	Alliance Permanent Weight Loss Program ™     Patient Registration

	Last Name:                                         First:                                    Middle:
	SSN:

	Birth Date:                                       Gender:                                  Marital Status:

  /       /                                           □ M    □ F                                □ Mar    □ Single    □ Div    □ Other

	Address:                                                           City:                                    State:                     Zip:



	Home Phone:                                           Mobile Phone:                                        E-Mail Address:

(       )                                                       (       )

	Occupation:                                             Employer:                                             Work Phone:                           

                                                                                                                            (       )

	Contact Info

	How may we contact you (check all that apply)?

home  □                            mobile   □                         E-mail   □                         U.S. mail   □

	Emergency Contact Information

	Name of person to contact :                Relationship:               Phone Number:             Work Phone:

                                                                                             (       )                             (       )

	Insurance Disclaimer

	Healthcare insurance plans do not usually cover expenses related to weight loss or weight management programs including office visits, electrocardiograms, laboratory tests, prescription medications, supplemental injections, and other oral supplementation. You may not bill your insurance company for a co-morbid condition when being treated for obesity. Doing so may result in fraud. Therefore, Alliance Permanent Weight Loss Program ™ will not submit any claims or bills to any insurance company for services related to a weight management program. Furthermore, Alliance Permanent Weight Loss Program ™ is not obligated to complete any forms submitted by an insurance company to the patient or physician regarding services related to a weight loss program.

	Medicare Beneficiary

	Are you currently receiving Medicare benefits?        □ Yes     □ No

If yes, you must complete and sign a waiver prior to participation in the Alliance Permanent Weight Loss Program ™.

	Participant Statement

	I have read and fully understand the information provided above under the headings “Insurance Disclaimer” and “Medicare Beneficiary” and my participation in the Alliance Permanent Weight Loss Program ™.

	Patient Signature:                                                                               Date:

	Print Name:

	For Office Use Only

	Date:
	Entered By:


	Misc:
	
	Chart:

	
	


