MARK W. HINMAN, M.D., LLC   -   PATIENT REGISTRATION
Patient Name:_________________________________ Date of Birth:___/___/___    SSN:_________________
Parent/Guardian:___________________________ Date of Birth:___/___/___   SSN:_____________________

(If patient is under 18)

Billing Address:___________________________  City:___________________ State:______ Zip:___________

Preferred Phone: _________________________ Please circle:   Cell  /  Home  /  Work
May we leave messages and results on your preferred phone?

Phone: ________________________  Cell  /  Home  /  Work   Phone: ___________________ Cell  /  Home  /  Work

Email Address:_____________________________________________________________________________

May we send test results to you by email? YES / NO   May we send your billing statement by email?  YES / NO

Employed?  YES / NO    Employer: __________________________  Occupation: ______________________

Preferred Pharmacy:_______________________________  Location:__________________________________

Marital Status:  S / M / D / W          Spouse / Significant Other: _______________________________________
Please list all family members in your household who are patients at our office:

__________________________________________________________________________________________

__________________________________________________________________________________________

Emergency Contact: ____________________________Phone:____________________  Relationship: _________
Is this Emergency Contact authorized to make medical decisions?   YES  /  NO

Language Preference: __________________________      Race:______________________________________
Insurance Company:___________________________________ Company Phone: _______________________
Family member who provides insurance coverage:

Name: __________________________ Date of Birth: ___ / ___ / ___ Relationship to patient:______________
Member/Subscriber/Policy Number: ______________________________ Group Number: ________________

**Assignment of Insurance Benefits**

I hereby authorize Mark W. Hinman, M.D., LLC to recover from my insurance company, payment for any health service that is provided to me.  I understand that I am financially RESPONSIBLE for ALL
 co pays, 
co-insurance, deductibles, and non covered charges that is determined by my insurance company.  I hereby authorize Mark W. Hinman, M.D., LLC to release all information necessary to secure such payments.  

A photocopy or electronic scan of this statement is to be considered as valid as the original.

Responsible Party / Patient Signature: _______________________________________ Date:_______________

Printed Name:___________________________________ Relationship to Patient: _______________________
