 PATIENT REGISTRATION

DATE:____________________                                                    PATIENT #:______________________________

NAME:_____________________________________________________________________________________

                  LAST                                           FIRST                                          MIDDLE
( )SINGLE  ( )MARRIED  ( )WIDOWED  ( )DIVORCED      SPOUSES NAME:_______________________________

ADDRESS:________________________________________________________APT:______________________

                   CITY:___________________________STATE:__________________ZIP:_______________________

TELEPHONE:(H)_______________________
(W)__________________________(Cell)____________________________

SOCIAL SECURITY NUMBER___________________________________

DATE OF BIRTH:_____________________________________

REFERRED BY:_____________________________FAMILY PHYSICIAN:_________________________________








PHONE:________________________________________

CHIEF COMPLAINT:
_____________________________________________________________________________________________
EMPLOYER:________________________________________TELEPHONE:______________________________
EMPLOYER'S ADDRESS:_______________________________________________________________________

FINACIALLY RESPONSIBLE PERSON:____________________________________________________________ ADDRESS:____________________________________________________________________________________
RELATIONSHIP TO INSURED:  ( )SELF  ( )SPOUSE  ( )CHILD

INSURANCE COMPANY

PRIMARY INSURANCE:_______________________________ SSN#(POLICY HOLDER)_____________________

                 NAME OF POLICY HOLDER_________________________DOB POLICY HOLDER __________
SECONDARY INSURANCE:____________________________ SSN#(POLICY HOLDER)_____________________

                  NAME OF POLICY HOLDER:________________________DOB POLICY HOLDER __________
INSURANCE AUTHORIZATION AND  ASSIGNMENT OF BENEFITS

I CERTIFY THAT THE INFORMATION I HAVE REPORTED TO MY INSURANCE COVERAGE IS CORRECT.

I AUTHORIZE THE RELEASE OF ANY NECESSARY INFORMATION, TO MY INSURANCE CARRIER.

I  REQUEST THE PAYMENT OF MY BENEFITS BE MADE DIRECTLY TO DR'S ROTHFELD FOR SERVICES FURNISED TO ME BY ONE OF THE PHYSCIANS. DR'S ROTHFELD IS AUTHORIZED TO APPLY FROM BENEFITS IN MY BEHALF

SIGNATURE:___________________________________________DATE:_____________________________

