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                                       PATIENT REGISTRATION FORM

Date: ___________________________ 

Ref.Physician: ___________________

SSN: ____________________________


Patient Name: __________________________________________________________________
Address: ______________________________________________________________________	 
DOB: ___________    M     F     
Height: _______   Weight: _________
Phone: (home): ________________(cell): ______________(work)________________________	 
Email: ________________________________________________________________________

Emergency Contact: _____________________________________  
Relationship: ___________________________________________
Emergency Contact’s Phone#: ________________________________ 

Insurance Information:
Primary:
Subscriber’s Name: ________________________Relationship to Subscriber: _______________
Insurance Co.: __________________________________   Policy #: ______________________ 
Group #: ___________________
Employer: _____________________________________________________________________
Employer’s Address: ____________________________________________________________ 
Employer’s Phone Number: __________________

Secondary:
Subscriber’s Name: _____________________________________________________________   
Relationship to Subscriber: ___________________________________
Insurance Co.: __________________________________   Policy #_______________________      
Group #: _________________
Employer: _____________________________________________________________________

[bookmark: _GoBack]Place of Retirement: _____________________________________________________________
Phone Number: _________________________________


PATIENT AUTHORIZATION TO RELEASE MEDICAL INFORMATION AND CLAIM PAYMENT AUTHORIZATION: I HEREBY AUTHORIZE MDSLEEP, INC AND ALL ITS ASSOCIATES TO RELEASE ANY INFORMATION REGARDING SERVICES RENDERED BY THEM AND ALLOW A PHOTOCOPY OF MY SIGNATURE TO BE USED TO FILE INSURANCE. I UNDERSTAND I AM FINANCIALLY RESPONSIBLE FOR ALL THE FEES FOR SERVICES RENDERED WHETHER OR NOT PAID BY INSURANCE. I ALSO HEREBY AUTHORIZE AND DIRECT MY INSURER TO ISSUE PAYMENT CHECK(S) FOR BENEFITS DUE ME FOR THE SERVICES RENDERED BY THE ABOVE NAMED TO BE MADE DIRECTLY TO IT REGARDLESS OF MY INSURANCE BENEFITS, IF ANY. 
RELEASE OF MEDICAL LIABILITY:
I HEREBY RELEASE, ACQUIT, AND DISCHARGE MDSLEEP, INC AND ITS EMPLOYEES, AGENTS, AND ALL AUTHORIZED REPRESENTATIVES FROM ALL DAMAGES, INJURIES, ILLNESSES, OR CLAIMS THAT MAY OCCUR DURING A SLEEP STUDY ADMINISTERED BY MDSLEEP, INC.

SIGNATURE: _________________________________________DATE: __________________

PATIENT/LEGAL GUARDIAN: __________________________________________________

PLEASE, PRINT NAME OF PATIENT, PARENT OR LEGAL GUARDIAN:

______________________________________________________________________________
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