Registration Information for the Private Practice of Robin L. Bailey, M.D.

Date:  ____________________

Patient Name:  _____________________________________________________________________________

[bookmark: _GoBack]Date of Birth:  ______________________  Age:  __________  

Address:  __________________________________________________________________________________

                 _________________________________________________________________________________

Home Telephone:  ________________________________  Cell Phone:  _______________________________

Preferred Number where Dr. Bailey may leave messages:  ___________________________________________

Referred By:  ______________________________________________________________________________

Employed:  ____Yes    ____No       Job Description:  _______________________________________________

Employer:  ______________________________________  Work Telephone:  __________________________

Employer Address:  _________________________________________________________________________

                                 _________________________________________________________________________

Student Status:  ____Yes    ____No:   If yes, where:  _______________________________________________

Insurance Information:  Please provide a copy of your insurance card and photo ID

	Name of Insurance Company:  __________________________________________________________

	Primary Insured Name (subscriber):  _____________________________________________________

	Address of Primary Insured (subscriber):  __________________________________________________

	Date of Birth of Primary Insured:  _________________  Relationship to Primary Insured____________

	Insurance ID Number:  __________________________  Group Number:  ________________________

Contact in Case of Emergency:  Name:  ________________________________________________________

	Relationship:  ________________________________________________________________________

	Address:  ___________________________________________________________________________

	Telephone Number(s):  ________________________________________________________________

	         Agreement involving Insurance Billing and Payment

I authorize release of any information necessary to process insurance claims.  I authorize payment of benefits directly to Dr. Robin Bailey.  I agree to pay co-payments and deductibles at the time of service.  I am responsible for payments of services and charges that are not covered by my insurance.

Signature:  ____________________________________________________  Date:  ______________________
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