Patient Registration Form- Dr. Teresa Denney

O Mr. O Miss O Male

O Mrs. O Ms. O Female Date:
REFERRED BY:

Email:

PATIENT IDENTIFICATION- Please Print

PATIENT’S LAST NAME FIRST MIDDLE
AGE DOB STREET ADDRESS APT. NO.
| /I |
CITY STATE Z1P CODE SOCIAL SECURITY #
HOME PHONE CELL PHONE BUSINESS PHONE MARITAL STATUS

- - - - - - O Single 0O Married O
Widowed

O Divorced 0O Separated

PATIENT’S OCCUPATION EMPLOYER’S NAME ADDRESS

PERSON TO NOTIFY IN CASE OF EMERGENCY (NAME & ADDRESS) TELEPHONE #

FINANCIAL RESPONSIBILITY-Please Print O IF SAME
AS ABOVE

LAST NAME FIRST MIDDLE SOCIAL SECURITY #
ADDRESS CITY STATE Z1P CODE
HOME PHONE # BUSINESS PHONE# EMPLOYER ADDRESS

CREDIT CARD INFORMATION
VISA CARD # EXP. DATE MASTERCARD # EXP. DATE

\ /1 /|

INSURANCE- Please present your current insurance card to the receptionist

NAME OF INSURANCE COMPANY ADDRESS (On back of card)
POLICY # GROUP # EFFECTIVE DATE POLICYHOLDER’S NAME

| I |
NAME OF ADDITIONAL COVERAGE ADDRESS (On back of card)

POLICY # GROUP # EFFECTIVE DATE POLICYHOLDER’S NAME
| | |




I consent to treatment necessary for the care of the above named patient or myself.

I authorize the release of all medical records to the referring and family physicians and to my insurance
company, if applicable.

I allow fax transmittal of my medical records, if necessary.

I acknowledge full financial responsibility for all services rendered by Dr. Teresa Denney and her
staff, and authorize transfer of all unpaid amounts to my Visa/MasterCard after 120 days from the
date of service for any dollar amount owed on my account.

I understand that co- payments for charges incurred are due at the time of service unless other definite
financial arrangements have been made prior to treatment.

I have read and fully understand the above consent for treatment, financial responsibility, release of
medical information, and insurance authorization.

Date Signature



