
524 Zeagler Drive 
Palatka, Florida 
(386) 385-3857 fax (386) 530-2052
HyperbaricsPalatka@gmail.com
NPI#1518518042 PATIENT REGISTRATION 

HHSP ID: _________ Medicare Beneficiary Identifier (MBI): _______________________Date: _____________ 

Patient Name: ________________________________ Date of Birth: ________________ Sex:_____ Age:_____ 

Home Address:________________________________________City:__________________________________ 

State:_______________ Zip Code: ______________ Email:_________________________________________  

Billing Address (if different):_________________________________City:_______________________________  

State: ____________ Zip Code: ________________ Social Security#: __________________________________ 

Home Phone#:____________________Cell Phone#:__________________Work Phone#:_________________ 

Occupation: __________________________ Employer: ____________________________________________ 

Work Phone#: _____________________________ Work Email#: ____________________________________ 

Emergency Contact Name: ____________________ Emergency Phone#: _______________________________ 

Primary Insurance: __________________________ Group#: ________________________________________ 

Subscriber’s Name: _________________________________ Subscriber’s Date of Birth: ___________________  

Insured’s ID# _____________________________________ 

Secondary Insurance: _________________________ Group#: _______________________________________ 

Subscriber’s Name: _________________________________ Subscriber’s Date of Birth: ___________________ 

Insured’s ID# _____________________________________ 

Primary Care Physician: ______________________________________ Date Last Visited PCP: _____________ 

PCP Phone#: ________________________PCP City & State: ________________________________________ 

Reason for last PCP visit: _____________________________________________________________________ 

Referring Physician: _________________________________ Referring Physician Phone#: _________________ 

Reason for Referral: 

400.3.16.1 DOC 

Please return to HHSP via fax, email or delivery. 

This document, some or all of which may be protected health information as defined by the federal Health Insurance Portability & 
Accountability Act (HIPAA) Privacy Rule, is intended for the exclusive use of the individual or entity to whom it is addressed and may 
contain information that is proprietary, privileged, confidential and/or exempt from disclosure under applicable law.  
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