ourlinir

{We specialize in your heatth

Patient Registration

Patient Information

Last Name: First Name: Ml: Date of Birth:
Marital Status: Sex:
[[IMarried [T]Single []Divorced [JWidowed []Separated [[JMale [JFemale
Address: Apt #:
City: State: Zip:
Home Phone: Cell Phone: Work Phone:

Social Security Number:

Email Address:

We can TEXT patients some information regarding Lab results, Prescriptions, Medications, Referrals, and other general medical information.

Would you like to be notified this way? l:l Yes

DNO

Insurance Information

Primary Insurance Name: Policy/ID No.: Group No.:
Secondary Insurance Name: Policy/ID No.: Group No.:
Emergency Contact Information
Name: Phone No.: Relationship:
Pharmacy Information
Name: Phone No.:
Address: City: State: Zip:
Mail Order Pharmacy Information
Name: Phone No.:
Disclosure Information - Who may we share your protected health information with?
Name: Phone No.: Relationship:
Name: Phone No.: Relationship:
Name: Phone No.: Relationship:
I understand | am required to access the patient portal to see my lab results, or to schedule an appointment to go over the
Initials results with a provider.
|:| Yes |:| No | Would you like to learn more about medspa services from Body by YourClinic? You may be contacted by phone call or text.

PF-200 Acknowledgement of Receipt of Notice of Privacy Practices.
Our practice reserves the right to modify the privacy practices outlined in the notice.
| have reviewed this office's Notice of Privacy Practices, which explains how my medical information will be used and disclosed by
E.S.Romanelli,MD,PA. | understand | am entitled to receive a copy of your Notice of Privacy Practices.

Name of Patient (Print):

Signature:

Date:

Signature of Patient Representative:

Relationship to Patient:
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