Lakeview OB/GYN Clinic - Patient Registration Form

PATIENT INFORMAT ION

(Please Print)

Oor. Owmr. Owmrs. O ws. Car. Osr. Oother

Patient's Name (Last) (First) (Middle)

Also Known As Name (Last) (First)

Marital Status L married Ol Single [ bivorced L widowed Ol Legally Separated L other

Social Security Number - - [ Female L1 Male Date of Birth / /

E-Mail Address

Phone Numbers Work Ol Day Ol Evening Home Ol Day Ol Evening
Cellular Pager

Address

City, State, ZIP (+4)

Employment Status |:| Employed |:| Full-Time Student |:| Part-Time Student |:| Retired |:| Self-Employed |:| Unemployed

Emergency Contact Name

Phone Number

Emergency Contact Relationship to Patient

Preferred Lab*

*| understand that | am responsible for providing the name of the laboratory my insurance requires that | use. We default to MSCL/PAML.

RESPONSIBLE PARTY INFORMATION

Responsible Party Name (Last)

Also Known As Name (Last)

E-Mail Address

(First) (Middle)
(First)
Social Security Number - - I Female I male Date of Birth / /
|:| Day |:| Evening Home |:| Day |:| Evening

Phone Numbers Work

Address

City, State, ZIP (+4)

Employment Status L] Employed

Employer

O pui

Time Student D Part-Time Student D Retired D Self-Employed D Unemployed

Employer Phone Number

Patient Relationship to Responsible Party

PRIMARY INSURANCE INFORMATION

(provide your insurance card to the front desk at check-in)

Name of Insured

Patient Relationship to Insured

Insured Employer Name

Insurance Company/Phone Number

Subscriber ID (Policy Number)

Effective Date
Insured Date of Birth / /

( )
Group ID Copay Amount
Termination Date Ll Female [ male

Insured’s Social Security Number - -

Insurance Company Address

SECONDARY INSURANCE INFORMATION

(provide your insurance card to the front desk at check-in)

Name of Insured

Patient Relationship to Insured

Insured Employer Name

Insurance Company/Phone Number

Subscriber ID (Policy Number)

Effective Date
Insured Date of Birth / /

( )
Group ID Copay Amount
Termination Date Ll Female Ll Male

Insured’s Social Security Number - -

Insurance Company Address

| agree that the information supplied on this form is accurate and up-to-date to the best of my knowledge.

Patient (or Responsible Party) Signature

Date
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