WakeMed

HOSP. MR#:

(Middle):

(First):

PATIENT (Last):

Faculty Physicians PATIENT REGISTRATION INFORMATION
PATIENT IN#ORMA TION - Please complete the following information regarding the patfent being seen toc::n'ayj

Name: (Last) {First) (Middie)

SS#: f / DOB: / / Sex: Marital Statﬁs: Race:
Street: City: _ State: Zip: Phone: /
Mailing Address (If different): ..

Employer: Employer Phone: -
Employer Address Street: City: State: Zip:

RESPONSIBLE PARTY / GUARANTOR INFORMATION - Please complete the following information regarding the person responsible for the
patient being seen today (If different than patient).

Name: (Last) (First) (Middle)
Ss#: / / Phone: / Relation to patient:
Street: ‘ City: State: Zip:

Mailing Address (If different):

Employer Phone: f

Employer:

Employer Address Street: City: State: Zip:

INSURANCE INFORMATION - Please complete the following information regarding the insurance(s) that you wish to use today.

Did you injure yourself on the job? QYes QONo
Do you have insurance through your employer, through a private policy, or do you have Medicare or Medicaid?
Check one of the following: O Employer-sponsored Q Private Policy 0 Medicare Q Medicaid

Patient relation to insurer:

Insurance #1:

Policy #: ‘ Group #:

Patient relation to insurer:

Insurance #2:

Group #:

Policy #:

| EMERGENCY CONTACT INFORMATION - Please complete the following information regarding the person(s) that you would like us to contact -

in case of an emergency.
Relation to patient:

Name:

Street: City: State: Zip: Phone: /
Name: Relation to patient:

Street: City: State: Zip: Phone: /

Please give a picture ID, your Social Security card, and any insurance cards to the Registration Staff when you return this
form. Thank you.
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