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REGISTRATION INFORMATION

	PATIENT INFORMATION 
	

	FIRST – MIDDLE – LAST NAME                                                                                                       
	SEX            
	MARITAL STATUS

S    M     W      D

	STREET ADDRESS (APT #)                                               CITY                                        STATE
	ZIP CODE



	EMAIL ADDRESS


	Cell Phone #

	AREA CODE – HOME PHONE #
	BIRTH DATE
	SSN#


	

	PRIMARY CARE PHYSICIAN
	Area Code – phone #



	EMPLOYER: 
	WORK PHONE #



	EMERGENCY CONTACT:                                                                                         PHONE #
	PHARMACY NAME:



	PERSON RESPONSIBLE FOR PAYMENT IF UNDER AGE 18
	PHARMACY PHONE #



	First – Middle- Last Name
	Sex
	

	Street Address (Apt #) City/State:
	Zip Code



	Area Code – Home Phone #
	Birth Date
	SSN#
	Birth Date



	Employer


	Employer Phone #
	

	PRIMARY COVERAGE
	

	Insurance Company Name 
	Effective Date
	ID#



	Group Number 
	Subscriber Name (name of person that holds insurance)


	

	Subscriber Birth Date
	Employer
	Pt. relationship to Subscriber.
	SSN#



	Street Address To Send Claim – City, State, Zip Code
	Insurance Co. Phone

Number:

	SECONDARY COVERAGE
	

	Insurance Company Name 
	Effective Date:
	ID#



	Group Number 
	Subscriber Name (Name of person that 

holds insurance)


	

	Subscriber Birth Date


	Subscriber. Employer
	 Pt. relationship to Subscriber
.
	SSN#
	Pt. relationship to subscriber.

	Street Address To Send Claim – City, State, Zip Code


	Insurance Co. Phone

Number:

	RELEASE
	


MEDICARE:     I REQUEST THAT PAYMENT OF AUTHORIZED MEDICAL BENEFITS BE MADE TO HARTSDALE MEDICAL GROUP FOR MY SERVICE FURNISHED ME.  I HEREBY AUTHORIZE THE HARTSDALE MEDICAL GROUP TO RELEASE TO THE HEALTH CARE ADMINISTRATOR AT ITS AGENTS ANY MEDICAL INFORMATION NEEDED TO DETERMINE THESE BENEFITS PAYABLE FOR RELATED SERVICE UNDER TITLE XV111 OF THE SOCIAL SECURITY ACT.

COMMERCIAL INSURANCE:  I HEREBY AUTHORIZE THE RELEASE OF INFORMATION NECESSARY TO FILE A CLAIM WITH MY INSURANCE COMPANY AND ASSIGN BENEFITS OTHERWISE PAYABLE TO ME TO HARTSDALE MEDICAL GROUP.

I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ANY BALANCE NOT COVERED BY ANY INSURANCE CARRIER.

PATIENT SIGNATURE/GUARDIAN: ________________________________________           DATE: _________________________

