
[image: image1.emf]Dr. Rajendra F. Patel   2965 - D Johnson Ferry Road   Marietta, GA 30062     Medical Registration     Patient's Last Name : _______ __ _________   First Name : ______ __ _ ________  MI:  _____   Address:  ________________________________________________________________   City, State,  Zip Code:  ______________________________________________________   Birth Date:  ______________  Age:  ______  Sex:  ______  (  ) Married (  ) Single (  ) Widow   SSN of Patient:  ___________________   Home / Work #:  ______________________   Patient Employer:  __________ ______________  Cell #:  _______________________   Occupation:  ____________________________________________________________   Name of Spouse / Guardian:  _______________________________________________   Name of Person Carrying Insurance:  __________________________ _______________   SSN of Policy Holder:  __________________  Relationship to Patient:  ___ ____________   Name of Insurance Company:  _____________________  ID #:  ______________ _______   Email Address:  _____ ____________________________ ______________________   Each patie nt is responsible for payment on his or her account. We will file to participating  insurance companies for services rendered for reimbursement.   Acknowledgment of Receipt of Notice of Privacy Practices .     I  ________________________  acknowledge that I have re ad a copy of Rajendra F. Patel       (Name of Patient)   M.D.'s Notice of Privacy Practices. This notice how Rajendra F. Patel M.D. may use and disclose  my protected health information, certain restrictions on the use and disclosure of my healthcare  information,  and rights I may have regarding my protected health information.     ________________________________________________________________________     (Signature of Patient / Representative)                         (Relationship to Patient)                                                       (Date)     Referred by:  _____________________________________________________________  


