B MDPartners

- ENGLEWOOD

HOSPITAL AND MEDICAL CENTER

REGISTRATION FORM

PATIENT INFORMATION

Native Hawaiian or Other Pacific C1Black or African American
[OWhite [JHispanic [1Other Race

Date: / / Date of Birth: / / |SSN #:
Patient Name: Male O Female O
Address: Are you part of the Bloodless Program? [0 Yes [ No
City: State: Zip code: Do you need atranslator? [0 Yes [ No
Marital Status:
Home phone #: Cell #: [OMarried OJSingle CIDivorced CDWidowed
Can we leave a voice
message at your home Can we leave a voice message
number? Yes No Brief or Extended on your cell phone? Yes No Brief or Extended
[ American Indian or Alaska Native [1Asian O

Race: OOther Pacific Islander Ethnicity: OHispanic or Latin CI Non Hispanic or Latin [ Refused to Report
OEnglish CI0Other OOFrench Cindian E-Mail

Primary Language: OSpanish CIRussian Cltalian Address:

Pharmacy Name: Pharmacy Phone #:

Chaperone Request: For your comfort, if you would like a chaperone during your physician

Pharmacy Address: visit, please notify the medical assistant upon entering the exam room.
EMPLOYMENT INFORMATION
Employer: Occupation/Position:
Employer's Address:
Can we leave a voice
message at your
Work Phone #: business number? Yes No Brief or Extended
INSURANCE INFORMATION
Subscriber Name: Subscriber SSN #:
Subscriber Date of Birth: Relationship to Subscriber:
Subscriber Employer: Telephone #:
Subscriber Employer Address:
PRIMARY INSURANCE
Name: |Po|icy # |Group #
SECONDARY INSURANCE
Name: |Po|icy # |Group #
EMERGENCY CONTACT
Emergency Contact: |Phone #: |Relationship:
REFERRING PHYSICIAN INFORMATION
Referring Physician: Specialty:
Address: Phone #:
City: State: Zip code:

Reason for Visit:

ACKNOWLEDGEMENT/AUTHORIZATION

| certify that all information | provided above is accurate and true. | authorize payment of medical benefits for any services furnished to me by
this physician group. | understand | am financially responsible for any amount not covered by my insurance. | authorize the release of
information concerning my healthcare to my insurance company for the purpose of reviewing and processing medical claims for payment.

Signature:

Relationship to Patient:

Date:




