COASTAL COSMETIC CENTER, PA/COASTAL SURGERY CENTER, LLC
REGISTRATION FORM

(Please Print)
| Today’s date: . PCP:
B PATIENT INFORMATION
Patient’s last name: First: . ;fhddle D Mr. | 0O Miss | Marital status (circle one)
I O Mrs. i O Ms. | Single / Mar / Div / Sep / Wid
Isthis your legal name?  If not, what is your legal name? _ (Former name): Bithdate:  Age:  Sex: |
QYes QO No | VA M oF |
Street address: ' Social Security no.: I bicrie Brianes )
' | Cell Phone: ()
P.0. box: : City: State ZIP Code:
Occupation: ' Ernprlo'yer:r Work phone :
| )
f Chose chnlc because/Referred to CllnIC by (please check one l;c;x) EI Dr. - (] Ins:urance Plan EI- Hospffal
Ofamly  QFdend  OCosetohomefwork O Yellow Pages 0 Other ' N o
Pal:lent's E-!;’Iall Adt;re;S - May we contact you through e- mall? EIYes EI No |
INSURANCE INFORMATION
(Please glve your |nsur£;|:|;e ca;dié) & dnvers Iloense to the recept:omst )
: Person responsibﬂle for BiII: i [ Birth date. 1 -;\cid-re_es_su(l_f-dl}ferent). 777777 ' Home phone no.:
| A o)
| Is thfs person a patient herc;? a Yeé D Nu
| dc&upation: Embioyer: Emp!oyer address: Employer phone no.;
| | )
Is thls patrent covered by msurance? O Yes 0 No
Please lndlcate pnmary -s-n"sﬁré;c-:-e“_ - “ Q: HMO -Q PPO
5 Sut;scriber’s name: | Subscﬁbér;s SS nb.: ' Birth date: Group no.: Policy no.: . Co-payment:
ro | - ]
Patlent relatlonshlp to subscrlber CI Se[f D Spouse a Cr-li.l-d - a (.Jth.er
Name of secondary insurance (if appncable) Subscnbers name: - G.roup no.: - Policy no.:
.Patient’s relationship to subscri.bér: a Self i Di Spouse a Chil-d- .0 ther

IN CASE OF EMERGENCY

5 Relationship to patient: . Home phone no.: Work phone no.:

) )

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially
responsible for any balance. I also authorize Coastal Cosmetic, PA/Coastal Surgery Center, LLC or insurance company to release any information required to precess my

" claims.

" Insurance co-payments are due at the time of service. Giving fraudulent insurance information could be considered theft of services. 1 understand that
this account Is my responsibility. Should the account be referred to an attorney or callection agency for collection, the undersigned shall pay reasonable attorney fees and

* collection expense. All delinquent accounts bear interest at the legal rate.

' Name of Jocal friend or relative (not living at same address):

Patient/Guardian signature Date



