSION FOR HEALTHQUEST SURGICAL TO RELEASE TO MY SPOUSE AND OR_______________________ ANY FINANCIAL OR MEDICAL INFORMATION ON MY ACCOUNT.

PLEASE PAY ALL CO-PAY AMOUNTS FOR OFFICE VISITS/CONSULTATIONS WHEN REGISTERING YOUR INSURANCE INFORMATION WITH OUR RECEPTIONIST.

SIGNATURE ON FILE

I authorize use of this form on all my insurance submissions.

I authorize release of information to all my insurance companies.

I understand that I am responsible for my bill.

I authorize my doctor to act as my agent in helping me obtain payment from my insurance companies.

I authorize payment directly to my doctor.

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

I acknowledge that I have received a copy of the Notice of Privacy Practices.

Name (please print) _________________________________________________________________________

Signature of patient or personal representative ____________________________________________________

If signed by personal representative, relationship to patient __________________________________________

Date _____________________________

TREATMENT RELATED TO AUTO ACCIDENT?_________ WORK RELATED?__________________

