                                                                       INTERNAL MEDICINE & PEDIATRICS WELLNESS CENTER

WWW.DRWELLNESSCENTER.COM
934 N Suncoast Blvd

Crystal River, FL 34429

Ph: (352) 563-5070  Fax (352) 795-4322

PATIENT REGISTRATION
PATIENT NAME: _______________________________________________________________________________

SOCIAL SECURITY NUMBER: ___________________________________________DOB___________________

ADDRESS: ____________________________________________________________________________________

ZIP CODE:  _________________ CITY _________________________________________STATE _____________

HOME PHONE (        ) ___________________________WORK PHONE (       )______________________________

SEX:  M / F               RACE: ___________________                         MARITAL STATUS:  S / M / W / D

EMPLOYMENT STATUS:  FULL /  PART-TIME / RETIRED / UNEMPLOYED

EMPLOYER/SCHOOL: __________________________________________________________________________

ADDRESS: ____________________________________________________________________________________

ZIP CODE: ___________________ CITY _________________________________________STATE ____________

EMERGENCY CONTACT: _______________________________________________________________________

CONTACT’S RELATIONSHIP TO PATIENT:_________________________________________________________

RESPONSIBLE  PARTY
 SAME AS ABOVE (            NAME:_______________________________________________________________ 

SOCIAL SECURITY NUMBER:______________________________________ DATE OF BIRTH: ________________

ADDRESS:  ____________________________________________________________________________________

ZIP CODE: _______________ CITY: _______________________________________________STATE:__________

HOME PHONE (        ) _____________________________WORK PHONE  (       )____________________________ 

INSURANCE INFORMATION
1. PRIMARY INSURANCE COMPANY NAME _________________________________________________________________

INSURED’S RELATIONSHIP TO PATIENT ____________________________CARD HOLDER SS#________________________

INSURANCE ID #_________________________________________INSURANCE GROUP # _______________________________

2. SECONDARY INSURANCE COMPANY NAME_______________________________________________________________

              INSURED’S RELATIONSHIP TO PATIENT___________________________CARDHOLDER SS#_____________________________
INSURANCE  ID # ______________________________________INSURANCE GROUP # _________________________________

PATIENT AUTHORIZATION

I, the undersigned, authorize payment of medical benefits to Internal Medicine & Pediatrics Wellness Center and authorize the release of medical information necessary to process my insurance claim(s).  I understand that I am responsible for all charges regardless of insurance coverage. ______________ Initials

This shall also authorize my physician to provide immunizations and perform tests and procedures deemed necessary for my care in the office. ___________  Initials
SIGNATURE_______________________________________________________               Date___________________________

