JULMQRCY

MERCY AFFILIATED

PHYSICIANS

Date of Appointment:

ST. JOHN'S MERCY AFFILIATED PHYSICIANS
REGISTRATION FORM

PATIENT DEMOGRAPHICS

Name: SS#:
Sex: [] Male [ ] Female Birth date: Aliases:
Patient Address
Address: Home Phone:
Work Phone:
City: Mobile Phone:
State: Zip: E-mail:
Language: Interpreter needed: [] Yes [1No
Race:
PRIMARY CARE PROVIDER INFORMATION
Pediatrician:
RESPONSIBLE PARTY
Name: DOB: SS#
Address:
City:
State: Zip: Phone:

Relationship to Patient:




EMERGENCY CONTACT INFORMATION

Name: Home Phone:
Address: Work Phone:
Mobile Phone:

Relationship to Patient:

City: Legal Guardian: [ ] Yes

State: Zip:

[ ] No

SUBSCRIBER ACCOUNT INFORMATION

What type of guarantor account would you like to add to this patient?

[] Personal/Family [Iworkers’ Comp [] Third Party

Who is responsible for this guarantor account?

[ ] Self ] Employer [ ISpouse [ ]Father [ ] Mother [ ]other

Coverage

Who is the subscriber for the coverage?

Subscriber Birth date:

Subscriber SS#

Subscriber
Address:

Employer:

Employment Status: (Full time/Part Time/PRN, etc)

Coverage Information

Coverage Name:

Group Name: Group #:

Coverage Verification Phone:

Coverage Authorization Phone:

Coverage Members

Effective from: Effective to:

Insurance ID: Verification Status:




RELEASE OF INFORMATION

| certify that the information on this form is true to the best of my knowledge. | hereby authorize the release of all medical
information, including without limitation, copies of all records and test results to any health care providers/facilities that will
be providing subsequent monitoring or treatment in connection with my care. This includes information relative to alcohol
abuse, drug abuse, psychological or psychiatric conditions and Acquired Immune Deficiency Syndrome (AIDS). | also
authorize the release of information from my medical record in order to process insurance claims and determine benefits,
comply with applicable law, facilitate the performance of utilization review and quality assurance activities and to facilitate
third-party accreditation/certification activities. | authorize physician and/or clinic to render medical treatment.

| acknowledge that this authorization has no expiration date and is valid to authorize the release of medical record and
billing information at any time a valid request is received. | agree that a photocopy or scanned copy of this document shall
have the same force and effect as an original.

Signature of Patient (or legal guardian/representative) Date Relationship to Patient

FINANCIAL — RESPONSIBLE PARTY

By my signature below, | accept responsibility for the medical charges incurred by the patient and agree to pay all bills at
the time of service unless other arrangements are made. | also accept financial responsibility for all non-covered
services, as well as any deductibles, copays, co-insurance or other amounts in excess of insurance benefits. | also
acknowledge and agree that | am responsible for payment of billed charges rendered in any case in which payment may
be denied by the health maintenance organization or preferred provider organization because of a failure to comply with
such coverage requirements or for any other reason. | understand that any billing or financial information will be available
to other St. John’s Mercy Health Care physicians. | authorize my Medicare and/or medical insurance benefits to be paid
directly to physician and/or clinic, including any benefits paid to physician and/or clinic as a result of insurance
assignment.

Signature of Patient (or legal guardian/representative/guarantor) Date Relationship to Patient
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