Premium Medical Care

NORTH           EAST                   WEST                   LANCASTER

Patient Registration
	Patient Information
	Last Name: _____________________________First: ______________________ Middle: ____________________

Street Address: _____________________________________________ Home Phone (____)___________________

City: ________________________ State:  ________Zip:  ___________Cell Phone (____)______________

Soc. Sec. #: _________________ Date of Birth:  _____________ Age: ___ Sex: ____Marital Status: __________


	Employer Information
	Patient’s Occupation: ___________________________

Patient’s Employer: _____________________________

Employer's Address: ____________________________

_______________________________________________________________

Employer’s Phone:  _____________________________

Full Time _____________ Part Time  _____________

Retired ______________ Student  ________________

Name of School ________________________________
	Spouse’s Name: _______________________________

Spouse’s Address: ______________________________

______________________________ Phone: _______________________

Spouse’s Soc. Sec. #: ___________________________

Spouse’s Occupation: ___________________________

Spouse’s Employer: ____________________________

Employer’s Address: ___________________________

______________________________ Phone: ______________________


	Responsible Party Information
	Responsible Party: ______________________________________ Soc. Sec. #: _____________________________

Address: ___________________________________________________Phone: ___________________________

Relationship to Patient: _______________________Occupation: ______________________________________

Employer: ______________________________________________ Work Phone: ___________________________

Work Address: _________________________________________________________________________________




	Insurance Information
	#1 Insurance Co. Name: _________________________

Address: _____________________________________

_______________________________________________________________

Phone: _______________________________________

Group or Policy #: ______________________________

Soc. Sec. or ID #: ______________________________

Policyholder’s Name: ___________________________
	#2 Insurance Co. Name: ________________________

Address: _____________________________________

______________________________________________________________

Phone: _______________________________________

Group or Policy #: ______________________________

Soc. Sec. or ID #: ______________________________

Policyholder’s Name: ___________________________


	Emergency Information
	IN CASE OF EMERGENCY (Person NOT LIVING with Patient)

Name: ___________________________________________ Relationship to Patient: ________________________

Address: ____________________________________________________ Phone: __________________________

City: _____________________________________ State:  _____________________ Zip: ___________________



