                                ARTHUR F. SMITH, M.D.                             PATIENT REGISTRATION FORM

                                           6894 LAKE WORTH ROAD #201

                                           LAKE WORTH, FLORIDA  33467                                       PHONE : 561-433-1100
PATIENT NAME:____________________________________________DATE OF BIRTH:__________________AGE___________

LOCAL ADDRESS:____________________________________________________________________________________________

                                          Street                                                           City                                                          State                 Zip

HOME PHONE NO.(       )________________CELL NO.(        )_____________________WORK NO.(       )___________________

                                     Street            City         State          Zip

OUT OF TOWN ADDRESS:_________________________________________________OUT OF TOWN PHONE #(      )___________

                                                     Street           City       State      Zip

MARITAL STATUS  ___S___M___W___D___SEP___SPOUSE NAME_________________________ BIRTHDATE______________

SOCIAL SECURITY #_____________________________PREV.OCCUPATION______________________________

EMPLOYER (IF MINOR,PARENTS):____________________OCCUPATION___________________________STUDENT?________

EMPLOYER’S ADDRESS:_______________________________________________________PHONE NO. (         )_______________

                                                   Street         City          State             Zip

IN CASE OF EMERGENCY CONTACT:___________________________PHONE NO.(     )________RELATIONSHIP____________

PERSON RESPONSIBLE FOR PAYMENT:_____________________________________________RELATIONSHIP______________

ADDRESS:_______________________________________________________________________PHONE NO.(       )______________

                         Street                       City                  State            Zip

METHOD OF PAYMENT: ___CASH___CHECK___CHARGE       REFERRED BY:_______________________________________

                                                                                                                                             Physician,Friend,Relative,Other

PRIMARY CARE DR:___________________________________________________

ADDRESS:_____________________________________________________________________PHONE NO.(      )____________

                                         Street                                              City                     State      Zip

OTHER PHYSICIAN SPECIALISTS__________________________________________________PHARM PH #(     )___________

                                                                       INSURANCE

NAME OF INSURED ___________________________________ SOCIAL SECURITY # OR ID #________________________

NAME OF INSURANCE___________________________PHONE NO.(      )______________________GROUP #___________

ADDRESS OF INSURANCE COMPANY__________________________________________________________________

                                                                            Street                                      City                 State                          Zip

IF STUDENT  -_____FULL TIME____PART TIME______NAME OF SCHOOL_________________________________

INSURED’S RESPONSIBILITY:  It is understood that services rendered by the doctor are to the patient ,not to the insurance company, and that the patient and the undersigned are responsible for the payment of such services.  It is not the responsibility 

of the doctor to collect from the insurance company.

PPO PATIENTS:  I understand that if my insurance company refuses to pay for services rendered because they feel the services 

are not medically necessary or is pre-existing, that I am responsible t pay the balance in full “promptly”.  

I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment.  All “Insufficient Funds” checks are subject to a $30 service charge.  In consideration of any services rendered by 

Arthur F. Smith, M.D. or associated health care provider, I agree to be responsible for the payment of all services notwithstanding 

any insurance coverage I may have.  If it is necessary for Arthur F. Smith, M.D. to employ anyone, including attorneys, to collect 

such payments, then I shall be responsible to pay reasonable fees and costs, as well as a $25 surcharge, in addition to said payment.

I certify that the information given by me in applying for payment is correct.  I authorize any holder of medical or other

information about me to release to any referring physician, consultants as needed and as necessary to process insurance claims, insurance applications and prescriptions.  I also authorize payment of  medical benefits to Dr. Arthur F. Smith.

Do we have permission to leave a message on your answering machine at home? _____Yes____No

Do we have permission to call you at work?   ____Yes____No

Discuss your medical condition with any member of your family? If yes,whom?_____________Relationship___________ 

PATIENT SIGNATURE (LEGAL GUARDIAN)_________________________________________DATE__________________

