Patient Registration


Name:  _____________________________________________________________________________

Address:  ___________________________________________________________________________

City:  _________________________State:_____Zip:  _______Phone:___________________________

Cell Phone:  ____________________________Work Phone:__________________________________

Gender  ________DOB:  __________Age:  _______

Relationship Status  (single, Partnered, Divorced, Widowed): __________________________________

Person Responsible for Billing:

Same As Above:  _____

Name:  _____________________________________________________________________________

Address:  ___________________________________________________________________________

City:  ____________________________State:_____Zip:  _______Phone:________________________

Blue Cross/Blue Shield Member ID # (If Applicable):________________________________________

Group #:  __________________________________Co-Pay:___________________________________

Subscriber’s Name_____________________________Provider’s Phone #  _______________________


Please bring a copy of your insurance card to your intake appointment.

Health Insurance Portability and Accountability Act (HIPAA)

By signing this document, I am acknowledging that I was given the HPIAA Patient’s Service agreement with regards to the use and disclosure of my personal information.  I acknowledge that I am in agreement with dr. Abigail Blackburn’s policies.

______________________________________
						        (Signature)        


I am happy to provide you with a copy of this agreement if you request one.
