
HEALING ARTS MEDICAL
CONFIDENTIAL PATIENT REGISTRATION FORM

										Date: _____________
Personal Information
Legal Name of Patient__________________________________ Nickname ________________

Name of all parents/guardian (if applicable)__________________________________________

Patient’s Date of Birth___________________	Age______ Gender: ___________________

Address________________________________ City________________ State______ ZIP_____

Home Phone: ___________________ Cell/Work Phone:________________________________

Patient/Parent/Guardian Email Address:_____________________________________________

Is it OK to communicate with you via non-encrypted email?  ________YES ________NO
Phone____________________________________________ (Preferred contact number)
Is it OK to leave medical information/appointment reminders on this number? ____YES ___NO


Additional Patient Information

Primary Care Physician:_______________________________  Physician’s Phone:___________

Address________________________________   City:_______________  St:_____ Zip:______

Employer:________________________________________  Occupation:__________________

Marital Status (circle):  Single   Married   Separated   Divorced   With Partner   Widow(er)

Number of Children_____________________________________________________________

Name of Spouse/Partner_________________________________________________________

Emergency Contact & Relationship to You __________________________________________

Emergency Contact Phone _____________________________________





PLEASE NOTE: Medicare and Secondary Coverage Plans do NOT accept claims for ANY of our services.  If you have ever had Medicare or are currently enrolled with Medicare, we need a signed additional agreement stating your full understanding of this policy.

Primary Insurance

Insurance company: _____________________________________________________________

Referral Information

Were you referred by a physician? _______(Yes)		_________(No)

If “Yes”, please provide us with his/her information.

Referring Physician’s Name_____________________________________________________
Address, City, State, Zip________________________________________________________
Telephone Number:____________________________________________________________

How did you learn about us? (Please check all that apply)

_____	Physician Referral
[bookmark: _GoBack]_____  Sign on building
_____  Friend/Family (Name:____________________________________________________)
_____  Internet search
_____  Magazine (Please name the magazine______________________ Ad or Article?______)
_____  Newspaper
_____  Facebook
_____  Radio
_____  Television
_____  Health Fair or other event (Name of event:____________________________________)


Entered by:___________________

