Family Arthritis Center Patient Registration Form
Name: _____________________________________________________                 Date: ___/___/___

Referring Doctor:  _________________________ Primary Care Doctor: ________________________
How did you hear about us? _________________________________________________

Sex: Male/Female Age: ___   DOB: ___/___/___     Marital Status:   M   S   W   D

Social Security #: ______________________________________
Address: ____________________________________________________________________________
                    Number and Street                                   Unit#                  City                      State                       Zip

Home Phone: _________________ Work Phone:  ______________ Cell Phone: __________________ 

Employment Status:          PT           FT         Not Emp.        Student           Retired

Occupation: __________________________    Employer: ____________________________________
Employer Address/Phone: ______________________________________________________________
Name of Spouse:  ___________________________   Cell Phone: _____________________________
Spouse Employer: ___________________________   Work Phone: ____________________________
Emergency Contact Name & Phone Number:  _____________________________________________
Relative not living with Patient (Name & Phone Number): ___________________________________
Pharmacy Name: ___________________ Phone Number: ​​​​​​​​​​​​​​​​​​​​​​​​​​​___________________________________

Location: __________________________________________________________________________

Insurance Policy Holder Information (if different from Patient)
Please present all insurance cards and referrals along with a picture ID to the receptionist

Name: ______________________________  SSN: _____________________  DOB: _______________
Relationship to Patient: ______________________    Contact Phone Number: ____________________

Address: ________________________________________

Employer: _____________________________   Work Phone: _________________________

Office Policy on Payment

All questions concerning fees should be asked prior to service.  I authorize my insurance company to make payments for all medical services directly to Family Arthritis Center.  I agree that any balance will be paid by me, and that I am responsible for any collection fees incurred.

Transfer of medical information; I authorize Family Arthritis Center to release any information necessary to secure payment for services provided, or to further my medical care.

Patient Signature: __________________________________________ Date: ___/___/___  
