Daniels and Peck Family Medicine, PA

PATIENT REGISTRATION FORM





Chart #:____________________________

Name:__________________________________________________________________________________________________

           Last



              First


   MI
    Maiden

Address:________________________________________________________________________________________________


Street




                       Apt#







                           _______________________________________________________________________________________________________


City
                                                                          State


                       Zip

SS#:_________________________   DOB(mm/dd/yyyyy)______/_______/________            Marital Status: (circle one) S M D W O

                   Home Phone #:________________________        Cell Phone#:_________________________________

Patient Employer: ___________________________________________     Work #: ___________________ext:______________


Spouse/Parent:_____________________________________________  

Spouse/Parent Employer:_____________________________________ Work #______________________ext:______________   

Responsible Party___________________________________________Relationship:___________________________________ 

Referred By: _______________________________________________

INSURANCE INFORMATION

Primary Insurance                                                                                      Secondary Insurance

Name of Insurance Co:_________________________________      Name of Insurance Co:________________________________

Policy Holder:________________________________________       Policy Holder:_______________________________________

ID#:________________________________________________       ID#:_______________________________________________

Group #:____________________________________                _       Group #:___________________________________________
Financial Agreement and Authorization for Treatment

I authorize treatment of the person named above.  I agree to pay all charges for myself and all dependents.  I acknowledge that I have read the Daniels and Peck Family Medicine, PA Financial and Office Policy, and will adhere to it.

Signature:__________________________________________________________  Date:______________________________________

Authorization to Release Information

I hereby authorize my Physician to release any information acquired in the course of my examination or treatment to specific insurance carriers, third party payers or others involved in processing and collections of my claims.

Signature:________________________________________________________ __ Date: ______________________________________

Acknowledgement of Privacy Practices

I hereby acknowledge that I have received a copy of Daniels and Peck Family Medicine PA notice of privacy practices that describes how information about me may be used or disclosed, in accordance with HIPPA (Health Insurance Portability and Accountability Act.

Signature: __________________________________________________________  Date:_______________________________________

Emergency Contact Information (Not living in Home)

Name:____________________________________________________  Relationship:______________________________________

Work Phone:____________________________Home Phone:______________________Cell Phone:___________________________

