
EASTSIDE FAMILY MEDICINE CLINIC



REGISTRATION FORM


(PLEASE PRINT)


DATE: _____________________

PATIENT INFORMATION


PATIENT LAST NAME

              FIRST


MIDDLE
(  MR       (  MRS       

________________________________________________________________________(  MISS    (  MS______

BIRTHDATE
     

 SEX

SOCIAL SECURTIY                  MARITAL STATUS

_____/_____/_____                  Male   -   Female



          Single/Mar/Div/Sep/Wid

____________________________________________________________________________________________

STREET ADDRESS

CITY, STATE & ZIP
 

    HOME & CELL NUMBER

____________________________________________________________________________________________

EMPLOYER


EMPLOYER ADDRESS
                                      EMPLOYER PHONE NO.

OTHER FAMILY MEMBERS SEEN HERE?   (    NO     (    YES     NAME_____________________________

INSURANCE INFORMATION
            (PLEASE GIVE INSURANCE CARD TO THE RECEPTIONIST)

IS THE PATIENT COVERED BY INSURANCE?

(     YES
(     NO

SUBSCRIBER NAME: _____________________________________
BIRTHDATE
____/____/____

SUBSCRIBER ID #     ______________________________________
GROUP # ___________________

INSURANCE CO __________________________ RELATIONSHIP  ( SELF  (  SPOUSE   (  CHILD   (  OTH

____________________________________________________________________________________________

IS THIS A JOB-RELATED INJURY?
(   YES   (   NO        IF YES, DATE OF INJURY____/____/____

CLAIM NO. _____________ PLACE OF INJURY:     (  WORK   (   MVA   (   OTHER________________

____________________________________________________________________________________________

IS PATIENT COVERED BY SECONDARY INSURANCE?

PATIENT’S RELATIONSHIP TO SUBS.

INSURANCE NAME_______________________________

(     SELF
(     SPOUSE

SUBSCRIBER NAME ______________________________

(     CHILD
(     OTHER

ID # ______________________________  GROUP# ____________________   BIRTHDATE  ____/____/____

IN CASE OF EMERGENCY….(LOCAL FRIEND OR RELATIVE-NOT LIVING AT SAME ADDRESS)

NAME _______________________________________
TELEPHONE NO. _________________________

THE ABOVE INFORMATION IS TRUE TO THE BEST OF MY KNOWLEDGE.  I AUTHORIZE MY INSURANCE BENEFITS TO BE PAID DIRECTLY TO THE PHYSICIAN.  I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ANY BALANCE.  I ALSO AUTHORIZE EASTSIDE FAMILY MEDICINE CLINIC TO RELEASE ANY INFORMATION REQUIRED TO PROCESS MY CLAIMS.




______________________________________________     
____________________




PATIENT/GUARDIAN SIGNATURE IF MINOR

DATE

