Patient Registration Form

Patient Identification - Please Print

Patient’s Last Mame First NMarmme Middle Name

[ | | |

Diate of Birth Sew Social Security Murmber

00 |glloo (@)oooo & | Male [| Female |

Street Address ity State Zip Code
Mailing Address - if different than above Hore Phone Cell Phone

I i | |

Mame of Custodial Parent(s) / Spouse Home Phone Wiork Phone

Address - If different than above

Mame of Custodial Parent(s) (if applicable) Home Phone Wiork Phone

Address - if different than above

Mare of Guardian - if not living w/parent(s) (f applicable) Hore Phone Waork Phone

Address - If different than above

Responsible Party

Mame of personis) responsible for this account Hore Phone wark Phone

Social Security Mumber Date of Birth Relationship to Patient

| || | | Mother || Father [ | Legal Guardian || Other-Explain

Address - if different than above

Employer Name/faddress

Insurance Information (Please give your insurance card to the receptionist)

] PPO 1 HMO ] POS ] MCD ] MCR ] Primary + Supplement
O Pa ] state ] other
Primary Coverage - Mame of Insurance Company e

| |
Palicy or Certificate Mumber Insured’s ID Humher; .................... GrDur:I Numb;r: ........................ ;.;fectivun;mlgl;te ...............
| |
I —— Suci;.gecurity .r.;.].;-mber ............... Date..;;..éirth ..................... Dccupatmn ...........................
" | | [ ]

Home Phone Work Phone Address - if different than above

Employerfaddress

Secondary Coverage - Name of Insurance Company e
Policy or Certificate NMumber Insured’s ID Numher; .................... Gru:uur:l Numh;l: ........................ ;.;fectiv"n;mlgl;te ...............
| | |
Mame of Insured/policyholder/subscriber SDci.;u;..Security .r.;.l.;_lrnher ............... Dateu;ul.airth ..................... Dccupatn:un ...........................
] [ |
Horme Phone Wiork F'hu;.r:ue ..................... ﬂddress - if |:.J"i.1;3rer‘|t thaﬂ ahwn; ...........................................

Employerfaddress

Emergency Contact Information

Marme of local relative or friend (not living at same address) Hore Phone Waork Phone

Relationship to patient

PLEASE CHECK BOXES (ALL THAT APPLY)

|| TAUTHORIZE LIFESPAN MEDICAL ASSOCIATES, LLC TO DISCUSS MY PERSOMAL PROTECTED HEALTH INFORMATION WITH PARENT, GUARDIAMN, SPOUSE,
|| DO MNOT DISCUSS MY PROTECTED HEALTH INFORMATION WITH ANYOME OTHER THAM MYSELF,

MESSAGING:

IT IS ACCEPTABLE TO LEAVE MESSAGE REGARDING TEST RESULTS, PHYSICIAN MESSAGES, OFFICE MESSAGES FROM LIFESPAN MEDICAL ASSOCIATION, LLC
WITH (CHECK ALL)

|| Parent / Guardian / Spouse [ Answering Machine | Email

The above information is true to the best of my knowledge. 1 authorize insurance benefits to be paid directly to Lifespan Medical Association, LLC and 1
understand that I am financially responsible for any self-pay/co-pay/co-insurance/deductible amounts. I authaorize Lifespan Medical &ssociation, LLC or the
Insurance company to release any information required to process my claimi(s). [ authorize a copy of this authorization to be used in place of the original.
I authorize Lifespan Medical Association, LLC to apply for benefits on my behalf for covered services rendered by any provider within the clinic ar by their

ardet,

Signature: Date:




