
     

   Discover. Educate. Care. Lead 
 

Registration Form 
 
For Office Use Only: 
MRN Number: ______________________________________________     Dx:_________________________________ 
 
Name: ___________________________________________________________________________________________ 
Street Address: ____________________________________________________________________________________ 
City: ______________________________________State: _______________________     Zip Code: ________________ 
Home Phone Number: ______________________   Daytime Phone Number:___________________________________ 
Cell Phone: _______________________________  Email Address:___________________________________________ 
Date of Birth (mm/dd/yyyy): __________________   SS #: __________________________________________________ 
Sex: Male/Female          Marital Status: Single    Married    Separated    Divorced    Widowed 
Father’s First Name: ________________________  Mother’s First Name: ______________________________________ 
Employer: ________________________________  Occupation: _____________________________________________ 
Employer’s Address: _______________________   City, State, Zip Code: ______________________________________ 
 
 
Physician Information                Pharmacy Information 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Insurance Information 
Primary Insurance 
Insurance Company: ________________________________________________________________________________ 
Name of Policy Holder: ______________________________________________________________________________    
Group Number: ___________________________________   Policy Number: ___________________________________ 
Address: ________________________________________   City, State, Zip: ___________________________________ 
 
Secondary Insurance 
Insurance Company: ________________________________________________________________________________ 
Name of Policy Holder: ______________________________________________________________________________    
Group Number: ___________________________________   Policy Number: ___________________________________ 
Address: ________________________________________   City, State, Zip: ___________________________________ 
Policy Holder Name (If different than patient): ____________________________________________________________ 
SS#: ___________________________________________   Date of Birth (mm/dd/yyyy): _________________________ 
Employer: ________________________________________________________________________________________ 
 
 
I, the undersigned, certify that I (or my dependent) have insurance coverage with _________________ and assign directly 
to Dr. ______________ all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I 
am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all 
information necessary to secure the payment or benefits,I authorize the use of this signature on all insurance submissions. 
 
_________________________   __________________________      _______________________ 
Responsible Party Signature   Relationship         Date 

Primary Care  Physician___________________________ 
Office Phone Number:_____________________________ 
Office Fax Number:_______________________________ 
Address:_______________________________________ 
City, State, Zip Code:_____________________________ 
 

Referring Physician_______________________________ 
Office Phone Number:_____________________________ 
Office Fax Number:_______________________________ 
Address:_______________________________________ 
City, State, Zip Code:_____________________________ 

Pharmacy Name: ________________________________ 
Pharmacy Phone:________________________________ 
Pharmacy Fax Number:____________________________ 
Address:_______________________________________ 
City, State, Zip Code:_____________________________ 

Mail Order Information: ____________________________ 
_______________________________________________ 
_______________________________________________
_______________________________________________ 



Registration Form page 2 
 
 
 
 
Name: ____________________________________ 
Date of Birth: _______________________________ 
MRN: _____________________________________ 
 
 
 
Please list any additional doctor you would like us to send letters to: 
 
Name of Physician:   _______________________________________________ 
 
Office Phone Number:______________________________________________ 
 
Office Fax Number: ________________________________________________ 
 
Address:  ________________________________________________________ 
 
City, State, Zip Code: ______________________________________________ 
 
 
 
 
Name of Physician:   _______________________________________________ 
 
Office Phone Number:______________________________________________ 
 
Office Fax Number: ________________________________________________ 
 
Address:  ________________________________________________________ 
 
City, State, Zip Code: ______________________________________________ 
 
 
 
 
Name of Physician:   _______________________________________________ 
 
Office Phone Number:______________________________________________ 
 
Office Fax Number: ________________________________________________ 
 
Address:  ________________________________________________________ 
 
City, State, Zip Code: ______________________________________________ 
 


