Creedmoor Centre Medical Associates, PA                              Patient Registration Information                                         
                                                                                                                               Please complete all sections below!
	 Patient’s  Personal Information

	Marital Status:   FORMCHECKBOX 
 Single    FORMCHECKBOX 
 Married    FORMCHECKBOX 
 Divorced    FORMCHECKBOX 
 Widowed     Sex:   FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female


	

	Name:

last name

first name

initial



	Date of Birth:

_______
/
_______
/
_______
Social Security #:
_______
-
_______
-
_______


	Home Phone: ( _____ ) ____________________
Work Phone: ( _____ ) ____________________
Cell Phone: ( _____ ) ____________________


	Address:

_________________________________
Apt. #:

______
City:

________________
State:

____
Zip:

____________


	

	 Patient ‘s / Responsible Party Information

  Relationship to Patient:   FORMCHECKBOX 
 Self    FORMCHECKBOX 
 Spouse    FORMCHECKBOX 
 Child    FORMCHECKBOX 
 Other: __________________


	Name:



	last name

first name

initial

last name

first name

initial



	Date of Birth:

_______
/
_______
/
_______
Social Security #:
_______
-
_______
-
_______


	Home Phone: ( _____ ) ____________________
Work Phone: ( _____ ) ____________________
Cell Phone: ( _____ ) ____________________


	Address:

_________________________________
Apt. #:

______
City:

________________
State:

____
Zip:

____________


	

	

	How did you find out about our office? Please circle 

	

	                Postcard     Newspaper     Brochure  Our website  Another patient    Another physician  Former pt. of Dr Juer’s 

	                Insurance company website      Rex Heath Net     Wake Med Physician finder    Other

	Confidential email:

	    

	How may we contact you? circle

	     Email     Home phone   Home phone and leave message Cell phone   Cell phone and leave message
     Work phone   Work phone and leave message.

	     

	     Insurance                                                                  Subscriber number

	     Group number (if applicable)                                                      Please bring card with you to apptment, Thank you 

     

	   

	 Pharmacy Information


	Name:

_________________________________________________________________________________


	Address:

__________________________________________
City:

_____________________
State:

____
Zip:

____________


	Phone: ( _____ ) ____________________
Fax: ( _____ ) ____________________


	Emergency Contact


	Name:

__________________________________________________________________    Relationship: _____________________________________


	Address:

__________________________________________
City:

_____________________
State:

____
Zip:

____________


	Home Phone: ( _____ ) ____________________
Work Phone: ( _____ ) ____________________
Cell Phone: ( _____ ) ____________________



Assignment of Benefits • Financial Agreement

I hereby give lifetime authorization for payment of insurance benefits to be made directly to Creedmoor Centre Medical Associates, PA, and any assisting physicians for services rendered.  I understand that I am financially responsible for all charges whether or not they are covered by insurance.  In the event of default I agree to pay all costs of collections, and reasonable attorney’s fees.  I hereby authorize this healthcare provider to release all information necessary to secure the payment of benefits. I further agree that a photocopy of this agreement shall be as valid as the original. I have also received HIPAA information for this office.
Date: ________________    Your Signature: _______________________________________________________________
