Angela Ardary-Smith
REGISTRATION FORM

	(Please Print Clearly)

	PATIENT INFORMATION

	Patient’s last name:
	First:
	Middle:
	( Mr.

( Mrs.
	( Miss

( Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Is this your legal name?
	If not, what is your legal name?
	Birth date:
	Age:
	Sex:

	( Yes
	( No
	
	       /          /
	
	( M
	( F

	Street address:
	Home phone no.:
	Alternate phone no.:

	
	(          )
	(          )

	P.O. box:
	City:
	State:
	ZIP Code:

	

	INSURANCE INFORMATION

	

	Person responsible for bill:
	Birth date:
	Address (if different):
	Home phone no.:

	
	       /         /
	
	(          )

	Is this person a patient here?
	( Yes
	( No
	
	

	

	Is this patient covered by insurance?
	( Yes
	( No
	

	Please indicate primary insurance
	( Blue Cross/Blue    

    Shield
	( Univera


	( Independent 

    Health
	( Other:  


	Subscriber’s name:
	Birth date:
	Group no.:
	Membership ID no.:
	Co-payment:

	
	       /         /
	
	
	$

	Patient’s relationship to subscriber:
	( Self
	( Spouse
	( Child
	( Other
	

	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Group no.:
	Policy no.:

	
	
	
	

	Patient’s relationship to subscriber:
	( Self
	( Spouse
	( Child
	( Other
	

	

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
	Work phone no.:

	
	
	(          )
	(          )

	THE ABOVE IS TRUE TO THE BEST OF MY KNOWLEDGE.  AS I ASSIGN DIRECTLY TO ANGELA ARDARY-SMITH, ALL INSURANCE BENEFITS, IF ANY, OTHERWISE PAYABLE TO ME FOR SERVICES RENDERED.  I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY INSURANCE.  I AUTHORIZE THE USE OF MY SIGNATURE ON ALL INSURANCE SUBMISSIONS.

THE ABOVE NAMED MASSAGE THERAPIST MAY USE MY HEALTH CARE INFORMATION AND MAY DISCLOSE SUCH INFORMATION TO THE ABOVE-NAMED INSURANCE COMPANY AND THEIR AGENTS FOR THE PURPOSE OF OBTAINING PAYMENT FOR SERVICES AND DETERMINING INSURANCE

BENEFITS OR THE BENEFITS PAYABLE FOR RELATED SERVICES. THIS CONSENT WILL END WHEN MY CURRENT TREATMENT PLAN IS COMPLETE OR ONE YEAR FROM THE DATE SIGNED BELOW. I ALSO UNDERSTAND THAT I MAY REVIEW AND SECURE A COPY OF YOUR NOTICE OF PRIVACY PRACTICES, WHICH CONTAINS A MORE COMPLETE DESCRIPTION OF THE USES AND DISCLOSURES OF MY PROTECTED HEALTH INFORMATION. AND MY RIGHTS UNDER HIPAA.

	
	
	
	
	

	
	Patient/Guardian signature
	
	Date
	




















