
PATIENT REGISTRATION FORM 
 PATIENT NAME      LAST    FIRST     MIDDLE  DATE OF BIRTH

PERMANENT ADDRESS     APT.  NO.  CITY  STATE  ZIP CODE 

 OCCUPATION      
  EMPLOYED      RETIRED     STUDENT 

 SOCIAL SECURITY #  MARITAL STATUS 
  S   M   D   W 

   SEX 
   M    F 

 HOME PHONE 

 EMPLOYER  EMPLOYER’S ADDRESS  WORK PHONE 

 SPOUSE (OR PARENT) NAME  SPOUSE (OR PARENT) EMPLOYER  SPOUSE / PARENT WORK  
PHONE: 

REFERRING PHYSICIAN :     PRIMARY CARE PHYSICIAN: 
PHONE:          PHONE: 
REASON FOR VISIT: 

PRIMARY INSURANCE INFORMATION 
SUBSCRIBER’S  LAST   NAME      FIRST NAME     MIDDLE INITIAL DATE OF BIRTH 

SOCIAL SECURITY NUMBER HOME PHONE RELATIONSHIP TO PATIENT 

PRIMARY INSURANCE COMPANY NAME 

ADDRESS 

CITY STATE                                                           ZIP            

ID OR POLICY # GROUP / CODE EFFECTIVE DATE 

SECONDARY INSURANCE INFORMATION 
SUBSCRIBER’S  LAST   NAME      FIRST NAME     MIDDLE INITIAL DATE OF BIRTH 

SOCIAL SECURITY NUMBER HOME PHONE RELATIONSHIP TO PATIENT 

SECONDARY INSURANCE NAME       SPOUSE  OR   INDIVIDUAL POLICY ID OR POLICY NUMBER GROUP/CODE# 

ADDRESS  

CITY STATE ZIP 

PATIENT AUTHORIZATION 

I, __________________________________, hereby au thorize Rosedale Primary Care Physicians to apply for benefits on my behalf fo r covered services r endered.  I 
r equest payment from any of the above-named insurances, be made directly to the above named provider. 

I certify that the information I have reported with regarded to my insurance coverage is correct and further authorize the release of any necessary information, including medical 
information and records for this or any related claim, to the above-named billing agent, (or in the case of Medicare Part B benefits, to the Social Securit y Administration and 
Health Care Financing Administration) and / or  the insur ance company named above.  I  permit a copy of this author ization to be used in place of the original.  This 
authorization may be revoked by either me or the above-named carrier at any time in writing. 

I request that payment of authorized medical benefits be made either to me or on my behalf to the above-named provider for any services furnished me by that physician / 
supplier.  I  authorize any holder  of medical information about me to release any information needed to determine these benefits  payable for related services, including the 
patient’s medication list from the state or any other source.         

_________________________          ______________________________________________________________________________________________________ 
DATE   SIGNATURE OF SUBSCRIBER OR BENEFICIARY
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