
PATIENT REGISTRATION FORM
 (
Today’s Date
:_
_________________________
Last Name: ___________________________________
_  First
 Name: __________________________________Middle Initial______
Address: ____________________________________________________________________________________________________
City: _____________________________________________
_  State
:  _______________________    Zip:  ______________________
Home Phone #: ______________________________________
_  Cell
 Phone #:  ___________________________________________
Work #: _________________________ Social Security #: ___________________________ Driver’s License #: __________________
Date of Birth: ____________________________ Age:  _____________ Sex:  _________ Marital Status: _______________________
Email Address: _______________________________
_______________________________ 
N
ewsletter:  
opt in 
      
opt
 out
 
Emergency Contact Name: _______________________________________________________ Telephone # ___________________
Please tell us how you heard about us: ________________
____________
______
______________
___________
________________
)

 (
INSURANCE INFORMATION 
Primary Insurance Plan Name
: _____________________________________
_  Insured
 Name: ______________________________
Insured’s Social Security Number: _____________________________
_  Insured’s
 Date of Birth: _____________________________
Policy / ID #: __________________________________________ Group #
:_
_______________________________
Eff
 Date: ______
Claims Address & Phone: _______________________________________________________________________________________
Secondary Insurance Plan Name
: ______________________________________ Insured Name: ____________________________
Insured’s Social Security Number: ______________________________ Insured’s Date of Birth: _____________________________
Policy / ID #: __________________________________________ Group #
:_
_______________________________
Eff
 Date: _______
Claims Address & Phone: ________________________________________________________________________________________
) (
GUARANTOR INFORMATION
Relationship of Guarantor to Patient:
Self: _____  
Spouse: _____
Parent: _____
Last Name: _______________________________________ First Name: ____________________________ Middle Initial ________
Date of Birth: ____________________ Sex: __________ Social Security # _______________________________________________
Address: ____________________________________________________________________________________________________
City: ___________________________________________ State: _________________________ Zip: _________________________
Telephone #: _______________________________________
)

[image: black logo]

DISCLOSURES & CONSENTS

Patient Name:________________________________________________________ Date of Birth: _________________

ASSIGNMENT OF INSURANCE BENEFITS:
I hereby authorize direct payment of my insurance benefits to Lifestream Health Centre’s affiliated professional associations or the physician individually for services rendered to my dependents or under his supervision.  I understand that it is my responsibility to know my insurance benefits and whether or not the services I am to receive are a covered benefit.  I understand and agree that I will be responsible for any co-pay or balance due that Lifestream Health Centre is unable to collect from my insurance carrier for whatever reason.

LAB/X-RAY DIAGNOSTIC SERVICES:
I understand that I may receive a separate bill if my medical care includes lab, x-ray, or other diagnostic services.  I further understand that I am financially responsible for any co-pay or balance due for these services if they are not reimbursed by my insurance for whatever reason.

CONSENT TO TREATMENT:
I hereby consent to evaluation, testing and treatment as directed by my Lifestream Health Centre physician.

PATIENT SIGNATURE:_________________________________________________ DATE:_______________________

GUARANTOR SIGNATURE:	_____________________________________________ DATE:_______________________

GUARANTOR NAME: (Please Print) ___________________________________________________________________
[bookmark: _GoBack]
I authorize the following individuals to have access to my medical records, including all labs and images:

___________________________________________		___________________________________________
Printed Name							Relationship

___________________________________________		___________________________________________
Printed Name							Relationship

CANCELLATION POLICY:
Missed appointments or late cancellations are costly to everyone.  Many appointments must be scheduled several days or weeks in advance to accommodate individual schedules.  A last minute or even same day cancellation often leaves a desirable time slot unable to be filled.

Therefore, appointments cancelled without a 24-hour notice will be subject to a $25.00 fee.  "No-Shows" will be subject to the $50.00 fee.  

If there is any question regarding this policy, it may be discussed with the office manager, otherwise my signature below indicates that I understand and will abide by this policy.

PATIENT SIGNATURE:_________________________________________________ DATE:_______________________



[image: ]
		


Patient Acknowledgement and Receipt of Notice of Privacy Practices Pursuant to HIPAA and Consent for Use of Health Information
LifeStream’s Privacy Practices are available on our website at www.Lifestreammed.com or upon request at the front desk.

The undersigned does hereby acknowledge that he/she received a copy of this office’s Notices of Privacy Practices pursuant to HIPAA. 

The undersigned does hereby consent to the use of his or her health information in a manner consistent with the Notice of Privacy Practices Pursuant to HIPAA, State law, and Federal law.  Patient records are subject to electronic transfer.

Dated this ____________ day of ___________________________, 20 _____________


By ________________________________            ______________________________________             
	Printed Name							Patient Signature



If patient is a minor or under a guardianship order as defined by state law:

By ____________________________________________________________________________
	Signature of Parent/Guardian (circle one)



________  Patient refused to sign

________  A language barrier prevented the patient from signing


_____________________________________          _________________________
Staff Signature					Date
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