COMPREHENSIVE WOMEN’S HEALTH CARE
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PATIENT REGISTRATION

CONFIDENTIAL

________________________________________________________________________Please complete all fields of the form. 

Indicate N/A for questions that do not apply.
Date of Registration: ___________________




           
	Patient Last Name:
	First Name:

	Date of Birth:
	Soc. Sec. No.:

	Street Address:
	City:                           State:        Zip:

	Home Phone: (       )
	Work Phone: (       )                        ext.

	Cell Phone: (       )
	E-mail:

	Referred by:
	Race:  Cauc  Af Amer  Hisp  Asian  Other

	Marital Status:     S     M     W     D     Sep
	Student status     FT     PT     N/A

	Employment status:  FT   PT   Ret   Unemp
	Employer Name:

	Employer Address:
	City:                           State:        Zip:


Primary Insurance Coverage
	Insurance Name:
	Insurance Phone Number: (       )

	Insurance Address:
	City:                           State:        Zip:

	Subscriber Name:
	Subscriber Sex:     M     F

	Subscriber Date of Birth:
	Subscriber SSN:

	Relationship to the Subscriber:
	Plan Type:

	Subscriber’s Employer:
	Effective Dates:  From   /   /   / to   /   /   /

	Subscribe ID/Contract #:
	Group/Plan:


Secondary Insurance Coverage

	Insurance Name:
	Insurance Phone Number: (       )

	Insurance Address:
	City:                           State:        Zip:

	Subscriber Name:
	Subscriber Sex:     M     F

	Subscriber Date of Birth:
	Subscriber SSN:

	Relationship to the Subscriber:
	Plan Type:

	Subscriber’s Employer:
	Effective Dates:  From   /   /   / to   /   /   /

	Subscribe ID/Contract #:
	Group/Plan:


Emergency Contact:  (Closest contact who does not live with you.)

	Name:
	Contact Number: (       )

	Relationship:             Address:
	City:                           State:        Zip:


Responsible Party to be Billed: (Please complete if patient is a minor.)
	Name of Responsible Party:
	Address:

	Relationship to the Patient:
	City:                           State:        Zip:


I hereby assign all medical and/or surgical benefits to which I am entitled including private insurance and other health benefit plans to CWHC.  This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as an original.  I understand that I am financially responsible for all charges whether or not paid by said insurance.  I hereby authorize said assignee to release all information necessary to secure payment.  Medicare patients only:  I request that payment of Medicare benefits be made either to me or on behalf of CWHC for any service furnished by the physician.  I authorize release to CMS (Centers for Medicare/Medicaid Services) and its agency any medical information needed to determine these benefits.
Patient Signature: 



Date:
