	Monarch Women’s Health
Patient Registration Form


PATIENT INFORMATION

First Name: __________________________ MI: _____ Last Name: _______________________
Address: ______________________________________________________________________
City: _______________________________ State: _________ Zip: ________________________
Telephone: (______) __________________       Cell Phone:  (______) _____________________
DOB: ____/_____/______               Martial Status: Single / Married / Widowed / Divorced
Social Security #: ______________________   Referring Physician: ________________________

Patient’s Employer: _______________________________   Work Phone ( ____)______________
Emergency Contact Name  ______________________________ Phone ( ____)______________
****HOW DID YOU HEAR ABOUT US?*****
Physician / Friend / Radio / Newspaper / Phone Book / Bill Board / Decatur General Health Match
BILLING/GUARANTOR INFORMATION   (If different from Patient)   **Must be an adult. **

First Name: __________________________ MI: _____ Last Name: _______________________
Address: ______________________________________________________________________
City: _______________________________ State: _________ Zip: ________________________
Telephone: (______) __________________        Cell Phone:  (______) _____________________
INSURANCE INFORMATION

PRIMARY INSURANCE: ______________________________________________________

Group #: ___________________ Policy #: ___________________________ Co-pay:____________

Subscriber Name: _________________________________ Relationship to patient: _____________

Subscriber Sex   Male/Female   DOB: _____/______/_____      SSN: _________________________

Subscriber’s Employer: _______________________________ Work Phone: ___________________
SECONDARY INSURANCE: ___________________________________________________

Group #: ___________________ Policy #: ___________________________ Co-pay:____________

Subscriber Name: _________________________________ Relationship to patient: _____________

Subscriber Sex   Male/Female   DOB: _____/______/_____      SSN: _________________________

Subscriber’s Employer: _______________________________ Work Phone: ___________________
If covered by a THIRD INSURANCE, please check here: __________
We will file insurance for outpatient and inpatient services.  I understand I will be responsible for all co-pays and non-allowed services that are not covered under my insurance policy.  I also give consent for the release of any medical records to my insurance company that applies to my treatment and care.  I acknowledge that I have received a copy of the Notice of Privacy Practices.
Responsible Party _______________________________________ Date: ______________________
