Bellevue Dermatology Clinic
Patient Registration Form



Today’s date: 





Patient Information










Name (last, first, MI): 




Employer: 




Address: 





Occupation: 




City: 


 State: 
        Zip: 

Work phone: (          ) 


 Home phone: (          )




Does your insurance require a referral letter or authorization?
Alt. phone: (          )




Referring physician name: 



Social Security #: 




Marital status: Single  Married  Other
Birthdate: 





Sex: M  F
Medication allergies: 










Person Responsible for Unpaid Charges (Guarantor)






Name (last, first, MI): 




Employer: 




Address: 





Home phone: (          )



City: 


 State: 
        Zip: 

Work phone: (          )



Social Security no.: 




Relation to patient: 



Insurance Information










Please give the front desk your insurance card and co-payment.




	
	Primary Insurance
	Secondary Insurance

	Insurance name:
	
	

	Subscriber name:
	
	

	Subscriber’s employer:
	
	

	Subscriber birthdate:
	
	

	Co-payment:
	
	


Do you give our office permission to leave a message or discuss your medical information with a family member?

YES

NO

If yes, please provide their names and phone numbers.

Name: 






Name: 






Phone no. (day): 




Phone no. (day): 




Do you give our office permission to leave a message on home recorder?
YES
NO

I assign and authorize insurance benefits to be paid directly to Bellevue Dermatology Clinic.  I also understand that I am financially responsible for any balance due.  I authorize release of medical information to my insurance company.
Signature: 





Date: 





