
PLEASE PRINT CLEARLY New Patient Registration Patient information Update

Legal Name:

___________________

First

Date of Birth: J_J Sex:

________

SSN# - Preferred Language:

____________

Street Address:

_________________________________________________________________________

City:

______________________________ ____________ ___________

Tele N: Home:

_______________________
_______________________

_______________________

Marital Status: S M W Sep D Race:

Email Address:

________________________________
______________________________

Emergency Contact:

__________________________
_________________________

_______

Patient Employer Information:

Name:

________________________________

Tele #:

_______________________________

Occupation:

_________________________

Street Address:

____________________________________________

City:

__________________________State:

Zip:

___________

Insured Person (if NOT patient):

Name:

______________________________

Tele N:

_____________________________

Date of Birth: J J

Email Address:

________________________________________________________________

SSN#:

____________________________

Relationship to patient:

______

Spouse Dependent Parent/Guardian

information and Assignment of Benefits:
• authorize the release of medical information necessary to prove this claim. I permit a copy of this authorization to be used in place of the original.

• I hereby authorize this organization to apply for benefits on my behalf for covered services rendered by him/her or by his/her order. I request payment
from my insurance company be made directly to Hailer & Hug P.C. (or to the party who accepts assignment).

• I certify the information I have reported with regard to my insurance coverage is correct.
• I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any

time in writing.

Date:

________________________

Signature:

_________________________________________________________________________________________

(Patient, Parent, or Guardian)

Patient Consent:
I understand, under the Health insurance Portability & Accountability Act of 1996 (HIPPA), I have certain rights regarding my protected health information. I
understand this information can and will be used to:

• Conduct, plan and direct my treatment and follow.up among multiple health care providers who may be involved in the treatment directly or indirectly.
• Obtain payment from third-party payers.
• Conduct normal health care operations such as quality assessments and physician certifications.

I have been informed by you of your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information, have
been given the right to review such Notice of Privacy Proctices prior to signing this consent. I understand that this organization has the right to change its Nor/ce of
Privocy Practices from time to time and that I may contact this organization, in writing, at any time at the address below to obtsin a current copy of the Notice of
Privacy Proctices,

understand may request n writing you restrict how my prvate information is used or disciosed to carry out treatment, payment or heaith care operations. i also
understand you are not required to agree to my requested restrictions, but f you do agree than you are bound to abide by such restrictions

i understand that I may revoke this consent in writing at any time, except to the extent that you have taken action relying on this consent,

Patient Name:

_____________________________________________________________

Hailer & Hug P.C - 23800 Orchard Lake Road, Suite 210 — Farmington Hills, Michigan 48336

Middle Initial

Work:

Please Print

Stat,’:

Last

________________

Zip:

______________

Tele #:

Cell:

Ethnicity: Hispanic/Latino Not Hispanic/Latino

Spouse’s Name:,

Relationship:

Relationship to Patient: Self Spouse Parent/Guardian


