
         PATIENT REGISTRATION FORM  Acct#:___________________      
Rev 04/12 

 

Today’s Date__________________  Social Security #________________________ Email__________________________________  

 

Last Name________________________________________  First Name______________________________________ MI_______ 

 

Nickname/Maiden Name______________________   Marital Status: 

M 

 

Address_______________________________________________________________________________Apt/Unit #_____________ 

 

City__________________________________________________  State_____________  Zip________________________________ 
 

At which number may we contact you and leave a message: 

 

Home Phone (______)_______________  Work Phone (______)_______________ Cell Phone (_____)__________________ 

 

Age______  Date of Birth______/______/______  Race: Optional   

 

Employer _________________________________________  Occupation_________________________________________   

 

ician___________________________ 

 
   r/ Magazine/ Television     

 

EMERGENCY CONTACT 

 

Name_____________________________________________   Relationship__________________________ 

 

Home Phone (______)_________________  Work Phone (______)__________________ Cell Phone (______)__________________ 

 

INSURANCE INFORMATION 
 

Primary Insurance Company Name_______________________________________________  Phone # (______)________________ 

 
Insured Name (if other than self) __________________________________________________ Relationship____________________ 

 

Social Security # __________________________________________________________  Date of Birth______/______/______  

 

Policy/Member #_________________________________________________  Group #_____________________________________ 

 

Employer Providing Insurance___________________________________________________________________________________ 

 

Secondary Insurance Company Name_____________________________________________  Phone # (______)________________ 

 

Insured Name (if other than self) __________________________________________________ Relationship____________________ 
 

Social Security # __________________________________________________________  Date of Birth______/______/______  

 

Policy/Member #_________________________________________________  Group #_____________________________________ 

 

Employer Providing Insurance___________________________________________________________________________________ 

 

PRIMARY CARE PHYSICIAN      PHARMACY 

 

Name_______________________________     Name______________________________________ 

 

Phone # (_____)______________________     Phone # (_____)_____________________________ 



      Turn over please 

NOTICE OF PRIVACY 

 

I acknowledge I have received a copy of the Women’s Care Florida “Notice of Privacy Practices”.  I have read and understand all of 

the above and agree to comply. 

 

PHI DISCLOSURE 

 

We cannot discuss your protected health information (PHI) with anyone other than yourself unless you authorize us to do so.  Please 

list below the name(s) of the individual(s) you authorize our office to discuss your care with.  Your PHI will be disclosed to the 

individual(s) listed below until you notify us otherwise in writing. 

____________________________________________________             _________________________________________________ 

This authorization will remain in effect for one year unless otherwise specified. I understand this authorization extends to all or any 

part of my medical record, which may include psychiatric information, and/or genetic counseling/testing, and/or alcohol /drug abuse 

and/or AIDS (Acquired Immunodeficiency Syndrome), and/or may include the result of an HIV test or the fact that an HIV test was 

performed.  I expressly consent to the release of information as designated above.  I understand that this authorization is revocable 

upon written notice to the office where the original authorization is retained, except to the extent that action has already been taken on 

the authorization.  I understand that my PHI used or disclosed under this authorization may be subject to re-disclosure by the recipient 
and the privacy of my PHI may no longer be protected by law.  

 

INSURANCE AUTHORIZATION, RELEASE AND ASSIGNMENT OF BENEFITS 
I hereby authorize Women’s Care Florida to furnish and/or release any information necessary to insurance carriers concerning my 

illness and treatments, and I hereby assign to the physician(s) all payments for medical services rendered to myself or my dependents. 

It may be used to process my insurance claim acquired in the course of my examination or treatment, to allow a photocopy of my 

signature to be used to process my insurance claim for the period of a lifetime. This order will remain in effect until revoked by me in 

writing. 

I have requested medical services from Women’s Care Florida on behalf of myself and/or my dependents, and I understand by making 

this request, I become fully financially responsible for any and all charges incurred in the course of the treatment authorized.  I further 

understand that fees are due and payable on the date services are rendered and agree to pay all such charges incurred in full 
immediately upon presentation of the appropriate statement.  A photocopy of this assignment is to be considered as valid as the 

original.  I hereby assign all medical and surgical benefits, to include major medical benefits to which I am entitled.  I hereby 

authorize and direct my insurance carrier(s) including Medicare, Medigap, private insurance and any other health/medical plan to 

issue payment directly to Women’s Care Florida, for medical services rendered to myself and/or my dependents regardless of my 

insurance benefits, if any.  I understand I am responsible for any amount not covered by insurance, regardless of insurance coverage. 

 

CONSENT TO TREAT 
The purpose of medical care is to facilitate the treatment of disease, injury and disability.  Medical services are provided through 

examination, testing and use of procedures to the aid of diagnosis or treatment of a medical condition or conditions.  I request and 

authorize Women’s Care Florida to provide me with medical services as described above.  I agree to cooperate fully and to participate 

in all medical procedures and to comply with the plan of medical care/services that is established. If the patient is a minor, I hereby 

request, authorize and give consent to medical professionals, associates and/or assistants to render medical care and/or lab work. I 
further acknowledge that I will be given the opportunity to discuss medical conditions/diagnosis of the minor EXCEPT for the 

following circumstances: if minor is pregnant, if minor is being treated for STD or if minor is tested for HIV. If one of these situations 

occurs, it is the minor patient’s discretion to agree by written consent to release medical information as outlined by FloridaState 

Statute.  I have read and fully understand the information. This order will remain in effect until revoked by me in writing. 

 

Date_________________________  Signature_____________________________________________________________________ 

 

Responsible Party Signature (required if patient is under 18) ______________________________________________________ 

 

RESPONSIBLE PARTY – Adult present signing consent to treat 

 
Relationship to Patient_________________________________________________________________________________________ 

 

Last Name_________________________________________  First Name_____________________________________ MI_______ 

 

Social Security # ____________________________________  Date of Birth_____/_____/_____       

 

Address________________________________________________________________________  Apt/Unit #___________________ 

 

City________________________________________________  State_______________  Zip________________________________ 

 

Home Phone (______)_________________  Work Phone (______)__________________ Cell Phone (______)__________________ 


