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INSURANCE REGISTRATION FORM

PATIENT INFORMATION								DATE:_____________________

Last Name: ________________________________  First Name: ___________________________  Middle Name:________________

Date of Birth: ___________________ Social Security Number: ________________________________ Gender:  Female      Male

Address:  ________________________________________ City:  _______________ State: __________  Zip Code:________________ 

Phone: (______)_________________  Work Phone: (_____) ________________ Cell Phone: (______)__________________________

Check Appropriate Box:     Minor      Single      Married      Other:_________________________________________________  


INSURANCE INFORMATION

Name of Insured:______________________________________ DOB:________________ SSN#:______________________________

Relationship to Patient:     Self      Spouse     Parent/Guardian    Other:____________________________________________ 

Name of Employer:_________________________ Address:__________________________ Work Phone: (____)_________________

Insurance Company:_____________________________ Grp #:_________________________ ID#:____________________________

Insurance Address:_________________________________________ Insurance Phone: (______)_____________________________

I certify that the above information is correct to the best of my knowledge. I certify that I, and/or my dependent(s) have coverage with the above insurance and assign directly to my physician all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for ALL CHARGES WHETHER OR NOT PAYED BY INSURANCE, per practice policies. I authorize use of my signature on all insurance claims. By signing this form, I am giving consent for medical treatment by my provider.  This consent will end when my treatment plan is completed OR one year from the date singed below. 

Signature: ______________________________________________________________Date:_________________________________



OFFICE USE ONLY			New Patient 	Established Patient 

Insurance Co._______________________ Grp #________________________ ID# ___________________ Effective Day:___________

Office visits:
 Copay Deductible Amount $_______ Payable _______ %_______ % Deductible Met _____ Coverage_____ %_____ %

Routine Examinations: Physical/Well-woman exam: 
Copay Deductible Amount $___________ Coverage%____________ %____________ %

X-rays: 			Copay Deductible Amount $____________ Coverage_____ %_____ %

Labs (In office): 		Copay Deductible Amount $________ Coverage_____ %_____ %

Labs (Out office):		Copay Deductible Amount $________ Coverage_____ %_____ %

Surgical Procedures: 	Copay Deductible Amount $________ Coverage_____ %_____ %

Pre-Certification:		Yes No Phone: (____)___________________________________

Type of Plan: 		HMO 		PPO		 POS		 Medicaid HMO

Verify By:____________________________________________________________________________________________________

Insurance Representative:_______________________________________________________________________________________

Claim Address:_____________________________________City:_________________ State:______________ Zip Code:___________ 

EDI Payor #:__________________________________________________________________________________________________
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