RIVERSIDE MEDICAL GROUP

REGISTRATION FORM

Last Name: 
  First Name: 
  Initial: 

Address: 

  City: 
  State: 

Zip Code:  
  Home Phone: (         ) 
-
  Cell Phone: (         ) 
-


I AUTHORIZE RMG TO LEAVE MESSAGES ON MY HOME ANSWERING MACHINE REGARDING MY CARE AND TREATMENT.   Please circle:     YES                  NO

⁮Male      ⁮Female       Marital Status: 
  Date of Birth: _____/_____/_____  Social Security #: 


Race: ⁮White  ⁮Other 

  Language: ⁮English  ⁮Other 

  Ethnicity: ⁮Hispanic/Latino  ⁮Other 

Employer: 



  Work: (        ) 
-



Emergency/Alternate Contact:  Name: 
  Relationship: 



Home Phone: (         ) 
-
   
Work Phone: (         ) 
-



♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦

As the responsible party, I agree that all charges that are not paid by my insurance company will be my responsibility.

SIGNATURE: 









♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦

Primary Insurance Co. Information:

Company Name: 


  Subscriber: 





Certificate Number: 


  DOB: 

  SSN: 



Patient Relationship:  ⁮Self          ⁮Spouse          ⁮Child          ⁮Other 







♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦

Secondary Insurance Co. Information: 

Company Name: 


  Subscriber: 





Certificate Number: 


  DOB: 

  SSN: 



Patient Relationship:  ⁮Self          ⁮Spouse          ⁮Child          ⁮Other 







♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦

AUTHORIZATION FOR MEDICAL INFORMATION & PAYMENT OF MEDICAL BENEFITS

I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS MEDICAL CLAIMS FOR SERVICES PROVIDED BY THE PHYSICIAN OR MID-LEVEL PRACTITIONER.
I ALSO AUTHORIZE PAYMENT OF MEDICAL BENEFITS DIRECTLY TO RIVERSIDE MEDICAL GROUP FOR SERVICES PROVIDED.

PRINT FULL NAME


SIGNATURE



DATE
I have received RMG Notice of Privacy Practices: 









                      SIGNATURE



DATE
NOTIFICATION TO MEDICARE B PATIENTS/THIS DOES NOT APPLY TO TUFTS MEDICARE PREFERRED
Medicare will only pay for services that it determines to be “reasonable and necessary” under section 1862 (a)(1) of the Medicare law.  If Medicare determines that a particular service, although it would otherwise be covered, is “not reasonable and necessary” under Medicare program standards, Medicare will deny payment for that service.  It is believed that, in your case, Medicare will deny payment for routine physical examinations, and any testing associated with this exam, and immunizations such as Tetanus injections.  Therefore, payment for any of the above services will be expected at the time of services by the patient.

SIGNATURE:  





   DATE: 






