
DIALYSIS ASSOCIATES" P.C.

PATIENT REGISTR.ATION FORM
(PLEASE FILL OUT COMPLETELY. pRIi.tT AND SrGN)

PATIENT INFORMATION SECTION

PATIENT NAME (LEGAL):

PATIENT ADDRESS;

CITY: STATE: ZIP:

PATIENT I-IOME PHONE:( )

PATIENT BIRTHDATE: MALE FEMALE

PATIENT SOCIAL SECURITY NUMBER;

MARITAL STATUS: M( ) s( ) w( ) D( )

NEXT OF KIN NAME:
(EMERGENCY)

NEXT OF KIN PHONE NUM'BER:(_ )
(EMERGENCY) OTHER THAN YOUR HOME; FoR AUDIT PURPOSES

NAME OF FAMILY PHYSICTAN:
(PRIMARY PHYSICIAN)

FAMILY (PRIMARY) PHYSICIAN PHONE NUMBER: ( )

N^AME OF REFERRING PHYSICIAN:

FI.EFERRING PHYSICIAN PHONE NUMBER:( )* * * * * * * * * ** * * * ** x ** *** * ** ** *'* ** * * * * * * ** * * x * * * * * * * * * * * x x *Fx x x
rs PATTENT A RESTDENT OF A NURSTNG FACrLrry? yEs _ NO

IF PATIENT IS A RESIPENT OF A NURSING FACILITY, PLEASE PROVIDE THE
FOLLOWING TNFORMATICN;

NAME OF FACILTTY:

ADDRESS OF FACILITY:

CITY; STATE: ZIP;

PHONE NUMBER OF FACILITY: ( )
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EMPLOYMENT AND INSURANCE INFORMATION

PATIENT EMPLOYER:

EMPLOYER ADDRESS:

CITY: STATE: ZIP=

EMPLOYER PHONE NUMBER: ( )

FULL TIME? YES NO

ARE YOU SELF.EMPLOYED? YES NO

rs PLACE OF EMPLOYMENT CONSTDERED A LARGE GROUP (1OO OR MORE
EMPLOYEES)? YES NO

rs PLACE OF EMPLOYMENT CONSTDERED A SMALL GROUP (LESS THAN. lOO
EMPLOYEES)? YES NO

DOES PATIENT HAVE INSURANCE COVERAGE THROUGH THIS EMBLOYER?
YES NO

(PLEASE PROVIDE A COPY OF INSUR,ANCE CARD)*********xxxx*****,<*****x*x*x*****x*x*xxxt<********x*******r<x)k*xxx***
DOES PATIENT HAVE PRESCRIPTION COVERAGE? 

- 

YES NO;

rF YEs' rs rHrs *MEDTCARE PART D-? yEs _ No; rF yEs,

PLEASE PROVIDE COPY OF M.EDICARE PART D CARD* * *x**********x***x****************_***************x**********
IS PATIENT RETTR,ED? YES (IF SO, WNNT YEAR '); . 

NO

DOES PATIENT HAVE MEDTCAR,E? yEs --- NO
rF *yEs", lrvHy DID PATIENT QUALIFY FOR MEDTCARE?

AGE DISABILITY

IF *DISABILTTY,,, WHAT IS DISABILITY DUE TO? (FLEASE EXPLAIN WHAT
MEDICAL CONDITTON CAUSED THE DISABILITY)
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WHAT IS THE PRIMARY INSURANCE COVERAGE FOR PATIENT?

NAME OF INSUR.ANCE:

NAME OF INSUR,ED:

INSURED'S SOCIAL SECURITY NUMBER:

INSt'RED'S BIRTFI DATE:

INSURED,S RELATIONSHIP TO PATIENTI .sPoUSE; 

-SELF; 

DEPENDENT* xx t( ** >i<t(* **r< >k ** * * * *r(x*t(*r( * x * **xx)t< ** x*.* *rc**x*t< rc***r< *** **** *t< ***x ** * *(* *(,(*r<*r< *
DOES PATTENT HAVE A SECONDAR.Y INSURANCE COVERAGE? YES, 

- 

NO

rF "yEs'", PLEASE PROVIDE THE FOLLOWING IN,FORMATION;

A COPY OF INSUR,ANCE CARD

NAM,E OF INSURA.NCET

NAME OF INSURED:

INSURED'S SOCTAL SECURITY NUMBER:

INSURED'S BIRTH DATEI

INSURED,S RELATIONSHIP TO PATIENT: 
- 

SPOUSE; 

- 

SELF; DEPENDENTx* *xx*** *xt(**** *x*****x ****** *x************************x****,r*******
DOES PATIENT HAVE A THIRD INSURANCE COVEMGE? YES, 

-- 
NO

IF *YES" PLEASE PROVIDE THE FOI-LOWING INFORMATTON:

A COPY OF INSURANCE CARD

NAME OF trNSURANCE:

NAME OF INSURED:

INSI'RED'S SOCIAL SECURITY NUMBER:

INSURED'S BIRTH DATE:

rNsuRED's RELATTONSHTP To PATTENT: _spousE; _sELFi _ DEpENDENT
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IN ORDER TO SUBMIT A CI-AIM FOR PAYMENT TO THIS OFFICE FOR SERVICES
COVERED UNDER, YOUR POLICY, WE MUST HAVE YOUR WRITTEN AUTHORIZATIOI\ TO
RELEASE MEDICAI. INFORMATION TO YOUR, INSURANCE CARRIER(S),
*>k***<**r(t(*t<>k{<>F>k*>t<t<*<*r<**xx****r<**t<)k*x*****>*x*****x**x*x*r<*t<**r<>kxr(>F>k***

MEDICARE

.I CERTIFY THAT THE INFORMATION GIVEN BV ME IN APPLYIIIG FOR PAYMENT UNDER TITLE
XVIII OF THE SOCIAL SECURITY ACT IS CORRECT. I AUTHORIZE ANY HOLDER OF MEDICAL OR
OTHER INFORMAT]ON ABOUT ME TO RELEASE TO THE SOCIAI- SECURITY ADMINISTRATION OR
ITS INTERMEDIARIES OR CARRIERS ANY INFORMATION NEEDED FOR THIS OR, A RELATED
MEDICARE CIAIM, I PERMIT A COPY OF THIS AUTHORIZATION TO BE USED IN PLACE OF THE
ORIGINAL AND REQUEST THAT PAYMENT OF AUTHORIZED BENEFITS BE MADE ON MY BEHALF,'

CO-INSURANCE.'

PATIENT SIGNATURE:

DATE OF SIGNATURE:

*x<r(****t<r<**t(*r<t<***>F******t<>F**t<>Ft()t***r<*****r<r<*>Fxxxr(t<r(*****xx*x**x*>x***>k

ALL OTHER INSURANCE-S-

"I HEREBY AUTHORIZE RELEASE OF INFORMATION NECESSARY,TO FILE A CLAIM WITH MY
INSI.JRANCE COMPANY AND ASSIGN BENEFITS OTHERWISE P
INDICATED ON THE CI-AIM. I UNDERSTAND I AM FINANCIALLY RESPONSIBLE FOR ANY
BAI-ANCE NOT COVERED BY MY INSI.JRANCE CARRIER. A COPY OF THIS SIGNATURE IS AS
VALID AS THE ORIGINAL,"

PATIENT SIGNATURE;

DATE OF SIGNATURE:


