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Patlent Registration Form (eCW})

PATIENT INFORMATION

{Please Print)

D Dr D Miss D Mr. D Mra. I:l Ms. D Sir

Patient's Namg {Last) (First) (M Previous Name

Address Line 1

City, State ZIP

Home Phone Cell MNo. Work Fhone Ext.

Primary Care Provider {FCF) Referring Provider

Rendering Provider Name (this practice) E-Mail Address:

Date of Birth MM /DD MYYY Sex [JF—Famae LIM-Male 1 Transgendar

Race D Amerlcan Indian or Alaska Natlve D Asian |:| Native Hawaiian or Other Paclfic Islander D Black or African AmerlcanD White DDecIIned

Ethnicity (| Hispanic or Latino L ot Higpanic ar Latino L peclined

Language DEnglish DSpanish O indian DJapanese Ll chinese L Korean [ Frencn Ol cerman L russtan U other

Marital Status
Social Security Number - -

Employer Namé

D Martied M| Single L pivorced D Widowed L_.l Leqgally Separated D Partner

Employment Status D 1 - Full-Time D 2 - Part-Time ] 3 - Not Emplayed D 4 - Self-Employed [:] 5 - Relired |:| 6 - Active Milifary

Stuglent Status
Emergency Contact Last Name

r_..l F - Full-Time Student I"_'l I - Part-Time Student D N — Not a Student

Firat Name

Phone Numbar

Do you have a living will? [ves [No

Emergency Gontact Relationship to Patient [ Guardian
Address Line 1

City, Stato ZIP

Home Phone Wark Phone Ext.

Referring Provider Name

RESPONSIBLE PARTY INFORMATION

{information used for patlent balance statements)

Responsible Party O ancther Patient [ Guarantor [ seif

Chack here if information is same as pationt [}

Responsible Farty Narme {Last) (Firat) {MD
Guarantor Account Number Date cf Birth MM /DD YYY

Sacial Security Number - - Telephone

E -Mail Addresas Sex Or ~remate [1m-Male

Address Line 1

City, State ZIP

Emplover. Employer Phone Number,

PRIMARY INSURANCE INFORMATICON {provide your insuranca card to the front desk at check-in)
Insurance Gompany/Phohe Numbar { )

Name of insured Patiant Relatianship to Insured

Subscriber 1D (Policy Number) Group 1D Copay Amount

Effactive Date Termination Date Date of Birth MM /DD Y'Y

SECONDARY INSURANCE INFORMATION

{provide your insurance Gard to the front deak at gheck-ing

insurance Company/Phang Nurmber

( ]

Name of Ingured

Patient Relationship to Insured

Subscriber ID (Policy Number) Group (D

Copay Amount

Effactive Date Termination Date

Date of Birth MM /DD

| agrae that the information supplied on this form i accurate and up-to-date to the best of my knowledge.

Patient {or Responsible Party) Signature,

Date

@HCA, Inc. 2011
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LewisGale Physicians Office Use Only
Patient Registration Form MR N
PATIENT INFORMATION (Pleage Print)
Lo Dmr. Owmres. Cwus, Olue. Osr. Dlother
Patient's Name {Last) (First) (Micidle),
Also Known As Name (Last) N . {First)
Marital Status L] Married M singte [ pivorced O widowed (3 Legally separated [ other
Social Security Number - - U Female LI Male Date of Birth ! !

E-Mail Address

Send communications, announcements and updates via email. || Yes [ No

FPhone Numbers Work I:I Day E] Evening Home D Day [:] Evening
Cellular Pager,

Address City State ZIP

Employment Status [ 1Employed ~ [1Full-Time Student L] Part-Time student (D Retied [ selrEmpioyed [ Unemgtoyed

Employer Oceupation

Emergency Confact Name ‘ Fhone Number,

Emergency Contact Relationship to Patient

Referring Provider Name
RESPONIIBLE PARTY INFORMATION (Please Print)

Responsible Party Name {(Last) {First) (Middle)

Also Known Az Name {Last) (First)

Social Security Number - - Ol Female [ Male Date of Birth / !

E-Mail Address

Phone Numbers Work O Day ] Evening Home ] Day ] Evening
Address City State ZIP

Employment Status [ JEmpioyed  [JFul-Time Student [ Part-Time Student  [Retred [ SeiEmployed L] Unemptoyed
Employer Employer Phone Numbear,

Patient Relationship to Responsible Party .
PRIMARY INSURANCE INFORMATION (Please Print) {provide your insurance card to the front desk al check-in)
Mame of Insured Patignt Relationship to Insured

Insured Employer Name

Insurance Company/Phone Number { )

Subscriber ID (Policy Number) Group 1D Copay Amounl

Effective Date Termination Date Ll Female Clmale

Insured Date of Birth_____ [ ) Insured's Social Security Number - -

Insurance Company Address

SECONDARY INSURANCE INFGRMATION {i?leasa Print) (provide your insurance gard to the front desk at check-in)
Name of Insured Fatient Relationship to Insured

tnsured Employer Name B .

Insurance Company/Phone Number { 3

Subscriber D (Policy Numbar) Group ID Copay Amount

Effective Date Termination Data Oremae Cmale

Insured Date of Birth ! f Insured’s Social Security Number - -

Insurance Company Address___




JUM-13-2611 18:11 From:S468-381 -6492 Page: 323

LewisGale Physicians

Patient Registration Form Office Use Only

MRN#
PATIENT INFORMATION (Please Print)
Patient's Name (Last) (Firat) (Middle)}
Date of Birth ! /
TERTIARY INSURANCE INFORMATION (Please Print) {provide your insurance card to the front desk at check-in)
Name of Insured Patient Relationship 1o Insured
Insured Employer Name
Insurance Company/Phone Number ( )
Subgeriber D (Palicy Mumber) Group 1D Copay Amount
Effective Date Termination Date L Female [1Male
Insured Date of Birth / / Insured’s Social Security Nurmber - -

Insurance Company Address

| agree that the information supplied on this form is accurate and up-to-date to the best of my knowledge.

Fatient (or Responsible Farty) Signature Date




