REGISTRATION FORM

SURNAME (Last) FIRST NAME

STREET ADDRESS

CITY STATE ZIP CODE
Employed? Yes no NAME OF EMPLOY ER/SCHOOL

HOME PHONE: WORK PHONE EXT
DATE OF BIRTH: SOCIAL SECURITY # - -

MARITAL STATUS: FAMILY PHY SICIAN

PRIMARY INSURANCE COMPANY':

IDENTIFICATION NUMBER GROUP NUMBER
NAME OF INSURED PARTY EMPLOYER
RELATIONSHIP TO PATIENT DATE OF BIRTH

SECONDARY INSURANCE COMPANY::

IDENTIFICATION NUMBER GROUP NUMBER
NAME OF INSURED PARTY EMPLOYER
RELATIONSHIP TO PATIENT DATE OF BIRTH
EMERGENCY CONTACT PHONE RELATIONSHIP
(Other than spouse)
ADDRESS

ASSIGNMENT OF INSURANCE BENEFITS
| hereby authorize direct payment of surgical/medical benefitsto Henry D. Train, M.D. for services
rendered by him in person or under his supervision. | understand that | am financially responsible for any
balance not covered by my insurance.

AUTHORIZATION TO RELEASE INFORMATION
| hereby authorize Dr. Henry D. Train, M.D. to release any medical on incidental information that may be
necessary for other medical care or in processing claims/applications for financia benefit.

Signature: Date:

Finally, | agreethat, if 1 do not pay my full account balance in 30 days and Dr Henry Train refersthis
account to a collection agency and/or attorneys for collection efforts, | will also be responsible for and
agree to reimburse Dr. Henry Train for any and all reasonable collection fees (currently 30% of the balance
due), legal fees, filing fees, service costs and disbursementsincurred as aresult of the collection effort.

Signature: Date:




