	DATE:

	PCP:  


REGISTRATION INFORMATION

Patient information
	Name:                                      

	Social security number:                                                                        Date of birth:

	Address number and street name:

	Zip code:
	City and State:

	Home phone:                                                    Work/Cell Phone:

	Best Day Time phone #:

Ext:
	E-mail address:

	Race: [  ] American Indian/ Alaskan Native   [  ] Native Hawaiian/ other pacific Islander       [  ] Unknown
           [  ] Asian                                                 [  ] Other Race                                                  

           [  ] Black/African American                  [  ] White

	Ethnicity  [  ]  Hispanic/ Latino                       [ ] Other                 Primary Language:

                 [  ] Non Hispanic / Latino

                 [  ] Unknown

	Sex:                                                             Marital Status:                             Smoker?                 

	Type of insurance:  [ ] Self pay      [ ] HMO        [ ] POS      [ ]PPO      [ ] Other

	Co-pay amount:


	How did you hear about us? [ ] Family  [ ] Friend  [ ] Phone book  [ ] Sign

[ ] Mailed information  [ ] Other _______________


	Full Name of Spouse (Parent if child)                                                                   

	Address number and street:



	Zip code:                                               
	  City and State:

	Social security number:

	Date of birth:



	Home phone:                                                                          Work phone:



	Spouse Employer


	Address


FINANCIAL INFORMATION

Please present all insurance information at the time of your visit. If insurance information cannot be verified, the patient will be held responsible for payment for services.

Primary Insurance Information

	Insurance carrier name and claims address:



	Member I.D.#:


	Group#:



	Group #:



	Group name:


	Member benefits phone #:



	Relationship of patient to insurance holder:



	Insurance holders address if different from patient: [ ] same




PLEASE CONTINUE ON BACK OF THIS PAGE

Secondary Insurance Information:

	Insurance carrier name and claims address:



	Member I.D.#:


	Group#:



	Group #:



	Group name:


	Member benefits phone #:



	Relationship of patient to insurance holder:



	Insurance holders address if different from patient: [ ] same




1.Financial agreement
I hereby assume full responsibility for all charges incurred for professional services rendered by physicians, unless the services are deemed “paid in full” as a result of contractual agreement between Cobb Medical Associates office and my Insurer. There may be a $50.00 NO SHOW fee charged for appointments not cancelled within 24  hours.

2. Authorization for release of information
I hereby authorize Cobb Medical Associates to release any medical, psychiatric, infectious disease (including AIDS confidential information) or drug and/or alcohol related information to my referring physician or any insurance company with whom I have medical benefits for the purpose of filing a medical claim. I acknowledge that this information is valid until such time as all my medical bills related to my treatment have been paid. I further understand that I can withdraw this consent for release of information at any time prior to this expiration date except to the extent that action has been taken in reliance hereon.

3. Group & Individual Insurance, assignment of benefits
I authorize my health insurance benefit to pay directly to Cobb Medical Associates, the surgical and/or medical benefits, if any, otherwise payable to me for their services as described on attached claim but not to exceed the charges for those services. I understand I am financially responsible to Cobb Medical Associates for charges not covered by this agreement.

4. Medicare claim authorization and payment request

I authorize any holder of medical or other information about me to release to the Social Security Administration and Health Care Financing Administration or its intermediaries or carrier any information needed for this or a related Medicare claim. I permit a copy of this authorization to be used in place of the original, and request payment of medical insurance benefits either to myself or to the party who accepts assignment. Regulations pertaining to Medicare assignment of benefits apply.

5.  Consent of Treatment: 

I authorize and request Cobb Medical Associates to provide medical examinations, treatment, and/or diagnostic procedures, (including:  venipuncture, urinalysis, glucose testing, oximetry, hemoglobin testing, injections) which now or during the course of of my care as a patient are advisable.  The frequency and type of treatments/procedures will be decided between the physician and myself.  I understand that the purpose of these treatments/procedures will be explained to me and be subject to my verbal agreement.  I understand that there is an expectation that I will benefit  from these treatments/procedures,but there is no guarantee that this will occur.

______________________________________________________________               ___________________________

Signature of patient or guardian






          Date

