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NEW PATIENT REGISTRATION
Name Last, First: _________________________________________________________________
Referred By (Doctor, friend, internet search, etc.): ______________________________________
Address: ___________________________________________________Apt:____________________
City:________________________________ State:____________ Zip Code:_____________________
Date of Birth: __________________SSN: _________________Sex: __________ Male _________Female   
Primary Phone: ________________________________Email:___________________________________
Primary Physician (first and last name): ___________________________________
Physician Address & Phone #: _____________________________________
May we contact your physician regarding your appointment? __________________
Please check yes or no if you would like to receive our weekly or monthly newsletters that include recipes, trending topics and special events?  Yes______________ No______________
Employer Name/Company: ________________________________________________________
In case of emergency contact: ________________________ Phone#: _________________________
INSURANCE INFORMATION:
Relationship to Insured: ______Self_______ Spouse_______ Child/Financial Dependent
Name of Insured: ____________________________Policy/member ID#: __________________________
Insurance Carrier: _________________________________ Phone# ___________________________
Credit Card on File:
[bookmark: _GoBack]Although collection of all co-pay, self-pay and out-of-network deductibles are expected at time of service, a credit card on file is required to hold appointments and expedite billing for additional fees (in-network deductibles, late cancel charges and co-insurances.) We hope you understand that we do enforce a strict $50 late cancellation fee for any initial, and follow-up appointments, cancelled in less than 24 hours’ notice. Your card will be billed as needed and if requested you will receive a credit card receipt.
Card Type:   Visa  OR  Mastercard   (Amex Cards are NOT accepted. We apologize for any inconvenience)  
Card#: ____________________________________________Exp: ___________ Security Code: ________
Patient Signature: ___________________________________________ Date: _____________________
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