


CROFTON  ?  PODIATRY


DR. BRAD TOLL, DIPLOMATE, AMER. BD. OF PODIATRIC SURGERY


2411 Crofton Ln, Suite 25 ? Crofton, MD 21114
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PATIENT REGISTRATION





Welcome to our office!  So that we may serve you to the best of our ability, please complete this form as accurately as possible and return it to the receptionist.





Last Name * ______________________________ First Name * __________________________ MI ________


Address * _________________________________________________________________________________


City * ________________________________ State * _____________ Zip Code * ______________________


Birthday * ______________________ Age * ______________ Social Security * ________________________


Home Phone * (           ) ________________________ Cell Phone (            ) _________________________


Marital Status * __________ Emergency Contact * _________________________ (          ) ______________


Employer Name ____________________________________________________________________________


Employer Address____________________________________________________ 


		     ______________________________________Work Phone (          ) ___________________





Medical Doctor * __________________________________________ Phone (            ) __________________


Address _________________________________________________ Date Last Seen * ___________________


	 __________________________________________________


Referred by * __________________________ (example:Doctor/Patient/Insurance/Phonebook/Online/Sign)?


****Pharmacy (Name and City) ___________________________________________





Primary Insurance Company * ________________________________________________________________


ID # * ___________________________________________ Group Number * __________________________


Name of Policy Holder * _____________________________ Date of Birth of Policy Holder * ______________


Employer of Policy Holder ______________________





*PLEASE COMPLETE THE OTHER SIDE OF THIS FORM*











Patient Registration continued…





Secondary Insurance Company * ______________________________________________________________


ID # * ___________________________________________ Group Number * __________________________


Name of Policy Holder * _____________________________ Date of Birth of Policy Holder * ______________


Employer of Policy Holder ______________________








SIGNATURE ON FILE


I AUTHORIZE USE OF THIS FORM ON ALL MY INSURANCE SUBMISSIONS


I AUTHORIZE RELEASE OF PERTINENT INFORMATION TO ALL MY INSURANCE COMPANIES


I UNDERSTAND THAT I AM ULTIMATELY RESPONSIBLE FOR MY BILL


I AUTHORIZE DR. TOLL TO ACT AS MY AGENT IN HELPING ME OBTAIN PAYMENT FROM INSURANCE COMPANIES


I AUTHORIZE PAYMENT DIRECT TO DR. BRAD A. TOLL


I PERMIT A COPY OF THIS AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL


WE RESERVE THE RIGHT TO CHARGE A $25.00 FEE FOR APPOINTMENTS MISSED WITHOUT 24 HOURS NOTICE





ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES


I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read (or had the opportunity to read if I so choose) and understood the notice.





Patient Name (please print) * ___________________________________________ Date _________________


Parent or Authorized Representative (if applicable) * ______________________________________________


Patient Signature * _________________________________________________________________________








THANK YOU FOR CHOOSING CROFTON PODIATRY








