Registration Form

Referring Doctor: Family Doctor / PCP:

Address: ) = Address: === .

Phone: Phone: o o
- -

l}’g@ent Information

Patient’s Social Security #: Patient’s Last Name: First Name: M.I.

[Age: Date of Birth:  |Street Address:

Patient’s Home Phone: éi}—v: State: Zip:

Gender: Employment or Student Status (if not a minor): -
Male Female Full Time [_]  Part Time [ ]  Self Employed [_|  Active Military ]  Name of School:

Marital Status: Patient’s Employer: Patient’s Occupation:

S M D W

Patient’s Work Phone & Ext#: [Employer’s Address: Date Employment Started:

Spouse’s Date of Birth: Spouse’s Name: Spouse’s Social Security #:

Spouse’s Work Phone: Spouse’s Employer Spouse’s Occupation:

[NOT NEEDED IF A CHILD]

Responsible Party / Child’s Parent Information

Responsible Party or Father’'s Name: |Hesp0nsibla Party or Mother's Name:

Social Security #: Date of Birth: |Relationship to Patient: ISociaI Security #: Date of Birth: !Relationship to Patient:
Employer: Work Phone & Ext: rimployer: Work Phone & Ext:
!Home Address if different from Patient’s: |Home Address if different from Patient’s: -

.E'_w_ State & Zip: Phone: |City, State & Zip: o Phone:
Primary Insurance PLEASE NOTE: We MUST Have A Copy of Your Insurance Card.

Insurance Company Name: Effective Date: Subscriber’s Date of Birth
Subscriber’s Full Name: - Relationship to Patient:

Secondary Insurance PLEASE NOTE: We MUST Have A Copy of Your Insurance Card.

Insurance Company Name: Effective Date: Subscriber’s Date of Birth:

Subscriber’s Full Name: ._.ﬁel_ationship to Patient:

Emergency Contact SOMEONE WITH A DIFFERENT PHONE NUMBER

Name: Phone Number: |Relationship to Patient:

S —

RELEASE OF INFORMATION: I hereby authorize the release of medical information or other information acquired during the course of
examination and treatment to insurance carriers, physicians, or my legal representatives. I hereby request payment of benefits from all insurance
carriers to University Surgical Associates P.S.C. I understand I am responsible for and will pay any amount not covered by insurance including
collection costs and reasonable attorney fees if referred for collection.

Signature — Responsible Party - Date

USA Doctor Registrar
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