Southern California Endocrine Medical Group, P.M.C.

1801 W. Romneya Dr., Ste. 103

Anaheim, California 92801
PATIENT REGISTRATION FORM
	PATIENT INFORMATION

	Last Name:                

	First Name:
	MI:
	Birth Date:             /              /

	Social Security: 
                    -               -
	Sex:      M       F
	Marital Status:     S       M        D         W
	Driver’s Lic. #:

	Address:

	Apt#:
	City:

	State:

	Zip Code:
	Home Phone: (               )                 -
	Work/ Cell: (           )                   -

	Emergency Contact:

	Phone:  (            )                     -

	Your Fax:  
   (             )                      -
	Your Email: 

	INSURANCE INFORMATION

	I  Certify that patient has NO Insurance Coverage.  Patient/ Responsible Party:   X__________________________________

	Primary Insurance:

	Group #:
	ID#:

	Subscriber Name:

(If Different from Patient)
	Birth Date:          /               /
	Relation to Patient: 

	Secondary Insurance:

	Group#:
	ID#:

	Subscriber Name:

(If Different from Patient)
	Birth Date:               /                   /
	Relation to Patient:

	RESPONSIBLE PARTY INFORMATION

	Name:

(If Different from patient or if patient is a minor or unable to consent  then  spouse to fill out this portion)
	Birth Date:      /      /
	Social Security#:      

·            -
	Relation to Patient:

	Address:

	Apt #:
	City:
	State:
	Zip:

	Home Phone: (             )              -
	Alternate Phone: (         )            -
	Employer Name:


	Employer Address:
	City:
	State:
	Zip:


	Employer Phone:  (           )                    -
	Position/Department:

	I understand that as the responsible party I am solely responsible for the cost of all services rendered.  In the event charges for medical services are not paid for by the insurance company, I will be responsible for their payment.   I  Hereby authorize Southern California Endocrine Medical Group, P.M.C. to furnish information to insurance carriers that pertain to medical services rendered. I assign (unless revoked in writing) to Southern California Endocrine Medical Group, P.M.C. medical services rendered and all major medical benefits.  I authorize Southern California Endocrine Medical Group, P.M.C. and its affiliated providers to evaluate my health condition and to recommend any necessary diagnostic studies and/or treatments.
Signature: X______________________________        Print Name: X____________________________

Date:______/_______/________


