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PATIENT REGISTRATION FORM             (office use only) ACCOUNT #________________ Chart # __________

PATIENT NAME: (Last)_________________________________(First)___________________________________________

DOB ___________/___________/__________SOCIAL SECURITY#:________________________________

ADDRESS:_____________________________CITY:_____________________STATE:____ZIP _______________

HOME PHONE:_____________________CELLPHONE:_______________________OTHER:____________________

BEST FORM OF CONTACT:  HOME/CELL/WORK/EMAIL ADDRESS:____________________@___________._______

BEST TIME TO CONTACT:_____________MAY WE LEAVE A DETAIL MESSAGE REGARDING YOUR VISIT?  Y 0R N 

EMERGENCY CONTACT

NAME:_________________________________________RELATIONSHIP:____________________________________

PHONE:__________________________________RELATIONSHIP:_________________________________________

EMPLOYMENT

EMPLOYER:______________________________________________________________________________________

PHONE:__________________________________OCCUPATION:___________________________________________

RESPONSIBLE PARTY (IF UNDER THE AGE OF 18)

NAME: (Last)______________________________________(First)________________________________________________

DOB:____/_____/______SOCIAL SECURITY #:_____/______/________GENDER M / F  Relationship:_____________

INSURANCE INFORMATION

PRIMARY: (Insurance Company)___________________________________________________________________________

Subscriber’s Name:_______________________________DOB__________________SS#______________________________

SECONDARY: (Insurance Company)_________________________________________________________________________

Subscriber’s Name:_______________________________DOB__________________SS#______________________________

The above subscriber hereby authorizes their insurance company to issue indemnity checks to the above listed medical provider for services provided.

DATE_____________________________SIGNATURE____________________________________________________(Policy Owner Subscriber)

                                                                                                                                                                  AUTHORIZATION

I request that payment of authorized benefits be made on my behalf. I assign the benefits payable for services to the physician or organization furnishing the services and authorize such physician or organization to submit a claim to my insurance carrier or Medicare for payment. I authorize any holder of medical and other information about me to release to insurance carriers or the Health Care Financing Administration and its agents or the Social Security Administration or its intermediaries or any agency, group or person(s) necessary to secure payment any information needed for this or related Medicare claim. For and in consideration of services rendered and to be rendered by the above listed medical provider, I hereby guarantee payment of all charges incurred for this account. The patient or his/her representative recognizing the need for healthcare, consents to the above listed medical provider rendering services ordered by the physicians, including medical or surgical treatment, laboratory procedures, X-ray examinations or other services rendered under the general and specific instructions of the physicians.  I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct. * Privacy policy Hometown Urgent Care does not share or sell your email address information.  If you do not wish to receive e-mail correspondence from Hometown Urgent Care  please check this box.  

FINANCIAL POLICY

Patients are responsible for all co-pays, deductible and any other charges for the services performed by us and not paid by patient’s insurance. Patients are responsible to verify with their insurance if we, the provider of medical services, are covered medical provider and also to find the benefits available to patient for our services. Patients are responsible to arrange the referral from their PCP and/or any other authorization, if required by the patient’s insurance. Our staff is available to assist patient in this regard or to answer any question the patient might have. Co-payment and deductibles are expected at the time of service. We accept cash, checks, and credit cards. Self-pay patients are required to pay their charges on the date of service. If at any time the patient defaults on this agreement resulting in collection proceedings, the patient understands that he/she shall be responsible for any and all of the a) interest, b) collection costs including but not limited to third-party collection fees and costs, and c) all legal fees and court costs.

DATE________________________________SIGNATURE_________________________________________________________________
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