
 
NEW PATIENT REGISTRATION FORM 

 
PATIENT NAME: ______________________________________________________   DATE OF BIRTH:_________________ 
                        LAST                                           FIRST                                   M 

HOME ADDRESS: ____________________________________________________________________________________ 

CITY: ___________________________________ STATE: ____________________  ZIP CODE:______________________ 

EMAIL: _____________________________________________   HOME PHONE: _________________________________ 

CELL PHONE:____________________________   PATIENT STATUS:  SINGLE    MARRIED    OTHER__________________ 

PREFERRED PRONOUNS:  HE, HIM, HIS    SHE, HER, HERS    THEY, THEM, THEIRS     OTHER    DECLINED  

GENDER IDENTITY:  M    F    MALE-TO-FEMALE    FEMALE-TO-MALE    GENDERQUEER    OTHER    DECLINED 

RACE: ______________________________________  PREFERRED LANGUAGE: __________________________________ 

ETHNICITY:  HISPANIC/LATINO    NON-HISPANIC LATINO    DECLINED 

PRIMARY CARE PHYSICIAN______________________________________________________________________________ 

REFERRING PROVIDER ________________________________________________________________________________ 
 

FINANCIAL RESPONSIBLE PARTY 
 PATIENT   SPOUSE  PARENT  OTHER   

RESPONSIBLE PARTY’S NAME 
 

 

CELL PHONE 
 

RESPONSIBLE PARTY’S ADDRESS 

 

PRIMARY INSURANCE COMPANY POLICY/ID NUMBER GROUP NUMBER 

 

PRIMARY INSURANCE COMPANY ADDRESS 

 
STREET                                                       SUITE#                       CITY                            STATE                                 ZIP CODE 
 

NAME OF POLICY HOLDER___________________________________  MALE   FEMALE  RELATIONSHIP_______________ 
 
 

POLICY HOLDER’S DATE OF BIRTH  
 
 

POLICY HOLDER’S ADDRESS 

SECONDARY INSURANCE COMPANY POLICY/ID NUMBER GROUP NUMBER 

 

SECONDARY INSURANCE COMPANY ADDRESS 

 
STREET                                                       SUITE#                       CITY                              STATE                               ZIP CODE 
 

NAME OF POLICY HOLDER___________________________________  MALE   FEMALE  RELATIONSHIP_______________ 
 
 

POLICY HOLDER’S DATE OF BIRTH  
 
 

POLICY HOLDER’S ADDRESS 

 

Sepehr Mesdaghinia, MD FACR 
Board Certified Rheumatologist 



 
PHARMACY BENEFITS 

INSURANCE NAME 

 

POLICY/ID NUMBER GROUP NUMBER 

 

RX BIN # PCN # INSURANCE PHONE # 

 

PREFERRED LOCAL PHARMACY 
NAME 
 

SPECIALTY PHARMACY INFORMATION 
NAME 

PHONE # 

 
FA X# 

PHONE # 

 
FAX # 

ADDRESS 
 
 
 

ADDRESS 

IN CASE OF EMERGENCY PLEASE NOTIFY: 
 
NAME ___________________________________________________________ 
             FIRST                                       M                                                   LAST 
 

 

RELATIONSHIP ____________________ 

HOME PHONE ____________________ 

WORK PHONE__________________ 

 

 
 

AUTHORIZATION TO RELEASE INFORMATION TO INDIVIDUALS/FAMILY MEMBERS 
 
In accordance with federal government privacy rules implemented through the Health Insurance Portability and Accountability 
Act of 1996 (HIPAA), in order for your physician or his/her staff to discuss your medical and/or financial information with 
members of your family or other individuals that you designate, we must obtain your authorization prior to doing so. In the 
event of a critical episode, or if you are unable to give your authorization due to the severity of your medical condition, the law 
stipulates that these rules may be waived. 
 
   I DO authorize the Practice to release any or all information to the following individuals: 
 
 
___________________________________________  ___________________________________________ 
Name        Relationship 
 
___________________________________________  ___________________________________________ 
Name        Relationship 
 
___________________________________________  ___________________________________________ 
Name        Relationship 
 
 
 
__________________________________________   _______________________  
Patient Signature      Date 


