3
; o

L]
%o o
)

o000,

MARINA VILLAGE MEDICINE

Jag S. Khaira, MD

Elpidio P Magalong, MD
www.mvmedicine.com

NEW PATIENT REGISTRATION FORM

PATIENT INFORMATION

First Name Middle Name Last Name

Gender Marital Status Date of Birth Preferred Name or Nickname

Patient's Address City State Zip

Home Phone Mobile Phone Email Address

Referred By Hispanic Origin2 Yes or No Race American Indian or Alaska Native
Black or African American

Pharmacy Pharmacy Address Phone Native Hawaiian/Pacific Islander
White Asian

PATIENT EMPLOYER/SCHOOL INFORMATION Decline to specify

Employer/School Occupation Employer/School Phone Retired?

Employer/School Address City State Zip

EMERGENCY CONTACT INFORMATION

Emergency Contact Name Emergency Contact Phone

Relationship to patient

Contact's Address City

State Zi

p

BILLING AND INSURANCE

Have you provided us with a copy of your current insurance?

Have you provided us with a copy of your photo ID?2

N Social Securty Number

RESPONSIBLE PARTY

Person Responsible for Medical Bills (if other than patient) Phone

Relation to Patient

Address City

State Zi

p

COMMUNICATION PREFERENCES

Send voice notifications or reminders? Y N
Send email notifications or reminders? Y N
Send text notifications or reminders2 Y N

Signature of Patient or Agent/Guardian
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