
PATIENT REGISTRATION 

Name:                                                                                         Date of Birth:                              Gender: 

 

Address:                                                                                     City:                                       State & Zip Code 

 

Home Phone:                                                                        Work Phone:                              Cell Phone:  

 

Marital Status:                                                                     Spouse's Name:                          Social Security #:  

Emergency Contact:                                                            Emergency Contact Phone #: 

 

How'd you hear about us? 

 

INSURANCE INFORMATION  

Name of Primary Insurance:                                                      Name of Secondary Insurance: 

 

Subscribers Name:                                                                     Subscribers date of birth: 

 
IF GUARANTORS MAILING ADDRESS IS DIFFERENT THAN THE PATIENT PLEASE FILL OUT THE FOLLOWING 

Guarantor's Mailing address: 

 

BILLING INFORMATION 

Billing Name:                                                                                    Relationship to Patient: 

 

Guarantor's Social Security #:                                                        Guarantor's Birth Date: 

 

 EMPLOYMENT INFORMATION 

Employer (patient):                                                                       Employer(spouse): 

 

Address:                                                                                          Address: 

 

City:                                        State:                 Zip:                       City:                                      State:          Zip:             

Phone #:                                                                                            Phone #: 

 

ADDITIONAL INFORMATION 

Race:                                                                                                  Language: 

 

Private Email Address:  

 

I authorize release of any medical information necessary to process any insurance claims and I authorize 

payment of medical benefits directly to the physician or supplier of services for myself or dependents.  I 

understand that I am responsible for any deductibles, co-insurance or amounts for services not covered by the 

insurance carrier, including missed appointments fees at a charge of up to $75.  In signing this form I am 

also authorizing the PHYSICIAN to examine and treat me. 

I have no objection to the physician discussing my medical or surgical care and treatment with the 

following persons:  

Name: Relationship Phone Number(s) 

   

   

 

_______________________________________________________________          _____/___/_____ 

Signature                                                                                                                          Today's date 
 



 

NOTICE OF PRIVACY PRACTICES 

ACKNOWLEDGEMENT FORM 

 

 

I HEREBY ACKNOWLEDGE THAT I HAVE RECEIVED A COPY OF THE Notice of Privacy Practices. 

 

 

 

__________________________________________________________________ 

Signature 

 

__________________________________________________________________ 

Print Name 

 

__________________________________________________________________ 

Date 

 

 

 

 

 

 

OFFICE USE ONLY 

 

Unable to obtain patient’s written acknowledgement because: 

 

 Patient effused to sign 

 

 Patient is incapacitated and no responsible party is available prior to discharge 

 

 Other:  _________________________________________________________ 

 

  _________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

To Our Patients: 

 

As you know if you have ever checked into a hotel or rented a car, the first thing you are asked for is a credit 

card, which is imprinted and later used to pay your bill. This is an advantage for both you and the hotel or 

rental company, since it makes checkout easier, faster, and more efficient. 

 

We have implemented a similar policy. You will be asked for a credit card number at the time you check in 

and the information will be held securely until your insurance(s) has paid their portion and notified us of the 

amount of your share. At that time, we will notify you, and any remaining balance owed by you will be 

charged to your credit card. A copy of the charge will be mailed to you. 

 

This will be an advantage to you since you will no longer have to write out and send us checks. It will also 

be an advantage to us because it will greatly decrease the number of statements that we have to generate and 

send out. The combination will benefit everybody in helping to keep the cost of healthcare down. 

 

This in no way will compromise your ability to dispute a charge or question your insurance company’s 

determination of payment. 

 

Co-pays due at the time of the visit will, of course, still be due at the time of the visit. 

 

If you have any questions about this payment method, do not hesitate to ask. 

 

Sincerely yours, 

Rogers Park Family Medicine, SC 

 

 

I authorize Rogers Park Family Medicine, SC to charge outstanding balances on my account to the 

following credit card: 

 

Visa  Mastercard  American Express  Discover 

 

Other:___________________________________ 

 

Account#_______________________________________ Exp Date:________________ 

 

Name on card (Please Print)_________________________________________________ 

 

V-Code (3 digits on back):_______________ Zip Code linked to card:_______________ 

 

Signature:______________________________________ Date:____________________ 

 

 

 

 



Revised 05/06/10 


