
South Shore Famlly iledlcal Assoclates, P.C.
DR. ALLAN S. DETWEILER

PATIENT REGISTRATION FORM
Patlent Account #

IAST NAME:

Address:

PATIENT INFORMATION

FIRST NAME MI:

ci$: State: _ Zip: _

Sociat security #; _- --- Date of Birth: /_ I Age: _

TiUe: D r, Mr, Mrs, Miss, Ms (circle one) Marital Status: M W S D(circleone)

Sex M F (circle one) Race: Occupation:

Refening Physician:

Home: t-) -
TELEPHONE NUiIBERS

Emergency Contract
Relation to Patient:

Work( ) -  .--  ext-

Phone: (-) -- exf-

lNgqRAttlCE lNFORilATlOil

(PLEASE ATTACH A COPY OF fiE FROilT A BACK OF PATIENTS INSURAI{CE CARD FOR OUR RECOROS)

Ttpe of lnsurance:
(check one)

O Medicare
O MedicaicU

State Program

O Commercial
tr Blue Cross/

Blue Shield

tr HMO ' PPO

Prlmary Insuranca Secondrry Inrurance
Insurance Company Name Insunnce Company Name

Mdress (ci$, stiate, ziP) Address (city, state, zip)

ffi lnsured's Name

SS#: Patient Relation (checlr one)
Cl self El spouse Q dependent

SS#: Patent RelaUon (check one)
O self Cl spouse B dependent

-
t l

lPolicy / ldentification # GrouCPlen #
-l r

Employe/sName,@

I AUTHORIZE THE RELEASE OF ANY TIEDICAL
INFORTUIATION NECESSARY TO PROCESS THIS CLAITI.

I AI.'THORIZE PAYMENT OF TTIIEDICAL BENEF]TS PATIENTS SIGNATURE

TO THE PHYSIGIAN OR PROVIDER OF SERVICES.

DATE


