Family Practice Associates
13911 St Francis Blvd. /Suite 101/Midlothian, VA 23114
Patient Registration

Doctor______________	_____								     Date___________________

Name ________________________________ Sex___ Age ____SS # ___________________   Date of Birth ___________
Address _________________________ __________ City _______________________ State ____ Zip Code ___________
Home Number ___________________               Work Number _______________               Cell Number _______________
Employer___________________________________ 			Occupation _____________________________
Address ___________________________________________________________________________________________
Name of Spouse ____________________________________   Spouse’s Employer _______________________________
Employer Address/Phone Number ______________________________________________________________________
Please complete if person responsible for bill is other than above patient:
Name ___________________________________________ Relationship ______________   SS# ____________________
Address _________________________ __________ City _______________________ State ____ Zip Code ___________
Home Number ___________________               Work Number _______________               Cell Number _______________
Employer___________________________________ 			Occupation _____________________________
Address ___________________________________________________________________________________________

Emergency Contact: __________________________________		Relationship ____________________________
Home Number ___________________               Work Number _______________               Cell Number _______________

Who may we thank for referring you? __________________________________________________________________
INSURANCE INFORMATION
Primary  Insurance:	_____________________________		_______________________________________
			Name of Company				Address
			_____________________________	____________________               ___________________
			Name of Subscriber/			Relationship to Patient		Date of Birth
			Policy ID # _______________________   Group # ____________    SS # ____________________			
Secondary Insurance	_____________________________		_______________________________________
			Name of Company				Address
			_____________________________	______________________            __________________
			Name of Subscriber			Relationship to Patient		   Date of Birth	

                                           Policy ID # _______________________   Group # ____________    SS # ____________________

I understand that my insurance coverage does not relieve me of any responsibility for payment of the account. I agree that I shall be fully responsible in the event that it becomes necessary to refer my account, for any collection costs including agency, lawyer and court fees, as outlined in the Financial Policy.	


Signature _____________________________________			          Date _________________	



																									Account No. _________
										Initials:  _____________	

