GRACIOUS MIND P.A

PATIENT REGISTRATION FORM
Section i: Patient Information Date

Preferred Language:

Name:

Address: City: State: Zip
Phone ( ) Work Phone ( ) Cell Phone { )

The best time to contact me is: [JAM.[JP.M. on my[_]Home phone [_] Work phone [ ] Cell phone
Date of Birth: Social Security Number:

Check Appropriate Box: [ [Minor []Single []Married []Widowed [ ]Separated [ ]Divorced

If Student, Name of School City/State Ofr et
Spouse or Parent’s Name: Employer Work Phone
Whom may we thank for referring you?

Person to contact in case of emergency Phone

Email Address

Family Physician:

Section Il Responsible Party

Relationship to Patient: [ ]Self [ ]Spouse [ |Parent [ ]Other

Last Name: First Name Middle Name

Address:

City: State: Zip: Phone: ( )

Employer Work Phone ( ) SSN#

Section il Insurance Information

Name of Insured DOB Relationship to Patient

SSN#: Name of Employer: Work Phone: ( )
Address of Employer: City State: Zip
Insurance Company Grp # ID#

Ins Co Address: Ins Co. Phone:

----------- DO YOU HAVE ANY ADDIONAL INSURANCE? []Yes [ JNo IF YES, COMPLETE THE FOLLOWING  ---ceeremee

Name of insured DOB Relationship to Patient
SSN#: Name of Employer: Work Phone: ( )
Address of Employer: City State: Zip
Insurance Company Grp # ID#

Ins Co Address: Ins Co. Phone:

I acknowledge that | am financially responsible for payment whether or not covered by insurance. |
acknowledge that | was provided a copy of the Notices of Privacy Practices and that | have read {or had the
opportunity to read if | so chose) and understood the Notice. | authorize the release of any medical information
necessary to process this bill to my insurance company, and request payment to benefits to Gracious Mind P.A.

SIGNATURE: DATE:




