
 Patient Registration               Label

Last name:________________  First name:____________________ Age:__________  Date of Birth: _____________________

 

 

 

Referral / insurance information 

                                                                                                                  

prior to admission, i acknowledge that I was directed to the Parkmed website for information on advanced directives / healthcare proxy, patient rights and disclosure of ownership. if i did not access  the 

website, I acknowledge that this information was provided to me when I arrived at the office.

PLEASE CHOOSE YOUR METHOD OF PAYMENT CAREFULLY: 

If you choose to pay cash                check here:_________   

If you are using Medicaid today   check here:__________             

If you are using your commercial insurance today     check here:_________                      
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