
 

Sylvania Family Physicians 

Patient Registration 

 
Patient Information 

 

Name: ___________________________________________________ DOB: _______________________ 

 

Address: _________________________ City: _________________ State: ____________ Zip: _________ 

 

Home #: ____________________Day/Work #: ______________________Cell #: ____________________ 

 

SSN: ___________________________ Sex:   Male Female Marital Status: _______________________ 

 

Can we communicate with you via email? Email address: ______________________________________ 

 

How did you hear about our office?       Friend/Family      Advertisement      Phone Book       Insurance Co. 

 

Employer: _____________________________________________________________________________ 

 

Insurance Information 

 

Primary Insurance: ___________________________________ ID #: ____________________________ 

 

Policy Holder’s Name: _____________________________________ DOB: ________________________ 

 

Relationship to Patient: _____________________________________ SSN: ________________________ 

 

Address: ______________________ City: ___________________ State: ______________ Zip: ________ 

 

Employer: _____________________________________________________________________________ 

 

Secondary Insurance: ________________________________ ID #: _____________________________ 

 

Policy Holder’s Name: ____________________________________ DOB: _________________________ 

 

Relationship to Patient: ___________________________________ SSN: __________________________ 

 

Address: ______________________ City: ___________________ State: ______________ Zip: ________ 

 

Employer: _____________________________________________________________________________ 

 

Emergency Contact 

 

Name: _______________________________________________ Relationship: _____________________ 

 

Home #: ___________________ Day/Work #: ____________________ Cell #:______________________ 

 

 

 

*ASSIGNMENT OF BENEFITS/AUTHORIZATION OF TREATMENT* 

I hereby authorize treatment and authorize the provider of medical services to release information for 

services to the insurance carrier or any agency providing services or benefits in order to review or process 

claims.  I further authorize payment of benefits directly to the provider. 

 

*FINANCIAL RESPONSIBILITY* 

I understand that I am financially responsible for all charges not covered by the insurance company. 

 

 

______________________________________________________________________________________ 
Signature of Patient or Patient Representative     Date 

 
 

For office use only: 

 
Update by: ___________ Date: ___________  Scanned by: _____________ Date: _____________



MANNER OF CONTACT 

 

Patient Name:________________________________________ DOB:___________________ 

 

I wish to be contacted in the following manner (check all that apply): 

 

Oral communication: 

[]     Home telephone # ________________  []     Work telephone # _________________ 

 

[]     O.K. to leave message with detailed  []     O.K. to leave message with detailed 

        information.              information. 

 

[]     Leave message with call-back number  []     Leave message with call-back number  

        only.              only. 

 

[]     O.K. to communicate using email ______________________________________________ 

 

[]     Other: ____________________________________________________________________ 

 

Written communication: 

[]     O.K. to mail to my home address.  []     O.K. to fax to this # _______________ 

 

[]     O.K. to mail to work/office address.  []     Other: __________________________ 

 

[]     I permit the Agency to discuss my PHI (personal health information) with, and to disclose 

my PHI to, the following individuals. 

 

[]     Spouse ______________________________ 

 

[]     Adult Children ________________________  ______________________________ 

 

[]     My parent(s) __________________________  ______________________________ 

 

[]     Personal representative _______________________________________________________ 

 

 

[]     If checked, the following additional instructions apply: 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

 

_________________________________________  ______________________________ 
Patient signature       Date 

 
If signed by patient’s authorized representative, describe the representative’s authority: 
[]     Patient is a minor; I am the patient’s parent and natural guardian. 

[]     Patient is a minor, I am the patient’s guardian, appointed by the _____________________ County Juvenile Court. 

[]     Patient is a ward; I am the patient’s guardian, appointed by the _____________________ County Juvenile Court. 
[]     The patient is deceased.  I am the patient’s surviving spouse. 

[]     The patient is deceased.  I am the executor or administrator of the patient’s estate, appointed by the ____________________ County Probate  

        Court. 
[]     I am the patient’s attorney in fact, as designated in the patient’s Durable Power of Attorney for Health Care. 

[]     Other (describe): ___________________________________________________________________________________________________ 
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PATIENT HIPAA CONSENT FORM 

(Health Insurance Portability and Accountability Act of 1996 – HIPAA) 

 

Our Notice of Privacy Practices provides information about how we may use and disclose 

protected health information about you.  The Notice contains a Patient Rights section describing 

your rights under the law.  You have the right to review our Notice before signing this Consent.  

The terms of our notice may change.  If we change our Notice, you may obtain a revised copy by 

contacting our office. 

 

You have the right to request that we restrict how protected health information about you is used 

or disclosed for treatment, payment, or health care operations.  We are not required to agree to 

this restriction, but if we do, we shall honor that agreement. 

 

By signing this form, you consent to our use and disclosure of protected health information about 

you for treatment, payment, and health care operations.  You have the right to revoke this 

Consent, in writing, signed by you.  However, such a revocation shall not affect any disclosures 

we have already made in reliance on your prior Consent.  The Practice provides this form to 

comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 

 

The patient understands that: 

 

• Protected health information may be disclosed or used for treatment, payment or 

health care operations. 

• The Practice has a Notice of Privacy Practices and that the patient has the opportunity 

to review this Notice. 

• The Practice reserves the right to change the Notice of Privacy Policies. 

• The patient has the right to restrict the uses of their information but the Practice does 

not have to agree to those restrictions. 

• The patient may revoke this Consent in writing at any time and all future disclosures 

will then cease. 

• The Practice may condition treatment upon the execution of this Consent. 

 

 

 

This Consent was read by: __________________________________________________ 

     (Print your name – Patient or Representative) 

 

Relationship to Patient (if other than patient): ___________________________________ 

 

________________________________________________________________________ 
Patient or Representative Signature    Date 

 

In front of:_______________________________________________________________ 
     (Printed name of practice representative.) 

 


