SANTE

CARE CENTER

A\ MEMBE| TH FOL

PATIENT REGISTRATION (PLE/;SE PRIN-T)-’- o a Upd:;e YR.: 20

Patient’s Name:

LAST FIRST MIDDLE SOCI CURITY NUMBER

< Date of Birth: ___ Sex: [M DF Marital StatusEl Single I:lMarried COwidowed [_]Divorced D Separated
9 MO. DAY YR. AGE
= = Home Address:
P < STREET CITY STATE ZIP
L b Mailing Address:
| ] STREET CITY STATE yavy
< g Home Phone: ) Work Phone: ( ) Cell Phone: ( )
o
I'ZI' Consent to receive text messages and or messages for appointment reminders: 0 Yes 0 No Cell Phone: ( )
= Employer: Occupation:
Work Address:
STREET CITY STATE ZIP

Emergency Contact Name and Telephone Number

H Z Responsible Party:
m O LAST FIRST MIDDLE SOCIAL SECURITY NUMBER
7] - Address: Home Phone:
z < STREET CITY STATE zZIp
o= Employer: Occupation:
(n/-) no: Work Address:
(11 L STREET CITY STATE yANY
xc 2z Work Phone: Driver’s License No.:
w =
(7)) t Spouse’s Name:
=
8 E Spouse’s Employer: Occupation:
(/7] o Work Address: Work / Cell Phone:
STREET CITY STATE Z1P
Primary Insurance: Subs. Name:
Company: Subs. Date of Birth:
Z Address: Sub. I.LD.#
I€IJ> (o) STREET
— Grp.#
=z IE CITY STATE 7P P
< Secondary Insurance: Subs. Name:
o=
(?) 8 Company: Subs. Date of Birth:
L
Z 2 Address: Sub. I.D.#
- STREET
Grp.#
CITY STATE 71p P
Name of Primary Care Physician Name of Pharmacy:

Please provide the receptionist with your insurance cards.

How were you referred to our office? I:l Mailer D Brochure |:| Friend [CJPhone Book I:l Insurance D Other

- | hereby give consent for medical or surgical treatment to the attending physician to care for myself or | am duly authorized by the patient as his/her
b4 general agent to give consent of such treatment. | hereby give consent for release of medical information to consulting physicians and other medical
[TT] personnel, as may be required in the rendering of treatment. | understand that | am financially responsible to the above named office for the services
(/)] rendered. In the event of collection action | shall be responsible for any legal fees incurred.
5
o Patient / Responsible Party Signature DATE

| hereby authorize payment directly to the attending physician of any medical / surgical benefits payable to me under the conditions of my policy for services rendered. | hereby
- give consent for release to authorized person of financial and medical information concerning care, treatment and charges as may be required to complete all claims for
2 benefits.
Ll
2 Patient/ Responsible Party Signature DATE
o
(2}
(9}
<

Whom may we thank for referring?

NOTICE TO CONSUMERS: Medical doctors are licensed and regulated by the Medical Board of California (800) 633-3322 www.mbc.ca.gov
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