PATIENT REGISTRATION FORM

Bruce E. Ellison, M.D.
PATIENT: 
_____________________________________________________________________
PHONE #:__________________________

LAST


FIRST


MIDDLE

ADDRESS: 
____________________________________________________________________________________________________________

STREET


CITY


STATE



ZIP




SOCIAL SECURITY #:
__________________________________
DATE OF BIRTH: ______________________SEX:________________

PATIENT EMPLOYER: 
_________________________________________________________
PHONE #:__________________________
EMPLOYER ADDRESS: 
________________________________________________________________________________________________


      STREET

             CITY

                              STATE

          ZIP

SPOUSE’S NAME: ___________________________________________________
SPOUSE’S DATE OF BIRTH: ______________________

SPOUSE’S SOCIAL SECURITY #:___________________________
SPOUSE’S EMPLOYER: _____________________________________

EMERGENCY CONTACT:

(LOCAL FRIEND OR RELATIVE):
_____________________________________________________________________________________________________






NAME


ADDRESS


PHONE

WHO IS YOUR PRIMARY PHYSICIAN? __________________________________________________________________________________

· INSURANCE:  PLEASE LIST ALL HEALTH CARE INSURANCE COMPANIES WHICH COVER THIS PATIENT:
PRIMARY INSURANCE: 
_______________________
POLICY #:____________________________
SUBSCRIBER:_________________



INSURANCE ADDRESS: _________________________________________________________________________________________

SECONDARY INSURANCE: 
__________________________
POLICY #:____________________________
SUBSCRIBER:_________________

INSURANCE ADDRESS: _________________________________________________________________________________________

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not substitute for payment. Some insurance companies pay a fixed amount for certain procedures, and others pay a percentage of the charge. It is your responsibility to pay any deductible amount, co-insurance, or any other balance not paid by your insurance.

· WORKERS COMPENSATION:

Were you injured at work?       
YES    or    NO

INSURANCE: _______________________________________________________________________DATE OF INJURY: _________________________

INSURANCE ADDRESS: _________________________________________________________________________________________________
CLAIM #:_____________________ADJUSTOR’S NAME: ____________________________________PHONE #:________________________

· PLEASE READ AND SIGN THE FOLLOWNING:

I directly assign all medical/surgical benefits to 
BRUCE E. ELLISON, M.D.







2940 WHIPPLE AVE., SUITE E







REDWOOD CITY, CA 94062

I understand that I am financially responsible for all charges whether or not they are paid by insurance. I hereby authorize the doctor to release all information necessary to secure the payment of benefits. I further agree that a photocopy of this agreement shall be as valid as the original

SIGN HERE:_________________________________________________________________________DATE:____________________________

