Digestive
Date

PATIENT REGISTRATION FORM

Patient Number

PATIENT INFORMATION (Required data)

Please provide your Driver’s License card to the Receptionist to copy.

Social Security # Home Address
First Name Middle Apt. City/State Zip
Last Name Suffix Secondary Address
Gender Date of Birth |1 Apt. City/State Zip
Patient Primary Language E-mail
[ Single (] Married [] Divorced [] Widowed Home Phone ( )
(] Employed [ Retired [JF/T Student []Other | Work Phone ( )
[ Black [J Caucasian [ Hispanic [ ] Asian | Cell Phone ( )
[J American Indian/Native Alaskan [] Asian Pacific Amer. | Referring Physician
[ Pacific Islander [] Other Race or Ethnicity Phone ( )
Employer How Did You Hear About Us?
Employer Address
Ste. City/State Zip
Employer Phone ( )
INSURANCE INFORMATION (Required data)

Please provide your Insurance card to the Receptionist to copy.
[0 Medicare [ Medicaid [J Commercial [JWorker's Comp [ Self Pay [JOther
Insurance Company Policy # Group #
Insured (if other than Patient) Relationship
Insured’s Date of Birth / / Insured’s SS # Phone ( )
Employer City/State Employer Phone ( )
Secondary Insurance Company
[ Medicare []Medicaid [J]Commercial [J]Worker's Comp []SelfPay []Other
Insurance Company Policy # Group #
Insured (if other than Patient) Relationship
Insured’s Date of Birth / / Insured’s SS # Phone ( )
Employer City/State Employer Phone ( )

PHARMACY INFORMATION:
Pharmacy Pharmacy Phone ( )
Address City/State Zip
EMERGENCY CONTACT:

Relationship to Patient Gender Home Phone ( )
First Name Last Name Work Phone ( )
| authorize Digestive CARE to discuss with the above-named Emergency Contact the following issues related to my care: [J Medical [ Financial

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN: | hereby authorize payment directly
to the Physician of the Surgical and/or Medical Benefits, if any, otherwise payable to me
for his/her services as described, realizing | am responsible to pay non-covered services. SIGNATURE (Patient or Parent if Minor)

Date

AUTHORIZATION TO RELEASE INFORMATION: | hereby authorize the Physician to
release any information acquired in the course of my treatment necessary to process
insurance claims.

SIGNATURE (Patient or Parent if Minor)

Date
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