
SURGERY CENTER OF WESTON, LLC
Patient CONFIDENTIAL Registration Form

Date: ____________________________

Patients Name: ______________________________________________________________________________________


                     Last Name

           First Name
                                             Middle Initial

Patient’s Address: ___________________________________________________________________________________ 

City: __________________________________________ State: ______________ Zip code: _______________________
Home #: (____) ___________________ Cell #: (_____) ______________________ Work #: (_____) _________________

E-mail address: _________________________________________________________

Social security #:  ________ -_____ - __________     D.O.B.: ________________Sex:  Male        Female   






   
                      Month/Date/Year


Marital status:
Single Married Widowed  Divorced  Separated  
Race:  Caucasian   African/American   Hispanic   Asian   Other   
Emergency contact:  Name: _______________________________________
Relationship: ________________________ 

Emergency Contact Phone # (_____) ________________________________

Insurance Information

Person financially responsible for this account:   SELF □
SPOUSE □
OTHER □ _____________


Workers Comp:  Yes □    No    □               Accident date: _____________________ (Only if your answer is “YES”)
Are you covered by medical insurance?  YES □    NO □    

Insurance Company Name: _________________________________________________  HMO □    PPO □     MC □

MEDICARE SIGNATURE ON FILE:  I hereby authorize Medicare to pay benefits on my behalf to Surgery Center of Weston, LLC, for all services furnished to me by my medical provider.  I also authorize medical information about me to be released to The Health Care Financing Administration and its agents, for the purpose of determining benefits and payment for medical services rendered to me.  I also authorize the release of my medical records to be transmitted via mail, fax or electronically.

______________________________________________________________________________________

Patient Signature







Date

PRIVATE INSURANCE AUTHORIZATION FOR ASSIGMENT OF BENEFITS & RELEASE OF INFORMATION:  I authorized payment of medical benefits to Surgery Center of Weston, LLC for all services furnished to me by my medical provider.  I understand that I am financially responsible for any amount not covered by my insurance.  I also authorize you to release to my insurance company or its agent(s) any information concerning health care, advice, treatment, or supplies provided to me.  This information will be used for the purpose of evaluation and administering claims of benefits.  I also authorize the release of my medical records to be transmitted via mail, fax, or electronically.

_____________________________________________________________________________________

Patient Signature







Date

