
 
REGISTRATION 

PATIENT INFORMATION 
 
Name_________________________________________________ Soc. Sec # ___________________________ 

Last Name   First Name   Initial  
 

Address_____________________________________________________________________________________________________ 

City ________________________________________________________   State _______________   Zip _____________________ 

Home Phone __________________________________________   Cell Phone ___________________________________________ 

Sex  M  F      Age _________   Birthdate ___________________   Single  Married  Widowed  Separated  Divorced 

Patient Employed by ________________________________________________   Occupation _______________________ 

Business Address _________________________________________________   Business Phone ______________________ 

Whom may we thank for referring you? ____________________________________________________________________ 

Primary Care Physician ___________________________________________________ Phone _____________________ 

In case of emergency who should be notified? ________________________________ Phone _____________________ 

PHARMACY INFORMATION 

Pharmacy Name: _________________________ Phone # _____________________  Fax # __________________ 

Address: ________________________________________________________________________________________ 

PRIMARY INSURANCE 
 

Person Responsible for Account _________________________________________________________________________________ 
    Last Name    First Name     Initial 
Relationship to Patient _______________________  Birthdate _______________  Soc. Sec. # _______________________________ 

Address (If different from patient’s) ________________________________________________ Phone ________________________ 

City _____________________________________________________________  State ___________  Zip _____________________ 

Person Responsible Employed by ___________________________________________  Occupation __________________________ 

Business Address _____________________________________________________  Business Phone __________________________ 

Insurance Company__________________________________ Policy # _____________________________Group# _________________ 

ADDITIONAL INSURANCE 
 

Is Patient covered by additional insurance?   Yes      No 

Subscriber Name ________________________________  Relationship to Patient ________________  Birthdate ________________ 

Address (If different from patient’s) _____________________________________________________________________________  

Insurance Company____________________________  Policy # _____________________________Group# __________________ 

ASSIGNMENT AND RELEASE 
 

I hereby assign all medical benefits including major benefits to which I am entitled for medical services rendered to myself or my dependents, to Rajiv Joseph, 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. I understand that I am 
financially responsible for all charges whether or not paid by said insurance company. I hereby authorize said assignee t release all information necessary to secure payment 
on my behalf. 

________________________________________________________  ________________________________ 
Signature of Patient or Parent if Minor      Relationship  

 
Date __________________________________ 

 


