Arlington Primary Care 
   Patient Registration Form       

Office (703) 671-8444

     

Patient Name:_______________________________     Social Security Number: _____-______-______

Date of Birth: ____/_____/_____
Sex: M/F
(Circle One) Married/Single/Divorced/Widow

Address: ____________________________________________________________________________





(Street)



(City/State/Zip)

Home Phone:  (____) ______-__________
E-Mail Address: _______________________________

Cell Phone: (____) ______-__________    
Would you be interested in having communications sent to you via e-mail address and/or cell phone?  Y or N (circle)

(Examples: Appointment reminders, administrative updates, and health bulletins)

Employer Name: __________________________      Employer Phone Number: (____) ______-_______

Person responsible for bill or parent (Complete only if different from patient)

Guarantor Name: ________________________________     Social Security Number: _____-____-_____

Relationship to Patient: (please check): ( )Self, ( ) Spouse, or ( ) Parent         Date of Birth: ___-___-_____
Address: __________________________________________________
 Phone Number: ____________

Employer Name: _______________________
   Employer Phone Number: (____) _______-_________
Employer Address: _____________________________________________________________________
                     



(Street)



(City/State/Zip)
Who to call for an emergency:

Name: _____________________________Address: __________________________________________
Home Phone: (____) _____-________
Work Phone: (____) _____-______ Relationship: ____________
Primary Insurance Information

Plan Name: ___________________________               I.D. Number: _____________________________
Address: ________________________________________              Group Number: _________________

Policy Holder: ____________________________ 
       Effective Date: _______________________

Policy Holder’s Social Security Number: ______-_____-_______   Sex:  M / F

Secondary Insurance Information

Plan Name: ___________________________               I.D. Number: _____________________________

Address: ________________________________________              Group Number: _________________

Policy Holder: ____________________________ 
       Effective Date: _______________________

Policy Holder’s Social Security Number: ______-_____-_______   Sex:  M / F

I authorize the release of any medical information necessary to process this bill to my insurance company.   I acknowledge that I am financially responsible for payment whether or not covered by insurance.  Additionally, there is a $25 no show late cancellation fee for appointments cancelled within less than 24 hours. 
Signature: ____________________________________________ 
    Date: ___________________

