CONFIDENTIAL    

Patient Registration for Insurance Coverage
PATIENT INFORMATION

First Name:__________________ M.I.:____ Last Name:_______________________ SS#:________________

Address:______________________________ City:_____________________ State:________ Zip:__________

Home Phone:_____________________ Work Phone:__________________ Birthdate:____________________ 
Employer:_____________________ Address:____________________________________________________

Sex:  M  F   Marital Status: S  M  D  W            Family Physician:_____________________________________
INSURANCE INFORMATION

Insured’s Name:_______________ M.I._____ Last Name:______________________ SS#:________________

Address:______________________________ City:_____________________ State:________ Zip:__________

Home Phone:____________________ Birthdate:_________________ Relationship to Patient:______________

Employer:____________________ Address:_____________________________________________________

PRIMARY INSURANCE:

Insurance Company:____________________ Address:_____________________________________________

Group/Plan #:_________________________ Insured’s ID #:________________________________________
Phone #____________________________________

SECONDARY INSURANCE:

Insurance Company:____________________ Address:_____________________________________________

Group Name:____________________ Group/Plan #:_______________ Insured’s ID #:___________________

Date:____________________Insurance Rep_____________________________________________________

Effective Date__________________Deductible__________Fam Ded__________Ded Remaining___________

In Network?  Y   N   Patient Co-Pay/Co-Ins_____________Maximum Visits or Amount Paid?______________
Authorization Required?  Y  N Authorization #____________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________               __________________________

Patient








  Date

