Weooldridge Medical Clinic
REGISTRATION FORM

(Mzase Prind)
Today's date: Account Number:
PATIENT INFORMATION
Patient's Last Narme: First: MI: M O Miss Marital status (circle one)
2 Mrs O Ms, Single / Mar / Div [ Sep [
L]
i 1 Drivers License & Sax: cell
Birth dake: Age: : | Phoned:
f M OF )
Cireet address: Social Security no.: Home phone no.:
[ 1
City: State: ZIP Code: PO Box:
Winter Street Address: Ciky, Stabe: Zip Code:
Occupation: Employer: Employer phane no.:
([ I
Haow did you hear about us: 2 Advertisement 2 Other
INSURANCE INFORMATION
{Please give your insurance card and drivers license to the receptionist.)
::I:?nn responsible for :!:T Address (if different): " E—
i) [ 1
PMease indicate primary | 0 Blue Cross ! !
EUrance O Medicare Biue Shield o CarePius 0 Cigna 2 Citrus
a
-1 Freedom O Humana 0 Unibed 0 S5eif Pay — No Ingurance Other
Policyholder's narme: Policyholder 5.5. no.:  Birth date: Policy #: Group # Co-payrment:
) f %
Patient's relationship to
palicyhalder: [ Self 2 Spoiuse JChild O Other
List secondary insurance: Policyholder's namae: Pollcy#: Group#:
Patient's relationship to | O Othes
policyholder: 1 Salf o Spouse 1 Child of

Marme of local friend or relative (not living at same address):

IN CASE OF EMERGENCY

Relatignship to
patiant:

( )

Hame phang &:

Woark phone #:

{ )

We will submit your daims, however we must emphasee that as medical providers, our relationship |5 with wou, not your insurance company.
By signing below, 1 understand that 1 am financially resporsitie for amy balance that is not paid by my insurance. [ also authonze e
Magical Chinie and my insurance comgany to release any information required to process my daims.

Fafent lridrdian SKppie

Date






