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PATIENT REGISTRATION
(Please Print)

Patient’s First Name:

Middle Initial:

Last Name:

Date of Birth:

______________________________________________________________________________
Address:





Patient SS#:





City:




State:



Zip:




Home Phone Number:




Sex: (circle one)   Male    Female


______________________________________________________________________________
GIVE BOTH PARENTS INFORMATION-WITH THE INSURED FIRST:

Insured Parent Name:
Other Parent Name:




Date of Birth:
Date of Birth:





SS#:
SS#:






Driver’s License #:
Drivers License #:




Employer:
Employer:





Occupation:
Occupation:





Employer Address:



 Employer Address:




City, State, Zip:
City, State, Zip:




Home Phone:
Home Phone:





Cell Phone:
Cell Phone:





Emergency Contact Name: _________________________ Phone Number: _________________
______________________________________________________________________________
CONSENT FOR TREATMENT AND UNDERSTANDING OF FINANCIAL RESPONSIBILITY
______________________________________________________________________________________

The patient agrees to general medical treatment by Forest Lane Pediatrics and understands and consents to the review and use of his/her medical records by Forest Lane Pediatrics.  All professional services rendered are charged to the patient.  Necessary forms will be completed to expedite insurance carrier payments.  However, it is understood and agreed to, that the patient is responsible for all fees, including remainder of deductibles, regardless of insurance coverage.  It is customary to pay for services when rendered, unless other arrangements have been made in advance.  ***Forest Lane Pediatrics does not accept Medicaid.***
______________________________________________________________________________________

INSURANCE AUTHORIZATION AND ASSIGNMENT OF INSURANCE BENEFITS

______________________________________________________________________________________

I hereby authorize Forest Lane Pediatrics to furnish information concerning my medical condition and treatment thereof to insurance carriers.  I also assign insurance benefits paid on my behalf by any and all insurance companies that cover the expenses I incur as the result of any diagnostic services or treatment provided to me by Forest Lane Pediatrics.  I further agree that this authorization to release information and assignment of benefits shall remain in effect unless and until it is revoked in writing by me.
______________________________________________________________________________________

SIGNATURE: __________________________________________  DATE: ________________________
