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PATIENT REGISTRATION FORM


DATE __________________________

ACCOUNT # _______________________________

	NAME:
	SOCIAL SECURITY #

	ADDRESS
	GENDER:   ( M    (  F         AGE:

	
	DATE OF BIRTH:

	CITY:
	MARITAL STATUS:   ( SINGLE     ( MARRIED

	STATE:                            ZIP CODE:
	ETHNIC BACKGROUND:    ( CAUCASIAN

	HOME PHONE: 
	( ASHKENAZI JEW    ( AFRICAN AMERICAN

	CELL PHONE: 
	( MEDITERRANEAN    ( CHINESE/ASIAN

	WORK PHONE: 
	( HISPANIC

	EMPLOYER:
	REFERRED BY:

	WORK ADDRESS:
	ADDRESS:

	
	

	CITY:                   STATE:                 ZIP:
	CITY:                   STATE:             ZIP:

	OCCUPATION:
	TELEPHONE #:

	
	

	PARTNER’S NAME:
	ETHNIC BACKGROUND:    ( CAUCASIAN

	PARTNER’S SS#:
	( ASHKENAZI JEW    ( AFRICAN AMERICAN

	PARTNER’S HOME PHONE #: 
	( MEDITERRANEAN    ( CHINESE/ASIAN

	PARTNER’S WORK PHONE #: 
	( HISPANIC 

	PARTNER’S DATE OF BIRTH:
	OCCUPATION:


Please give us all information regarding your insurance plan(s).  Please show all numbers on your card(s).

IF YOUR BENEFITS DEPEND ON PRE-AUTHORIZATION OR REFERRAL, IT IS YOUR RESPONSIBILITY TO INFORM US.

	PRIMARY INSURANCE:
	INSURED’S NAME:

	ADDRESS:
	INSURED’S DOB:

	
	INSURED’S GENDER:    ( M       (  F

	PHONE #: 
	PATIENT RELATIONSHIP TO INSURED:

	POLICY #:
	     ( SELF        ( SPOUSE       ( OTHER

	GROUP #:
	INSURED’S EMPLOYER:

	POLICY EFFECTIVE DATE:
	

	
	

	SECONDARY INSURANCE:
	INSURED’S NAME:

	ADDRESS:
	INSURED’S DOB:

	
	INSURED’S GENDER:   ( M       ( F

	PHONE #: 
	PATIENT RELATIONSHIP TO INSURED:

	POLICY #:
	        ( SELF       ( SPOUSE       ( OTHER

	GROUP #:
	INSURED’S EMPLOYER:

	POLICY EFFECTIVE DATE:
	

	EMERGENCY CONTACT- PHONE:
	PHARMACY Name, phone, address and Zip code:

	
	

	
	

	
	

	
	


I authorize payment of medical benefits to physicians or suppliers for services rendered.  I authorize the release of any medical information necessary to process these claims.  I also understand that it takes 3-4 months to process any refunds.

_________________________________________________________________




PATIENT SIGNATURE 
                                           DATE                  

CIRH/Section IV/01-A Patient Registration

Revised September 2, 2016 by PChang

