PFATIENT:

BILL TD:

INSURANCE
INFORMATION:

METHOLD OF
PAYMENT:

LONG TERM
INSURANLCE

PLEASE PRINT

AUTHORIZATION:

PATIENT REGISTRATION FORM

MR,
MAS,
MISS
LAST FIRET MIDCLE AGE DATE QOF BIRTH
M F
SEXx O O
MERITAL STATUS EOCIAL SECUAITY MO DRIVER'S LICENGE MO
ALDRESS
STREET CiTY BTATE ZIP
EMPLOYER OCEUPATION
INDMCATE IF STUDENT
EMPLOYER'S
ADDRESS
STREET CITY STATE ZIP
SPCUSE OF
PLRENTS MNAME- .5 NQ,
$POUSE DR
PARENTS EMPLOYER: COCUPATION
EMFLOYER'S
ADDAESS:
STREET CITY STATE ZIP
WHY DID YDU CHOOSE DR.MILLER? |Plegse Completel
REFERAAL YELLOW
SCURCES.  []SELF Ceaces FRIEND PHYSIC AN
NAaME
PERSON RESPONSIELE FOR
PAYMENT, IF NOT ABOVE
ADDAESS
STREET CITY STATE Zip
HOME
FHONE
SIGNATURE OF PATIENT OR LEGALLY
HESPONSIBLE ADULT
n
PRIMARY INGURANCE COMEDICARE/MEDICAID PLAN LD NQ., GROUF N
SUBSCRIEER
INSURANCE COMPANY ADDRESS
2
SECONDARY INSLIRANCE COMPANY NAME 1.0. ND, GROURF NG,
SUBSCRIBER
TNSURAMNCE COMFPANY ADDRESS
Hrasq [ CHECK CMASTER CARD/VISA OOTHER

I ALTHORIZE DA, MILLER TD FURNISH TO INSURAMCE CARRIERS ANY INFORAMATION NECESSARY TO PADCESS MY CLA IMS.

| AGREE TO PAY GLL CHARGES FOR ME AND MEMBERS OF MY FAMILY SHOWMN BY STATEMENTS. FROMPTLY UPON FRESENT-
ATION THEREOF, UNLESS OTHER ARAANGEMENTS ARE AGREED LUPON LINDER CERTAIN CIRCUMSTANCES WHEREEY IN-
SURANCE CLAIME ARE SUBMITTED BY ALLERGY, ASTHMA & IMMUNOLOGY, P.C. ON MY BEHALF, | AUTHORIZE PAYMENT OF
SUCH BENEFITSE TO ALLERGY. ASTHMA & IMMUNQLOGY P.C.

DATE SIGNATURE

{RESPONSIBLE PARTY|

HOME PHOME BWSIMESS PHONE

IF NONE, NUMBER OF NEAREST FHONE




