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PATIENT REGISTRATION

[ PATIENT INFORMATION ]

Mame:

Address:

City: Slate: il | =

Email Address:

Date of Birth; ! = Sex: OM OF

Resp Provider:

Race:

PATIENT EMPLOYMENT

OEmployed OFull Time OPart Time
Ermployer:

Phone: | Yo - OWerk QOOther
Diccupation:

CRetired QUnemployed O0Other

[ GUARANTOR ]

OSame as Patient L0t Other than Patient

Marme:

Address.

Cily: State: ZIP;
Date of Birth: =4 /

[ PRIMARY INSURANCE

OSame as Patient QSame as Guarantor Q0ther

Subscriber;

Insured Phona; ( | -

OHeme OWork OOther

Company;

Relationship to Primary
InsurediGuarantor:

Subscriber Information Reguired
Social Sacurity #: - .

Insured 10

Palicy Group;

** Date of Birth: / | Reguired

Patient Signature;

** Date of Birth: / /

Marital Status;  DMarried OSingle QODivorced
Fhone: | ) - OHome OWork OCell
Phone: { ) - UHome OWork COCel
Phana: { | - OHome OWork OCel
Conlact By: OPhone ZEmail CLelter

Social Sacurity & = :

Preferred Language:

Referral Source; OPatient OYellow Pages OvWebsite

dPhysician  OPhysician Match OCare Station OaAd

QOther

EMERGEMCY CONTACTS

1} Mame:

Relationship: Phone: [ ) )

21 Mams;

Relationship: Phone: {__) -

Employer;

Phone: {___} -

OHoma  OWark QOther

Alt Phone: | ) - OHome OWerk QOther

Soclal Security # - =

Contact By, OPhone OEmail OlLetter

SECONDARY INSURANCE ]

OSame as Patient LSame as Guarantor Q0ther

Subscriber:

Insured Phone:i___) - OHome OWork TOther

Campany:

Relationship to Primary
Insured/Guarantor;

Subscriber Information Required

Social Securily #: - .

Insured 10;

Policy Group;

Reguired

Data:

Over



FINANCIAL RESPONSIBILITY STATEMENT

ASSIGNMENT OF INSURANCE BENEFITS: In consideration of the medical services rendered by Little Company of Mary
Affiliated Services, Tne., 1 hereby assign, transfer and give to Little Company of Mary Affiliated Services, Tnc. all of my rights, title
and interest to medical expense reimbursement benefits under any wsurance policy, ERISA Plan, Medicare Benefits, or any other
public or private health care benefit indemmnification program or agreement otherwise payable to me for those services rendered by
Little Company of Mary Affiliated Services, Inc. This agreement specifically meludes, but is not limited to. an assignment of the
rights to designate a beneficiary, add dependent eligibility, obtain payment of any aute or other third pirty liability policy medical
expense benefits due for this treatment and to have an individual or group policy converted or continued in accordance with its terms

and benefits,

GUARANTEE OF PAYMENT: If my medical insurance coverage 15 not sufficient to satisfy the charges in full; T will be fully
responsible for payment of the balance due upon discharge as consideration for medical services rendered. 1 agree to pay the
established rates of Little Company of Mary Affiliated Services, Inc. for all services, facilities, equipment and supplies rendercd. |
also authorize Little Company of Mary Affiliated Services, Inc. to procure a credit burcau repart to facilitate collection of any self-pay
account balance and agree to pay same. In the event that it should become necessary Lo resort to owtside collection procedures, Little
Company of Mary Affiliated Services, Inc. reserves the right to charge patient its collection costs and reasonable attormey's fees. 1

will cooperate when applying for Financial Assistance, and agree (o provide the necessary documents

MANAGED CARE PRECERTIFICATION, REFERRAL OR AUTHORIZATION OF SERVICES: | understand that my

health plan may require a precertification, referral or authorization of services to be done by the member notifying their insurance plan
before services are provided. Payment for services denied due 10 my lailure to comply with the notification requirements of my

insurance company will be my responsibility.

The undersigned certifies that he/she has read and understands the foregmng, and is the patienmt or is duly authorized o accenr the
g amng P 3 &

above terms on the patient’s behalf,

Signature Date
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