

Urgent Care of Westchester
155 White Plains Road Suite 101
Tarrytown, NY 10591
Telephone (914) 372-7171 Fax (914) 909-4182
     


REGISTRATION FORM
					
					Patient Information			Date______________

 Name:_______________________________________________________________________________________________

Address:____________________________________________City:_______________State:_________Zip_______________ 

Phone (______)_________________  Work Phone (_____) ________________ Cell Phone (______)____________________

 Date of Birth:_______________ Social Security Number:________________  Primary M.D.___________________________

How did you hear about us? ____________________________________________________________________

Person to contact in case of emergency_____________________________________ Phone_______________________

Reason for today’s visit ______________________________________________________________________________

Email address ____________________________________________________________________________________

					Insurance Information

Name of Insured_________________________________DOB_______________Relationship to Patient ________________

SSN#:________________________  Name of Employer:_______________________ Work Phone: (____)_______________

Address of Employer:___________________________________City__________________State:________Zip ___________ 

Insurance Company_____________________________ Grp #______________________ ID#_________________________

Ins Co Address:_______________________________________________ Ins Co. Phone:_____________________________

DO YOU HAVE ANY ADDIONAL INSURANCE?   Yes   No   IF YES, COMPLETE THE FOLLOWING    
Name of Insured_________________________________DOB_______________Relationship to Patient ________________
SSN#:________________________ Name of Employer:_______________________ Work Phone: (____)_______________
Address of Employer:___________________________________City__________________State:________Zip ___________ 
Insurance Company_____________________________ Grp #______________________ ID#_________________________
Ins Co Address:_______________________________________________ Ins Co. Phone:_____________________________
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Authorization and Release 

Authorization for Treatment: I voluntarily consent to the administration and cost of medical and surgical procedures for myself or my dependent.
Assignment of Insurance Benefits: I authorize payment directly to Urgent Care of Westchester, PLLC for all benefits otherwise payable to me.
Guarantee of Payment: I understand that I am financially responsible and agree to pay all charges that are not paid or billed to insurance or any other third party payer. I understand that I must pay in full today for all services rendered unless my insurance is accepted. I also understand that Insurance is accepted, I must pay all applicable insurance co-pays, coinsurance, and deductibles today. If you are unable to verify my insurance at time of service, I will pay in full for service. 							

Release of Records: I authorize Urgent Care of Westchester, PLLC to release (verbal or in writing) confidential medical information to any person or entity including my insurance carrier, employer if treatment is related to employment purposes, or other health care operations which may be liable to me or my practitioner(s) for charges for treatment and for quality management, utilization review, transfer, and follow-up purposes. 
Receipt of Privacy Practices: I acknowledge that I have received and read the Notice of Practices of Urgent Care of Westchester, PLLC.
I understand that a copy of this agreement may be used with the same effectiveness as the original.

Patient Signature____________________________________________	

Date________________________________

Parent Guardian Signature______________________________________

Date________________________________

Consent for notification of test results
I give permission to Urgent Care of Westchester, PLLC to notify________________________________ Relationship_____________________________

My health information: Patient Signature __________________________________________________
I give permission to Urgent Care of Westchester to leave any health information on my answering machine.
Patient Signature:______________________________________________________________________





