
PATM,NT REGISTRATION
(Please print information and give your insurance card to the regegtionist so a copy can be made. Thank vou.)

Name: il

zip: Ctty: State:Address:

HomePhone:.  -  ."  WorkPhone:

Social Security #: Date Of Birth:

Employnent Status: (Please circle) Full Timc PartTime

Emlloyer:

Marital{tatus:. - i

Student Status: (Plea5e circle) Full Time PartTime

Additional. Info:

NextOf Kin:

Cell Phone: Email:

'Sex:

Retired Self Employed

Address:

Unemployed

Emergency Contact: Phone:

Person who should receive bill (guarantor or responsible party):

Nane: '

Address:

Home Phone:

Social Security #:

Employrnent Status:

-a

Relationship To Patient:

zip: " Ctty:

Work Phone: Cell Phone: Email:

Date Ofbirth: Sex:

(Please circle) Full Time PartTime Retired Self Employed Unemployed

' Address:

State:

Employer:

PRIMARY

Ins. Name:

Ins. Address:

Ins. P.hone:

Subscriber:

Policy #:

Date Of Birth:

Group #: |. Group Name:

Relationship To Patient:

SECONDARY

Ins. Name:

Ins. Address:

Ins. Phone:

Subscriber:

Policy #:

Group #: Group Name:

Date OfBirth: Relationship To Patient:

TERTIARY

Ins. Name:

Ins. Address:

Ins. Phone:

Subscriber:

Policy #:

Date OfBirth:

GroupName:

Relationship To Patientf

Group #:

IudergmdthatlamresponsiUeformybill. Iau{rorizeROCKHILLRADIOLOGYASSOCIATES,PAtoactasmyagertinhelpingmeobainpaymentfrcnmyinurancecorpanies, I
authuize payment directly to ROCK HILL RADIOLOGY AS SOCIATES, PA. I autrorize release of information necessary to colbct any payments to all my ireumnce ccmpanies. I ftrr&et
authcrizereleaseofmedicalinformdiontoanyandallphysiciansinvolvedinnrcare.Ipumitacopyofthisauthorizationtobeusedinfaceoftlroriginal'Iauthae
,'signatureonfle''tobeusedonallofmyinsuancesr.rbmissions,Iun&rsbndthtIamrwporsibbfornctifyirg&eofceofmyprecertifca1ionorreferralneededformyinsure.

Signature Of Patient or Guardian Date:
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