
   PATIENT REGISTRATION 
 

DATE_______________________                                Primary Care Physician: ________________________ 
         
      DATE      

 NAME____________________________________________OF BIRTH_____________________AGE________ 
 

ADDRESS______________________________________________CITY_____________________ZIP________ 
 
PHONE#_______________________________________CELL PHONE#________________________________ 
 
E-MAIL ADDRESS______________________________SOCIAL SECURITY#__________________________ 
 
EMPLOYED BY____________________________________________OCCUPATION_____________________ 
 
BUSINESS ADDRESS_______________________________________BUSINESS PHONE#________________ 
 
DRIVER’S LICENSE NUMBER_________________________________________________________________ 
 
NAME OF SPOUSE OR PARENT (IF MINOR)____________________________________________________ 
 
SPOUSE OR PARENT  
EMPLOYED BY______________________________________OCCUPATION___________________________ 
 
BUSINESS ADDRESS_________________________________________BUSINESS PHONE#______________ 
 
REFERRED BY______________________________________________FOR_____________________________ 
 
DO YOU SMOKE? ____________________ 
 
LIST ALL DRUG ALLERGIES_________________________________________________________________ 
 
OTHER FAMILY MEMBERS SEEN HERE_____________________________________________________ 
 
NEAREST REALTIVE/FRIEND 
NOT LIVING WITH PATIENT_________________________________________________________________ 
        NAME                                                                                       PHONE 
INSURANCE ASSIGNMENT AND CONSENT TO RELEASE INFORMATION 
 
INSURANCE COMPANY______________________________________________________________________ 
 
ADDRESS____________________________________________________________________________________ 
 
 ID#______________________GROUP#____________________INSURED’S DOB_________________ 
 
 MEDICARE #_________________________________________________________________________ 
 
FINANCIAL INFORMATION FOR MINORS 
PERSON RESPONSIBLE FOR THIS ACCOUNT__________________________________________________ 
 
ADDRESS______________________________________________________PHONE NO___________________ 
I hereby authorize Gabriel Carabulea, M.D., to furnish information to the above named insurance carriers 
Concerning this illness,  and I hereby irrevocably assign to Gabriel Carabulea, M.D., all payments for medical 
Services rendered.  A Photostat copy of this assignment shall be considered as valid as the original. 
 
 
_______________________________________________   _____________________________________________ 

INSURED’S SIGNATURE      PATIENT’S SIGNATURE 


	ADDRESS______________________________________________CITY_____________________ZIP________
	I hereby authorize Gabriel Carabulea, M.D., to furnish information to the above named insurance carriers


