Halifax Heart Center
REGISTRATION FORM

(Please Print)
Today's Date / / MRN

Patient Information
O Mr. Q Miss . .
Patient’s Last Name First Middle O Mrs. O Ms. Marital Status (Circle One)
Single / Mar / Div / Sep /
Wwid
Language:
Race: White Black Social Security # Ethnicity: Birth Date Gender Identity: | Sex
Other I oM 4ar
Street Address City State  ZIP Code Cell Phone No. Home Phone No.
{ )
P.O. Box City State ZIP Code
Occupation Employer Employer Phone No.
{ )
Preferred
Pharmacy: Email:
Preferred Lab: Emergency Contact:
Phone #:
Referred By: Primary Care Other

Insurance/Billing (Please give your insurance card to the front desk)

‘ Responsible Party: Address (if different) l

Responsible Tel #
Relationship to Patient: .
Sex: M F ( ) -
Primary
Insurance: Responsible Party Employer: Employer Phone No.
( )
Policy ID: Group#
Subscriber's Name Subscriber's S.S. # Birth Date Ins Tel# Co-Payment
/] $
a
Patient's Relationship to Subscriber Q Self QO Spouse Q Child Other
Name of Secondary Insurance (if applicable) Subscriber's Name Group # Policy #
Patient's Relationship to Subscriber Q Self Q Spouse O Child a Other
Consent
Preferred Method of Contact: (Check all that Apply)
Mail Phone Sentara Patient Portal | consent to obtaining a history of
No Preference my medications purchased at
Consent for practice to leave messages on patient provided phone pharmacies.
numbers Yes No YES NO

The above information is true to the best of my knowledge. | authorize my insurance benefits be paid directly to Halifax Heart Center. | understand

that | am financially responsible for any balance. | also authorize Halifax Heart Center or insurance company to release any information required to
process my claims.

X

PATIENT/GUARDIAN SIGNATURE DATE




