TRI-CITY FAMILY MEDICINE, INC.

PATIENT REGISTRATION FORM

*INSURANCE CARDS ARE REQUIRED.  IF THERE IS NOT SUFFICIENT INSURANCE INFORMATION PROVIDED, THIS ACCOUNT IS CONSIDERED SELF PAY AND PAYMENT IS DUE AT TIME OF SERVICE.  COPAYS ARE EXPECTED AT EACH VISIT.

( NEW PATIENT                          FORMCHECKBOX 
 NAME CHANGE                       (  ADDRESS CHANGE                        (  INSURANCE CHANGE                        (  OTHER

NAME 



______





__________________________________
(Please Print)                  Last Name




First



Middle Initial

DATE OF BIRTH_______________________________    SS#__________ - _______ - __________        Patient Gender:   M  F        Marital Status:  S   M   W   D

ADDRESS 








___________APT NO.
________________________
CITY 






            STATE 

__ZIP CODE 
______________

HOME PHONE (________)

_____________________              ____       WORK PHONE (_________)__________________________________
EMPLOYER INFORMATION
EMPLOYER NAME




____________________



_____________
EMPLOYER ADDRESS 




CITY 


STATE 
       ZIP 

___
STUDENT?  FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO 
 FORMCHECKBOX 
FULL-TIME  FORMCHECKBOX 
PART-TIME 
SCHOOL NAME: __________________________________________________________
GUARANTOR INFORMATION (RESPONSIBLE PARTY)
NAME 









_________________________
___
(Please Print)                  Last Name




First



Middle Initial

DATE OF BIRTH


SS#

-
-
 RELATIONSHIP TO PATIENT ___________________________

ADDRESS 







_APT NO.  __

_______________________



_
CITY 






____
_STATE 

ZIP CODE 

_____________
HOME PHONE 
(
)



                      WORK PHONE 
(
)

___
EMPLOYER NAME







__________


___
EMPLOYER ADDRESS 




CITY 


STATE 
_       ZIP 

___
Relationship to patient::  
 FORMCHECKBOX 
 Spouse    FORMCHECKBOX 
Parent
   FORMCHECKBOX 
 Other

INSURANCE INFORMATION

If insurance card(s) are available, it is not necessary to complete the Insurance Information section.

PRIMARY INSURANCE




                   SECONDARY INSURANCE

INSURANCE CO.





INSURANCE CO. _____



___
ID/POLICY # 





ID/POLICY#




___
GROUP # 


 


_________ GROUP





___
EFFECTIVE DATE 




_________ EFFECTIVE DATE


__________
___
POLICY HOLDER NAME 




POLICY HOLDER NAME



___
EMERGENCY CONTACT

NAME 






RELATIONSHIP 




___


PRINT

HOME PHONE 
(
)



OTHER PHONE 
(
)


___
PERSONAL REPRESENTATIVE

Is there a person(s) who may act as your personal representative to receive information about your health condition and treatment?

NAME 






                         RELATIONSHIP



___


PLEASE PRINT
I UNDERSTAND THAT MY HEALTH INSURANCE PLAN MAY CONSIDER SOME SERVICES TO BE NON-COVERED OR NOT MEDICALLY NECESSARY.  I AGREE TO BE FINANCIALLY RESPONSIBLE FOR ALL CHARGES AND SERVICES PROVIDED BY TRI-CITY FAMILY MEDICINE, INC. TO ME OR MY DEPENDENTS. 
 











____________
PATIENT/ GUARANTOR
 SIGNATURE





DATE

