Account Registration


Salmon Bay Family Medicine                                 

Date: __________________    
Full Name: ______________________________________________________________      

        Last




      First

 

      MI

Address: ________________________________________________________________

   Street


                  
 Apt. #
      
 City

State
        Zip 

Phone: Home: __________________ Work: ________________ Other:______________
· May we call you at work?
□ Yes

□ No

· Usual work hours:__________________________________________________
· May we leave a voice message on either phone?

□ Yes

□ No

Birthdate: _________________ SSN: ____________________  Sex:  □ Male    □ Female
Marital Status:     □ Single       □ Married       □ Divorced       □ Widowed        □ Partnered

Spouse/Partners Name: __________________________ Phone: ____________________
How did you hear about us? _________________________________________________

Guarantor: _____________________________   Relationship to Patient: _____________


       (Person responsible for the bill)

Patient Employer: ___________________________    Occupation: _________________

Employer Address: ________________________________________________________


        Street




City

State
      Zip
Primary Insurance: ______________________ Subscriber ID#:____________________
Group #:______________________ Subscriber Name: ___________________________
Subscriber Employer: ____________________ Employer Phone:___________________
Subscriber Birthdate: ____________________    

Secondary Insurance: ______________________ Subscriber ID#:___________________
Group #:____________________    Subscriber Name: ___________________________

Subscriber Employer: ___________________    Employer Phone: __________________

Subscriber Birthdate: ___________________

Local Emergency Contact Information (Not at the same address):

Name: __________________________    Relationship to Patient: __________________   
Daytime Phone: ___________________     Evening Phone:________________________

I, the patient or guarantor, certify that the information on this form is true to the best of my knowledge.  I 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.  I authorize the release of any medical information necessary to process the claim and request the payment of all benefits be made directly to Salmon Bay Family Medicine.  I understand that the information released may include records in these subject areas: HIV/AIDS, sexually transmitted disease, mental health treatment and drug & alcohol abuse treatment.
_____________________________________________            _____________________
PATIENT/GUARANTOR SIGNATURE 





DATE
