PATIENT REGISTRATION Date:

Welcome to our office. We are committed to providing the best, most comprehensive care possible. We
encourage you to ask questions. Please assist us by providing the following information. All information is
confidential and is released only with your consent. Please fill in the blanks below the line.

Patient Name Date of Birth Sex Age
Parent if Patient is a Minor E-Mail
Patient’s Social Security Number California Driver’s License No.

Home Address

City State Zip

Home Telephone Number Work Telephone Number Cell Telephone Number
Occupation Employer's Name

Employer’'s Address City State Zip

Spouse Name Employer

Primary Physician’s Name

Whom May We Thank for Referring You to Our Practice?

NOTIFY IN CASE OF EMERGENCY

Name Relationship
Address City State Zip
Home Telephone Work Telephone Cell Telephone Number

ASSIGNMENT AND RELEASE

I, the undersigned certify that | (or my dependent) have insurance coverage with

and assign directly to Zena Levine, M.D. Medical Corporation, Inc. all insurance benefits, if any, otherwise

payable to me for services rendered. | understand that | am financially responsible for all charges whether or

not paid by insurance. | hereby authorize the doctor to release all information necessary to secure the
payment of benefits. | authorize the use of this signature on all insurance submissions.

Patient/Guardian Signature Date
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