REGISTRATION FORM	         SEGAL HEALTH SERVICES, PC / STEVEN SEGAL MD, PC


 Today’s Date: _______________________________________
PERSONAL INFORMATIONPatient Name: ___________________________________	Maiden Name: ___________________
DOB: _______________    Age: _____    Gender: _____	Social Security #: ________________
Street Address: _____________________________________________________________________
City / State / Zip Code: _______________________________________________________________
Cell Phone: _______________________________	Home Phone: __________________________
Email Address: ____________________________	Marital Status: M 	S 	D 	W 	

PRIMARY INSURANCE INFORMATIONInsurance Provider: __________________________________	Member ID: _____________________
Phone Number: _____________________________________	Group Number: __________________
Subscriber Name: ___________________________________	Subscriber DOB: _________________

SECONDARY INSURANCE INFORMATIONInsurance Provider: __________________________________	Member ID: _____________________
Phone Number: _____________________________________	Group Number: __________________
Subscriber Name: ___________________________________	Subscriber DOB: _________________

EMERGENCY CONTACT INFORMATIONEmergency Contact Name: ____________________________________________________________
Relationship: ______________________________________	Phone: _________________________

EMPLOYMENT INFORMATIONEmployer Name: ____________________________________________________________________
Address: ___________________________________________________________________________
Phone Number: ___________________________________	Occupation: _____________________


DEA COMPLIANCE 							Financial Responsibility
I understand that all patients are required to submit random 		I understand that payment/co-payment is expected at 
urine drug screens if they are taking a controlled substance 		time of service. I authorize Dr. Segal, Associates and 
or suspected of using a controlled substance.  Failure to 		Staff to furnish information to insurance providers con-
comply may result in being discharged as a patient. I have 		cerning my diagnosis & treatment of my dependent or 
been offered Notice of Privacy Practices and one is available 		myself and hereby assign to provider(s) all insurance
upon request.							payments for services rendered for myself or depen-
								dent(s). I also acknowledge responsibility for payment
[bookmark: _GoBack]								for all fees regardless of insurance I may have. If for
any reason my account should become delinquent, I agree to pay for all collections fees and attorney fees. 
					
SIGNATURE: _________________________________________ 	DATE: __________________
