PATIENT REGISTRATION

foe [ | Sex [ ] Account Number |

Address | | Cay. State. Zp code |

Home Phone Work Phone | | Marital Status | | ssn | |
Primary Insurance: | bsured’s Name | | Date of Bath

Address | | Cay. Stete. Zpoode | T | Phone Number ]
Patiert’s Relation to the Insured | nsured's ID Number | IDOi

Group Name | "] Group Number lw/c Mumber |  Authodzation # | ]
insured Employer | lbmeasam;mmam{ l
Secondary Insurance:| | Insured’s Name | | Date of Bith

Addvess | | Cay. State. Zp code | | Phone Number | |
Patient’s Relation to the insured | Insured's D Number | I

Group Name | |Growp Number [ ] Authorization # | ]
insured Employer | |insured's Employer Address | |
Emergency Contact: | | Phone Number | | Patient Emai Address | |
Surgery information:

Date of Sugery | | Time of Surgery | | Type of Anesthesia | i
Physicien | | Refering | |

SIGNMENT OF BENEF{TS: | hercby assign all medical and/or surgical benefits, to include major medical benefits to which | am enlitled,
ncluding Medicare, pivate and group insurance, or other haalth plar to the Surgesy Center.
BELEASE OF INFORMATION: A photocopy of this assignment is to be considered valid as an original and revocable by me orly in writing.
herebyy authorize said assignees to release 3l information to secure paymert,
FINANCIAL RESPONSIBILITY:! sccept ultimate financial responsibilty for accounts with the Surgery Center whether paid by insurance or not.
ADVANCE DIRECTIVE:
:Ihaveexecutedanhdvamedﬂkecﬁva A copy has been supplied to the center. DYes DNO

|_|1 have not executed an Advance Directive
ACKNOWLEDGEMENT OF RECEIPT

| have received a copy of the Patient Guide priot to my ammival to the center.

| have raceived a copy of the Notice of Privacy Practices and the Patient Rights and Responsibilities,
| do riot waish for any information regarding my Personal Health or Medical records to be shared.

| For this vist, | allow For ny Personal Health Information or Medical records to be shared with:

| acknowiedge that the information dtated above is comed to the best of my knowledge.
Patient Signature or Personal Represertative iD Checked ‘

¥ Personal Representative’s signature appears above, please document relationship to patient: [ B
Pyl RN DS g DOe i Geve Secuan i Pagell




