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New Patient Registration Form

A. PATIENT INFORMATION

Last Name, First Name, Middle Initial Date of Birth | Social Security number
Mailing address City State Zip code

Primary phone # Cell Work Secondary Phone #Cell Work Home | Email Address

Home

Emergency Contact Name and Phone number Relationship to patient

Name of Primary Care Physician (PCP) | PCP contact info (phone and fax)

Name of Referring Physician Referring physician contact info (phone and fax)

B. INSURANCE INFORMATION

Primary Insurance Carrier Date of Birth ID or Policy Number |Group/Code
Subscriber’s Name and relationship to Subscriber's SSN Effective Date
patient
Secondary Insurance carrier (if applicable) |Date of Birth ID or Policy Number |Group/Code
Subscriber’s Name and relationship to Subscriber's SSN Effective Date
patient

C. PHARMACY

Name of Pharmacy Pharmacy Address Pharmacy phone number

( )

How did you hear about the practice? O Friend/Relative [J website O 1nsurance carrier [ social Media

Patient Authorization

| authorize The Endocrine Center to release information necessary to process insurance claims and obtain
payment for services provided. | authorize payment of insurance benefits directly to The Endocrine Center and
understand that | am financially responsible for amounts not covered by my insurance that are my responsibility.
| certify that the information | have provided is true and accurate to the best of my knowledge.

Signature of Patient or Parent/Legal Guardian Date
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