NORTHWEST ALLIED PHYSICIANS PATIENT REGISTRATION FORM (front)

Social Security Number [0 Male [J Female | Today’s date
Patient Name (plcasc print): First Middle Last
Street Address City State
(Apt, space, etc) Zip Code Patient’s Primary Care Provider
Date Of Birth Home Phone Cell Phone Other Phone

Marital Status: [] Single [] Married [ Divorced [JSeparated [] Domestic Partner |:|Other:|

Email address:

How did you hear about us?

0 Advertising [] Primary Doctor [] Specialist Doctor [] Word of Mouth [JPatient [] Hospital
Employer Name Address Work Phone

Are you a new patient to this office? [JYes [0 No
Are there any other family members in this household with a NW Allied Physician primary care
physician? [J Yes [J No Ifyes, please list them below if they have same address:

First Name Middle Last Date of Birth Relationship | Primary Physician
1.

2.

3

If patient is under age 18, clinical correspondence will be mailed to parent/guardian at patient’s address
unless otherwise directed:

Emergency Contact Information

Contact is: [] Parent [J Guardian [ Spouse [ Domestic Partner [] Other: |__|Male I-.l
Female
First Middle Last
Day Phone Evening Phone or other
Address
ADVANCE DIRECTIVES:

Does patient have a Living Will? []Yes |:|N0

If Yes, where is document kept?

Healthcare Power of Attorney? |:|Yes DNO

If Yes, list name & contact phone number

D Would you like information about Living Wills and Healthcare Power of Attorney?

D I have been offered a copy of NW Allied Physician’s “Notice of Privacy Practices”

— i




NORTHWEST ALLIED PHYSICIANS PATIENT REGISTRATION FORM

(page 2)
| Patient Name: (priny | Date of Birth:
Insurance Information
Plan #1 name Plan address
Group # Start Date Plan Phone # Member ID #
Is patient also the policyholder? [ [Yes []No Policyholder’s Name (if different from patient):
If no, patient’s relationship to policyholder: Policyholder’s Date of Birth:
[Ichild [Bpouse []Domestic Partner
DOther
Plan #2 name Plan address
Group # Start Date Member ID #
Is patient also the policyholder? |:|Yes []No Policyholder’s name (if different from patient):
If no, patient’s relationship to policyholder: Policyholder’s Date of Birth:
[Ihild [Bpouse [Pomestic Partner
[JOther
ASSIGNMENT OF BENEFITS/RELEASE OF INFORMATION

I hereby authorize direct payments to physician for services rendered to me. I further authorize physician or its authorized
representative to release any information related to such services to my insurance carrier in order to determine benefits. |
understand that regardless of any available insurance that I am ultimately responsible for any incurred charges.

A photocopy or fax of these assignments shall be valid as the original.

Please bill my insurance on my behalf. DYeS |:| No

(Signature of patient or legal guardian)

GUARANTOR/RESPONSIBLE PARTY
Is patient responsible for paying all financial obligations? |:| Yes |:| No
If No, please complete the following information for the Responsible Party:

Name Phone Relationship to patient
Street Address City Zip
Apt, Suite, Space # SSN *Optional Date of Birth

The undersigned certified that s/he has read the foregoing, understands it, accepts its terms and is the patient or
is duly authorized by the patient as their agent to execute the above.

Patient’s Signature or Legal Representative Date



	Social Security Number: 
	Today’s date: 
	Patient Name please print: First, Row 1: 
	Middle, Row 1: 
	Last, Row 1: 
	Street Address, Row 1: 
	City, Row 1: 
	State, Row 1: 
	Apt, space, etc, Row 1: 
	Zip Code, Row 1: 
	Patient’s Primary Care Provider, Row 1: 
	Date Of Birth, Row 1: 
	Home Phone, Row 1: 
	Cell Phone, Row 1: 
	Other Phone, Row 1: 
	Email address: 
	How did you hear about us: 
	Employer Name, Row 1: 
	Address, Row 1: 
	Work Phone, Row 1: 
	Date of Birth Relationship, 1: 
	Primary Physician, 1: 
	2: 
	3: 
	Middle: 
	Last: 
	Day Phone: 
	Evening Phone or other: 
	Address: 
	If Yes, where is document kept: 
	If Yes, list name & contact phone number: 
	Patient Name: print: 
	Date of Birth: 
	Plan #1 name: 
	Plan address: 
	Group: 
	Start Date: 
	Plan Phone: 
	Member ID: 
	Policyholder’s Name if different from patient: 
	Other: 
	Policyholder’s Date of Birth: 
	Plan #2 name: 
	Plan address_2: 
	Group_2: 
	Start Date_2: 
	Member ID_2: 
	Policyholder’s name if different from patient: 
	Other_2: 
	Policyholder’s Date of Birth_2: 
	Name: 
	Phone: 
	Relationship to patient: 
	Street Address: 
	City: 
	Zip: 
	Apt, Suite, Space: 
	SSN *Optional: 
	Date of Birth_2: 
	Date: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box36: Yes
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Text45: 
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off


