Dr Dirk Lourens
REGISTRATION FORM
		

	PATIENT INFORMATION
Patient’s last name:  ________________

  First  name:__________________________                                     
Middle:________________
Marital status:_________________ 
Is this your legal name?
If not, what is your legal name?
Former name:
Birth date:
Age:
Sex:
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Address: [Address/ P.O Box, City, ST  ZIP Code]
Street name:                                                                      town/suburb:                                                                       town code:
Driver’s license number:
Home phone no.:
Cell phone no.:
Occupation:
Employer:
Employer phone no.:
INSURANCE INFORMATION
(Please give your insurance card and medicare card to the receptionist, we will make a copy.)
Person responsible for bill:
Birth date:
Address (if different):
Home phone no.:
Is this person a patient here?
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Is this patient covered by insurance?
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Occupation:
Employer:
Employer address:
Employer phone no.:
Please indicate primary insurance: Health insurer
  Insurer’s company: 
Member’s name:
Birth date:
Policy no:
Expiry date:
Member reference number:
if work cover company: 
Work cover no:
Patient’s relationship to subscriber:
   Medicare number:
Member’s name:
 Member reference number :
Expiry date:
Patient’s relationship to member: 
IN CASE OF EMERGENCY
Name of local friend or relative (not living at same address):
Relationship to patient:
Home phone no.:
Work phone no.:
The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize dr Dirk Lourens or insurance company to release any information required to process my claims. 
I verify that the above information is factual and true to the best of my knowledge. I authorize the doctor to employ x-rays, photographs, anaesthetics, medicines, surgeries, and other equipment or aids as he/she deems necessary in order to provide the proper patient care. I understand that payment, proof of insurance, and/or copy is due at the time of service. 
I authorize this office to apply benefits on my behalf for the covered services rendered. I certify that the insurance information I have provided is factual and correct

Date:                                                         Signature:
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