
Northwest Rheumatology
Patient Registration Form

Patient Information:
Last Name: __________________First Name: _____________ Middle: _________ Birth Date: _______

Address:___________________________________________City:_____________State:____________ Zip:________________

Home #_______________________Work #____________________Mobile#___________Age_______Sex______

Marital Status:________________ SSN#__________________ Email:________________________________

Primary Insurance Information
Name:_____________________________Policy #___________________________Group #______________________

Copay Amount_____________________

Secondary Insurance Information
Name:_____________________________Policy #___________________________Group #______________________

Copay Amount_____________________

Employer or School Information
Name:_____________________________Phone #___________________________Status #______________________

Address:_______________________________________________________Occupation:__________________________

City:_________________________State:________________________ Zip:_______________City:_________________________State:________________________ Zip:_______________

Referring Physician Information
Name:_____________________________Phone #___________________________Fax #______________________

Address:_______________________________________________________City:______________________________State:__________________________Zip:_____________

Primary Physician Information
Name:_____________________________Phone #___________________________Fax #______________________

Address:_______________________________________________________City:______________________________State:__________________________Zip:_____________

FOR MINORS

Mother Information: Father Information:
Name:_____________________________________Name:______________________________________

Address:_________________________________Address:____________________________________

City/ST/Zip:______________________________City/ST/Zip:_________________________________

Phone H/W:_________________________________Phone H/W:_________________________________

Pharmacy
Name:_____________________________Phone #___________________________Fax #______________________

Address:_______________________________________________________City:______________________________State:__________________________Zip:_____________

Authorization to Pay: I hereby authorize payment directly to the business office of Northwest

Rheumatology for sevices rendered. I understand that I am financially responsible for the charges not

covered by my insurance. Any expenses incurred including reasonable attorney's fees and cost of

default in payment of the doctor fees, shall be paid by me.

Signed_________________________________________________Date:____________________
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