
PATIENT INFORMATION

*Last Name: ____________________    *First Name :_________________  Middle: _____________ Middle 
2:_________________

Preferred:______________________   Maiden:_____________________ Prefix:_________   Suffix:________ 
Credentials________

*DOB______________ *Sex: ________   * SSN: ___________________ *Race:________________ Marital Status 
_____________ 

 *Primary Language_________________ Religion____________________   *Ethnicity: __________________ 

 Preferred Pharmacy: ______________________________ Location:_____________________________

ADDRESS

*Line 1:___________________________________ Line 2:__________________________________ *Zip: 
___________________

*City :_________________________   *State:_____________  County:_____________________ 
Country:____________________

PHONE

Home: _____________________ Work: ______________________ Cell: __________________   *Primary 
_________________

Fax: ________________ Pager:____________ E-mail:______________________ *Preferred Method of 
Contact_________________

Where did you hear about us?   Friend/Family          PCP/Other MD   Newspaper Ad   BMH Website    
   BMH Newsletter       White Pages            Yellow Pages    Other

EMPLOYER INFORMATION

Company Name: __________________________________ Status_______________ Occupation: 
____________________________

Address: _____________________________________________________________ 
Phone:________________________________

CONTACT INFORMATION

Financially Responsible Party Name:   _____________________________________________   DOB: 
___________________ 

PATIENT REGISTRATION FORM



SSN:  _____________________ Phone: _____________________   Relationship to Patient: 
_______________________________

Emergency Contact: ___________________________________________________________   DOB: 
____________________   

Phone: _____________________   Relationship to Patient: _______________________________

Other Contact Name:  __________________________________________________________       DOB: 
_____________________
 
Phone: _____________________   Relationship to Patient: _______________________________



INSURANCE INFORMATION 
If this visit is due to a job related injury or automobile accident please let the receptionist know

Primary Insurance: __________________________________________________________________________________

Primary Insured Party Name: ____________________________________________________         DOB: 
___________________
 
SSN:  _____________________ Phone: _____________________   Relationship to Patient: 
_______________________________

Policy Number:__________________________________ Group Number____________________

Effective Date:________________  Expiration Date:_________________ 

Secondary Insurance: 
_____________________________________________________________________________________

Primary Insured Party Name: ____________________________________________________         DOB: 
___________________
 
SSN:  _____________________ Phone: _____________________   Relationship to Patient: 
_______________________________

Policy Number: ________________________________ Group Number__________________

Effective Date:________________  Expiration Date:_________________  

 The above information is true to the best of my knowledge and I authorize the release of any medical 
information necessary to determine my benefits and to process any claim for service provided.

Signature:___________________________________ 
Date:____________________________________

 

I authorize my insurance benefits to be paid directly to my physician. I understand that I am financially 
responsible for any balance.

Signature:___________________________________ 
Date:____________________________________

I acknowledge that I have been made aware of the BMH Physician Group Notice of Privacy Practices.  I am 
aware that a copy of the privacy practices is located in the waiting room and will be made available individually 
upon request.

___________________________________________      ________________________________________
Signature of Patient or Patient’s Representative                                    Date



_________________________________________
Description of Representative’s Authority


