Kenneth E. Robinson, M.D

PATIENT REGISTRATION 


	

PATIENT INFORMATION


	SOCIAL SECURITY #


	TITLE
	LAST NAME
	FIRST NAME
	MI

	ADDRESS


	CITY
	STATE
	ZIP
	HOME PHONE  (Area code)

	DATE OF BIRTH (M/D/Y)


	SEX
	RACE:   ____Afro American      ____White    ____Asian

____Hispanic/Latin   ______________________Other
	Marital Status:      ____Single  ____Married

____Divorced  ____Separated   ____Widowed


	Cell  Phone:

	PRIMARY DOCTOR


	EMPLOYMENT:
___Full    ___Part    ___Retired    ___None
	STUDENT:

_____Full        _____Part
	REL TO INSURED:  __Self ___Spouse                 ___Child  ___Other
	OCCUPATION:

	EMPLOYER/SCHOOL NAME                              ADDRESS


	CITY
	STATE
	ZIP
	BUSINESS PHONE

	

INSURANCE POLICY HOLDER/ FINANCIALLY RESPONSIBLE PARTY (IF OTHER THAN PATIENT)


	LAST NAME


	FIRST NAME
	MI
	SOCIAL SECURITY #
	DATE OF BIRTH (M/D/Y)

	ADDRESS


	CITY
	STATE
	ZIP
	HOME PHONE

	SEX


	RACE :   ____Afro American      ____White    ____Asian

____Hispanic/Latin   ______________________Other
	Marital Status: ____Single ____Married  

____Divorced  ____Separated   ____Widowed


	OCCUPATION      

	EMPLOYER/SCHOOL NAME                              ADDRESS


	CITY
	STATE
	ZIP
	BUSINESS PHONE

	INSURANCE INFORMATION          (DO NOT LEAVE BLANK, UNLESS YOU ARE PAYING-CASH) .      

	PRIMARY INSURANCE CO.


	I.D. #                                                        GROUP#
	INSURED’S NAME

	SECONDARY  INSURANCE CO.


	I.D. #                                                        GROUP#
	INSURED’S NAME

	

EMERGENCY CONTACTS


	NAME


	ADDRESS
	Relation To Patient
	PHONE

	NAME


	ADDRESS
	Relation To Patient
	PHONE

	NAME


	ADDRESS
	Relation To Patient
	PHONE

	

OTHER PERSONAL INFORMATION


	MEDICATIONS CURRENTLY TAKING:


	DRUG ALLERGIES:

	CURRENT CONDITIONS (Diabetes, High Blood Pressure, Pregnant, AIDS/HIV, Exposure to STD, etc.):



	REFERRED BY (Dr., TV, Radio, Friend, Yellow Pages):



	                                                      PLEASE READ AND SIGN BELOW                             .       

	I authorize the release of any medical information necessary to process health insurance claims.  I request payment of the benefits to be made directly to Kenneth E. Robinson, M.D.  If surgery is indicated, the portion of fees not covered by the insurance company is due before the planned surgery.  Any unexpected balance left after insurance payment has been received will be due in full within 45 days of notification.  I further understand that any sums due me if less than $100.00 will be credited to my medical account. I understand there is a $25 missed appointment fee unless I call the office to cancel 24 hours before my appointment time. I further agree to have any issue of medical malpractice decided by neutral arbitration rather than by jury or court trial. This authorization is valid unless rescinded in writing.  A photocopy is as valid as the original.

Note: There is a fee for all medical forms filled out by this office.  Medicare patients:  I agree to pay for services not approved by Medicare. 

 Insurance claims will be submitted electronically.  I understand that there is a different cancellation policy for surgical procedures, laser, and weight management which will be given to me when necessary.
I have read, understand, and agree to all of the above and have given truthful information to the best of my knowledge.

SIGNATURE: ________________________________________________________________________DATE:______________________


