Healthy Living Medical
[bookmark: _GoBack]REGISTRATION FORM
	PATIENT INFORMATION
	Patient’s last name:

	
	First:

	                                                                                       Middle Initial:

	Marital status:   M / S / D

	



	Address:

	City:

	 State:                      Zip Code:
                 
	Birth date:

	Age:

	Sex:  F / M

	
	
	
	
	
	

	Social security:

	Home phone:

	Cell phone:                                                                 Email:
                                               
	
	
	
	
	
	

	Occupation:

	Employer:

	Employer phone:                                                       Employer address:

	
	
	
	
	
	



	How did you hear about us?                                                                       Reason for today’s visit?
	
	


(physician,friend,internet,etc.)
INSURANCE INFORMATION
(If applicable, please give insurance card to front desk attendant)
	Insurance name:

	Insurance ID number:

	Group number:
 
	Plan Name:                      Co-payment: $


	Are you primary insured? ( Yes / No)
(If yes, skip to Emergency Contact)
	Primary insured name:

	Relationship to primary insured? 
	Primary insured birth date:


	 
	
	
	


Emergency contact
	Emergency contact name:
	Relationship to patient:
	Home phone:
	Cell phone:

	
	
	
	


The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize Healthy Living Medical or insurance company to release any information required to process my claims.
	
	
	
	
	

	
	Patient/Guardian signature
	
	Date
	






