Usal Cosmetic Surgery Center
Registration Information
REFERRED BY: _________________________ER_______________DR.________________


Patient Information

Last Name: ______________________ First Name: ___________________ MI: ______DOB:________SS#____________________

Address: _____________________________________ City: _______________________ State: _______________ Zip:____________
Home Phone: __________________________ Work Phone: ___________________ Cell:______________________

Age: ___________       Allergies:_________________________ 
Sex: M / F  
Height: ________ Weight: ________ 
Pt Employer: _______________________________ Employer Tel: ___________________ Occupation:_______________________

Employer Complete Address: ___________________________________________________ Supervisor: ______________________
In Case of Emergency: _____________________________ Relation: _______________________ Phone:___________________


Primary Insurance

Insurance Co.: _____________________ Policy#: _________________ Group#: ____________ Group Name: __________________
Insurance Claims Address: ________________________________ City: ___________________ State: _________ Zip: ___________

Subscriber (If not Pt.): ________________________ SS#:_____________________ DOB: _________ Relation: _________________

Subscriber Employer: ___________________________ Occupation: ____________________ Work Tel: ______________________
Employer Address: ______________________________ City: _______________________ State: __________ Zip: ______________

Pre-Cert Required: Y / N
Pre-Cert Approval#: ___________________ Tel#:_____________________
Contact: ______________

Authorize Required: Y / N
Authorization#: _______________________ Tel#: ____________________
Contact: ______________

Referral Required: Y / N
Referral#: _______________________ Primary DR. ____________________ Tel: _________________

Adjuster: _____________________________ DOA: _______________ Claim#: ____________________ Tel:___________________

Worker’s Comp: ____________________________________________ No Fault: __________________________________________


Secondary Insurance

Insurance Co.: _____________________ Policy#: _________________ Group#: ____________ Group Name: __________________

Insurance Claims Address: ________________________________ City: ___________________ State: _________ Zip: ___________

Subscriber (If not Pt.): ________________________ SS#:_____________________ DOB: _________ Relation: _________________

Subscriber Employer: ___________________________ Occupation: ____________________ Work Tel: ______________________

Employer Address: ______________________________ City: _______________________ State: __________ Zip: ______________

Pre-Cert Required: Y / N
Pre-Cert Approval#: ___________________ Tel#:_____________________
Contact: ______________

Authorize Required: Y / N
Authorization#: _______________________ Tel#: ____________________
Contact: ______________

Referral Required: Y / N
Referral#: _______________________ Primary DR. ____________________ Tel: _________________

Authorization to Release Medical Information: I hereby authorized Usal Cosmetic Surgery Center to release any information acquired during the course of my examination and treatment as requested by my insurance carrier, any agent working with, or on behalf of my Insurance carrier, The Health Care Administration, any hospital or Physician I may be referred to by this office.

Authorization to take Photographs: I hereby authorize Usal Cosmetic Surgery Center to take photographs for my medical records and submit these to my insurance carrier and/or attorney, and if I am not identified by name, for medical research, education and publication.
Authorization to Pay Benefits to Physician: I irrevocably assign Usal Cosmetic Surgery Center to all my rights and benefits under any insurance contracts for payment for services rendered to me. I irrevocably direct that all such payments go directly to Usal Cosmetic Surgery Center. I irrevocably authorize all information regarding my benefits under my insurance policy relating to any claim by Usal Cosmetic Surgery Center to be releases to Usal Cosmetic Surgery Center. I understand that any deductible, co-payment, and/or non covered amounts are my responsibility to pay. I understand that if the insurance company pays me directly for the services provided by Usal Cosmetic Surgery Center, it is my responsibility to endorse the payment to Usal Cosmetic Surgery Center. I understand that if I do not pay those amounts, which are my responsibility to pay, I will also be responsible for any additional fees incurred during the collection process, including the collection agency fees.
__________________________________________________________________________________________________________
I have received information regarding the licensure, relevant educational training and experience on person(s) responsible for delivery of care, treatment and services. X_____________________________________________________________________________________________
Patient Signature (or person authorized to sign for patient)


Date
