


[bookmark: _GoBack]					MARYBETH  ELLISON, M.D.
PATIENT REGISTRATION					Presenting DX: __________________________

Patient name _____________________________________	DOB _________      SEX:   M _ F_    SSN ______________ 
Address __________________________________________        Relationship to insured (check one): 
               __________________________________________	Self ___Spouse ___   Child ___   Other_____________
	__________________________________________	Student Status:   No___ Full time___ Part time____
Primary care Physician ______________________________	Physician Phone _______________________________
Pharmacy_________________________________________	Pharmacy phone _______________________________

Legal Guardian Information
Name ____________________________________________ 	Relationship to patient __________________________
Adress ___________________________________________	Phone ________________ (home) ___________________________________________	             ________________ (work) ____________(cell)
Patient bIlling information 
Name ____________________________________________	Relationship to patient __________________________
Address  __________________________________________ 	Phone ________________ (home) ___________________________________________	             ________________ (work)_____________ (cell)

Email address: _________________________________________________________ E-Bill via e-mail:    Yes ___    No___
If you check YES, you will be notified monthly by e-mail to access our secure website to view your account balance.

Insurance Waiver (sign only if you want NO INSURANCE BILLING and do not complete the insurance information section below).    I request that my insurance carrier NOT be billed for these services, even though they may be paid in full or in part by my insurance. I assume full responsibility for the payment of these services to Dr. Ellison. Should I decide to have my insurance carrier billed in the future, I will notify Dr. Ellison in writing.                                                                                             
Signature: ___________________________________
Insurance Information: 
Insured’s name: ____________________________________        DOB _________   SEX:  M_   F_    SSN`_______________
Address __________________________________________ 	Employment status (check one) 
	___________________________________________       Full time___ Part Time___ Unemployed___ Retired___
Phone       		_______________________ (home) 	_________________ (work)    ________________ (cell)
Employer __________________________________________	Occupation ___________________________________
Insurance company name: ____________________________ 	Insurance ID # _________________________________
Insurance phone # ___________________________________	Insurance Group# ______________________________
(If there is other insurance covering this patient, please print info on back of this form).

Cancellations and telephone consultations: I understand that all cancellations must be made 48 hours in advance.
I agree to pay telephone consultations in excess of 10mn and the full session rate for missed appointments and cancellations made less than 48 hours in advance.
	
Authorization and release: I authorize the release of any medical or other information necessary to process insurance claims. I also request payment of all insurance benefits to Dr. Ellison. I understand that if Dr. Ellison is not a participating provider with my insurance carrier, or if she is, but insurance denies payment for the service provided, or credits the claims to my deductibles and no payment is made to Dr. Ellison, I am responsible to Dr. Ellison for the full amount charged.

Signature:  _______________________________________________                                        Date ___________________
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