REGISTRATION FORM
Your cooperation in answering the questions below will be greatly appreciated.  It will also aid us in expediting the processing of your insurance claim forms.  PLEASE PRINT AND ANSWER ALL QUESTIONS.

PERSONAL INFORMATION:











     Marital Status:  _____________ Age: _____   Sex: _____
Name of Patient ______________________________________________   Date of Birth:  __________________________________
          

   
last

first

middle              Place of Birth:  __________________________________
Address __________________________________________________________   Phone:  __________________________________


      Number                  street                          city                                          zip code    


Employed by/or school attending ____________________________________________ Phone: _____________________________

Address: ____________________________________________________________________________________________________

Occupation: _______________________Social Security #: ____________________Driver’s license #: ________________________
Secondary person for any messages while you are not home (local, other than your home phone #) 

____________________________________________________________           Phone: ____________________________________

Who referred you to this office? _________________________________________________________________________________

Name of previous treating physician: _____________________________________________________________________________

BILLING INFORMATION:

Responsible Parent/Spouse: ____________________________________________ Relationship: _____________________________

Employed by: _______________________________________________________   Occupation: _____________________________
Home Address: _______________________________________________________________________________________________ 


        Number  
       Street

          City 


zip code 

Phone




Work Address: _______________________________________________________________________________________________



        Number                      Street                               City
                  zip code
                  Phone

INSURANCE INFORMATION
Have you any health insurance?

Yes __________

No ___________ 
Name & address of insurance company ____________________________________________________________________________
Subscriber name: ______________________________________________ Relation to patient________________________________

Group # ____________________ Ins ID #__________________________Subscriber Soc. Sec. #: ​​​​​​​​​​​​​​​​​​____________________________

Other Insurance? _____________________________________________________________________________________________

 CONSENT FOR TREATMENT

 I voluntarily give my permission to Dr. Sara S. Levine to provide medical services to me.  I understand by signing this form, I am authorizing her to treat me for as long as I seek care from Sara S. Levine, M.D., P.A., or until I withdraw my consent in writing.
Signature of Patient or Guardian ____________________________________________   Date _______________________________ 

Printed Name of Patient or Guardian_____________________________________ Relationship to Patient______________________

Statement of Financial Responsibility/Assignment of Benefits
The charges incurred for examination and/or treatment are the responsibility of the patient, and payment of such charges will not be contingent upon any insurance coverage or any third party litigation.
I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled including Medicare, private insurance, PPO plans, and all other health plans to Sara S. Levine, M.D., P.A.  This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as an original.
Private insurance is a contract between you and your insurance company.  We will not become involved in disputes between you and your insurance company regarding deductibles, co-payment, covered charges, secondary insurance, “usual and customary” charges, etc., other than to supply factual information as necessary.
Signed _____________________________________________________   Date ___________________________________________ 
