Patient Registration

Patient's full Name........... ... Date of birth............oovviiiiiiiinneee.
Patient's social SECUNitY NUMDET.............uiiiiiiiiiiiiiiiiiieieeeeieeee e veereveveeseresasrerenee Sex/gender...........uvvvveveiviiiieninnas
[ (0] L=TF=To [o [ (=TT T A o oo Yo [N R
Phone number..............cc EMaIL.. ..
Emergency contact Name...........cooooiiiiii e Emergency contact phone..........cccccccen....
©e
If patient is a child under 18, Legal parent/guardian Name:..............coooiiiiiiiiiiii e
Date of birth.........uevviiiiiiiii SoCial SECUNLY #.....uvviviiiiiiiiiiiiiiiiiie e
Home address, if different from @DOVE...........e oo et e e e e e e e e eaees
Phone, if different..........cccooovuiiiiiiiiie e, Email, if different............coooovieiiiiiee e
e
If someone other than you is responsible for the medical bills, fill in:
NaAME.....oiiiiiiiiii e Date of birth............ccceeeeee. Social security #..........ccceeiiiiiiiiiiiie
Home address, if diffErent frOmM @DOVE. ... ... e et e e et e et e e e e e e e e e anarees
Phone number, if differ&nt from @DOVE. .........oou e e e e e e e e e e e e e e e aaaas
e
If you have insurance, fill in and sign at the bottom:
Primary inSUrance COMPANY MAME...........oooi it ittt ee et ettt eee et eeeeeeeeeeeeee e et et e eeteeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees
Member ID NUMDET........cooviiii e Group nUMber.........o
Effective date................................ Phone number (for Claims).......ccoooeoiiiiiiiiee e,
Policyholder (name, relationship to patient)............coooi
Policyholder date of birth...............coovveiniene.. Policyholder social security #:............cooooviiiiiiiiiiiiiieeeeeeeeeeee
Secondary iNSUraNCe COMPANY MAMNE...........ooiiiiiiiiiitieiiteaaae e e eeeeeeeaeaeaa s aee e aeeeaaeeaaaasneeeeeaaaeesaaaannsseneeeeeeseaans
Member ID NUMDET........cooiiiiiii e Group nUMbEer..........oo
Effective date...........ccccees Phone number (for Claims)........oouiieiiee e
Policyholder (name, relationship to patient)............oooo
Policyholder date of birth................ccconnnnnee. Policyholder social security #:..........cuuueiiiiiiiii e

| hereby authorize Leigh Saint-Louis, M.D., to release any medical information to my insurance company or
third party payers or its agents for completion of insurance claims and determination of benefits.
| assign payment directly to Leigh Saint-Louis, M.D., LLC, for all covered medical services provided.

I am financially responsible for appropriate deductibles, copayments, and non-covered services as explained
to me by my insurance carrier. If my account is turned over to an attorney due to delinquency or nonpayment, |
will be responsible for all costs of collection including court costs and reasonable attorney fees.

A copy of this authorization is considered valid as original.
| certify that the above information is true and correct.

SIGNATUIE. ...t e e e e et e e e e e e e e e e e e D | (= T



