
PATIENT REGISTRATION FORM

9ection l: Patient lnformation Date

Preferred Language;
Address: City: State;_Zip

quctousHINDp.A

I acknowledge that lam financially responsible for payment whether or not covered by insurance. I

acknowledge that I was provided a copy of the Notices of Privacy Practices and that I have read {or had the
opportunity to read if I so chose) and understood the Notice. I authorize the release of any medical information
necessary to process this blll to my insurance company, and request payment to benefits to Gracious Mind p.A.

SIGNATURE:

Section ll Responsible Party

Relationship to Patient: flselt lspouse f] parent fl other
Last Name:_ First Name
Address:
City; State:_ Zip: Phone; (_)
Employer Work Phone { }

Sectlon lll

Name of lnsured

lnsurance lnformatlon

Relationship to Patient
SSN#: Name of Employer: Work Phone:t_).--
Address of Emplover: City State: Zip_
lnsurance Company. Grp S
lns Co Address; Co. Phone:

DO You HAVE ANY ADDIONAL INSURANcE? [ ves f] wo tr yEs, coMpLETE THE FoLLowNG

Name of lnsured DQB_Relationship to patient
Name of Employer: Work Phone: ( )-.-

Address of Employer: Ciry___State: Zip 

--

lnsurance Grp #
lns Co Address: lns Co. Phone:


