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REGISTRATION FORM
		PATIENT INFORMATION

	 Last name
	First
	MI                       
	DOB

	Marital status:                Single   ❒            Married    ❒         Divorced      ❒            Widowed     ❒        Separated     ❒ 

	Race (circle one)
 American Indian or Alaskan Native/Asian or Pacific Islander/African American/Caucasian/Hispanic/Unknown/Other
	Ethnicity (circle one)
Hispanic-Latino/Non-Hispanic-Latino

	Address
	City
	State
	Zip

	Phone Number
	Cell Number 
	Email

	Name of Spouse or Significant Other
	Phone no.

	Primary  Pharmacy: 
	Secondary Pharmacy:

	PERSON RESPONSIBLE FOR BILL

	Last name
	First
	MI                                                
	DOB

	Address
	City
	State
	Zip

	INSURANCE INFORMATION

	Primary Insurance
	Secondary Insurance

	Policy
	Policy

	Group
	Effective Date
	Group
	Effective Date

	Subscriber’s name
	Subscriber’s name

	Subscriber’s Soc. Sec. no.                                            DOB:                   
	Subscriber’s Soc. Sec. no.                                                  DOB:

	Patient’s relationship to subscriber

	
	IN CASE OF EMERGENCY
	

	Name
	Relationship to patient
	Phone (         ) 

	  Name
	Relationship to patient
	Phone (         )

	PERMISSION FOR WORK TO BE PERFORMED UPON A MINOR


I, being the parent (or legal guardian) of the said minor patient, authorize the performance of medical services upon the person of this patient and to do whatever procedure that the judgment named doctor may dictate during treatment.  I do also authorize and request the treatment of whatever medical services are deemed advisable in case of my absence. 
Relationship to Patient______________________________________________  Signed _______________________________________________
	CONFIDENTIALITY COMMUNICATION AUTHORIZATION

	List any other person(s) (not listed above) you authorize to receive relevant information about you or your child’s care/treatment

	Name
	Relationship
	Phone (         ) 

	Name
	Relationship
	Phone (         )

	INSURANCE BENEFIT ASSIGNMENT AND RELEASE AUTHORIZATION


The above information is true to the best of my knowledge. I authorize and direct my insurance carrier(s), including Medicare or private insurance plans, to issue payments directly to Napa Valley Medical Group, Inc.
I also authorize Napa Valley Medical Group, Inc. or insurance company to release any information required to process my claims.
I agree that I am financially responsible for all charges whether or not paid by insurance which includes deductibles, coinsurance and non- covered services.  Napa Valley Medical Group, Inc. cannot guarantee, nor is verbal communication a guarantee, that this physician is contracted with your insurance carrier.  It is the patient’s responsibility to determine that there is insurance coverage for services rendered by this office.  Self-pay patients will be financially responsible for all charges at the time of their visit.
	 I understand that Napa Valley Medical Group, Inc. physicians are licensed and regulated by the Medical Board of California.

	Patient signature_____________________________________________________
	Date _______/________/_________
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