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Deer Park Family Doctors  

NEW PATIENT REGISTRATION 
         
First Middle Last 

             
Date of Birth Marital Status Social Security # 

 Male  Female 
  

   
Home Street Address 

        
City State Zip 

   
Home Phone Pager Cell  

Fax Email 

    
Employer   Occupation  

    
Work Address 

      
City State Zip 

  
Work Phone 

ACCESS TO INFORMATION: I authorize the following to receive medical information on my behalf 

Name Relationship to Patient 

EMERGENCY CONTACT 

Name Relationship to Patient Phone 

INSURANCE INFORMATION: Primary Secondary 

  
Primary Carrier Name Second Carrier Name 

    
Employer Employer 

    
Policy ID Policy ID 

GroupID GroupID 

    
 Insured: __Self  __Spouse  __Parent  __Other  Insured: __Self  __Spouse  __Parent  __Other 
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PARTY RESPONSIBLE  FOR  BALANCE 
      
Name Relationship to Patient Phone 
   
Address 
      
City State Zip 

AUTHORIZATION AND ASSIGNMENT TO RELEASE INFORMATION TO INSURANCE CARRIER 
I certify that I (or my dependent) have insurance coverage with the above payor(s) and assign directly to 
Deer Park Family Doctors all insurance benefits, if any, otherwise payable to me for service rendered. I 
understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby 
authorize the doctor to release all information necessary to secure payment of benefits. I authorize use of 
my signature on all insurance submissions. 

    
Signature Date 
 
 


