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PAT I E N T RE G I S T R AT I O N

PATIENT INFORMATION

Last Name _______________________________________________________ Middle Initial _____________ First Name __________________________

Home Phone_____________________________ Cell Phone _________________________Email _____________________________________________
Address _________________________________________________________________ City ____________________ State __________ Zip ________

Social Security ___________________________________________________ Date of Birth ________________/__________/__________ Age _______

Marital Status ____________________________________ Sex ____________________________ Height __________________ Weight _____________

Employer Telephone _______________________________ Employer ____________________________________________________________________

Employer Address _____________________________________________________________________________________________________________

EMERGENCY CONTACT INFORMATION

Name ________________________________________________________________________________ Relationship ___________________________

Home Phone______________________________ Cell Phone _________________________________ 
 
 

REFERRAL SOURCE

If you are a new patient today, please indicate how you became aware of Colon & Rectal Associates.

       Physician              Family Member/Friend             Yellow Pages           Newspaper/Magazine            Internet                Other  ___________________ 

Primary Care Physician __________________________________________     Referring Physician _____________________________________________

INSURANCE INFORMATION

Primary Insurance _________________________________________________ Subscriber’s Name_____________________________________________

Insurance Mailing Address __________________________________________ City ____________________________ State __________ Zip ________

Policy # ___________________________________ Group # _____________________ Patient’s Relationship to Subscriber _______________________

Subscriber’s Employer ______________________________________________ Subscriber’s date of birth ____________ / _____________ /____________

Subscriber’s Social Security # ________________________________________

Secondary Insurance ______________________________________________ Subscriber’s Name_____________________________________________

Insurance Mailing Address __________________________________________ City ____________________________ State __________ Zip ________

Policy # ___________________________________ Group # _____________________ Patient’s Relationship to Subscriber _______________________

Subscriber’s Employer _____________________________________________ Subscriber’s date of birth ____________ / _____________ /____________

Subscriber’s Social Security # _______________________________________

I authorize direct payment to Colon & Rectal Specialists, Ltd. from the above insurance companies (if any) and any unpaid
balance will be paid by me. If payment for services is not made when due, I agree to pay all cost of collection including, but
not limited to, attorneys fees in the amount of 33 1/3% of the delinquent amount owed. This is a lifetime authorization.

Patient’s Signature ______________________________________________________________________ Date___________/___________/___________
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