EDITH A. JONES-POLAND, M.D., INC. .
PATIENT REGISTRATION * ALL PATIENTS COMPLETE

PAGES 1-7
Last Name First Name M.1I. Date of Birth
Mailing Address City State Zip
Residence Address City State Zip
Sex: M F  Marital status: S M D W Sep Social security number
Primary Language spoken by patient
HOME PHONE WORK PHONE CELL PHONE
Employer Name and address
Spouse Last Name First Name M.I.
Spouse Employer Name and address
Spouse Home phone Work phone Cell phone
COMPLETE ONLYIF THE PATIEN TISAMINOR .......................................................................................................
Responsible parent Last Name First Name M.1.
Mailing Address City State Zip

Home phone Work phone Cell phone

Employer Name and address

Social Security number Date of Birth

Primary language spoken by parent (or guardian)

Primary Insurance Name HMO? Y N

Secondary Insurance Name HMO? Y N

PLEASE ALLOW THE RECEPTIONIST TO PHOTOCOPY YOUR INSURANCE CARD(S)

Person(s) to Notify in Case of Emergency Relationship

Phone Number(s)

I hereby authorize payment of insurance benefits otherwise due to me to be made directly to Edith A. Jones-Poland, M.D. |
authorize the release of any protected health information necessary to process my claim for payment. | understand that |
am financially responsible for payment to Edith A. Jones-Poland MD for charges related to services provided or incurred by
me or my dependents.

SIGNATURE (Responsible Party) Date




