
 

Patient Registration rev. 09/08 

Date: ___________________________                     Patient RT#: ________________________________ 
 
PATIENT INFORMATION 
 
_____________________________________________      ______/_______/_______    ______________ 
First Name                                     MI                 Last Name          Date of Birth   Age 
 
______________________________________________________________________________________________________ 
Address     Apt#  City   State  Zip 
  
______________________________________________________________________________________________________ 
Home Phone    Work Phone    Cell or Message Phone 
 

Attention: We will use all phone numbers listed above to contact you as necessary for treatment and 
payment purposes unless you place a restriction on the use of these numbers in writing.  Please only list 

phone numbers that you wish to be contacted at. 
 

Social Security # (optional):   ___________________________      Sex:     M    F       Marital Status:    S    M    W    D    
                                
Retired: N   Y  _________   Disabled:  N   Y   _____________  From what company?______________________ 
                                  Date                                                      Date     
                               
Are you currently staying in a SNF, Convalescent Home or enrolled in Hospice?        _____ Yes    _____ No 

NOTE: If NO, Patient or Caregiver must immediately notify staff if Patient is admitted to a hospital, SNF, Convalescent Home, or Hospice. 
_____________________________________________________________________________________ 
Name of Facility       Phone 
_____________________________________________________________________________________ 
Address     City   State  Zip                  

 
INSURANCE INFORMATION 
 
___________________________________________________________________________________________________ 
Primary Insurance  Medical Group (HMO)       ID#   Group # 
 

______________________________________________________________________________/_______/__________ 
Name/Relation of Policy Holder  Social Security # of Policyholder  Date of Birth of Policyholder 
 

_________________________________________________________________________________________________ 
Secondary Insurance   Medical Group (HMO)  ID#   Group# 
 

______________________________________________________________________________/_______/______________ 
Name/Relation of Policy Holder  Social Security # of Policyholder  Date of Birth of Policyholder 
 

__________________________________________________________________________________________________ 
Primary Care Physician        Phone  
 

___________________________________________________________________________________________________ 
Referring Physician       Phone 
 
EMERGENCY CONTACT 
 
___________________________________________________________________________________________________ 
Name                                                        Phone    Relationship 
Attention: Emergency Contact will only be contacted in the case of a true emergency unless this same phone number is 

listed above in which case it may be used to contact you for treatment or payment purposes. 
 
PHARMACY INFORMATION 
 
Pharmacy Name:  _______________________________________  Phone Number:  _______________________ 
 

Patient/Guardian Signature  ________________________________      Date ____________________ 



 

Authorization to Release Medical Information  
 rev.  09/08 

 
 

AUTHORIZATION TO RELEASE MEDICAL INFORMATION 
 
Specified medical information is being requested for: 
 
____________________________________________   _________________   _____/______/______ 
Last Name  MI                           First Name            Maiden/Other Name  Date of Birth 
 
___________________________ ______________________________________________________________________ 
Phone#    Address     City  State  Zip 
 
Date(s) of service requested:      _____/_____/________   _____/_____/________ 
     From     To 
 
Purpose for release of this medical information: (Required) 
 
⁭ Continuation of Care     ⁭ Personal Reasons     ⁭ Insurance/Disability     ⁭ Legal   Other:_________________________ 
 
Release the medical information from:    Disclose the medical information to: 
 
Name:___________________________________________ Name:________________________________________ 
 
Address:_________________________________________ Address:______________________________________ 
 
 _________________________________________   ______________________________________ 
 
Requested medical information authorized to be released: (check items authorized to be released) 
 
⁭ Emergency Records ⁭ Pathology Reports ⁭ Physician Office Records ⁭ Psychological Testing  
⁭ History & Physical ⁭ Lab Reports  ⁭ Medical Progress Notes  ⁭ Psychological Progress Notes 
⁭ Operation Notes ⁭ Cardiac Testing ⁭ Cardiac Procedure Notes ⁭ Psychological Assessment 
⁭ Radiology Reports ⁭ Radiology Films ⁭ Physical Therapy Notes  ⁭ Speech Therapy Notes 
 
Other:______________________________________________________________________________________________ 
 
Note: While every attempt will be made to protect the privacy of your medical information, please note that release of 
your medical information to an authorized person or organization could be the subject of re-disclosure by the recipient and 
therefore no longer protected by the Health Insurance Portability and Accountability Act (“HIPAA”) or other federal or 
state laws.  This authorization will expire within 90 days unless you specify otherwise. 
 
_______________________________________________       _________________________      _____/______/_______ 
Signature of Requestor     Relationship to Patient               Date 
 
 
______________________________________________ ______/______/________ 
Signature of Parent/Guardian (minors age 0-17)  Date 
 
 
Attention Staff: This form may only be completed when there is a need to request medical records/films and must be 
completed in full for each entity you are releasing records from or sending records to.   
 
Under HIPAA, this form is not necessary in order to share or obtain medical information for treatment or payment 
purposed of the current medical illness.   
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800-207F7 Physician List 
6/2003, 10/2006   

 
 
 

Please list the names, addresses and phone numbers of physicians that you are seeing. 
If you do not have all the information with you at the time of your visit, please call us 
when you get home. This information is very important so that we can inform your 
physicians of your progress. 
 
 
Primary Physician:   _________________________________________  

     _________________________________________ 

     _________________________________________ 

 Phone:   _________________________________________ 

 

Referring Physician:   _________________________________________ 

                                   _________________________________________ 

     _________________________________________ 

 Phone:   _________________________________________  

 

Other Physician:   _________________________________________ 

     _________________________________________ 

    _________________________________________ 

 Phone:   _________________________________________  

 

Other Physician:   _________________________________________ 

 _________________________________________ 

     _________________________________________ 

 Phone:   _________________________________________  

 

Other Physician:   _________________________________________ 

     _________________________________________ 

     _________________________________________ 

 Phone:   _________________________________________  

 

Other Physician:   _________________________________________ 

     _________________________________________ 

     _________________________________________ 

Phone:   _________________________________________  
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