NEW PATIENT REGISTRATION

RALE'GH 1540 SUNDAY DRIVE

RALEIGH, NC 27607-6000

NEUROLOGY TEL 919-782-3456

ASSOCIATES, P A. FAX 919-783-1441

www.raleighneurology.com

PATIENT INFORMATION:

Name Medical Record # Sex [ 1M [] F
Address City State Zip
Date of birth Social Security # Marital Status [] Married [] Single [] Divorced

Phone [_] Home [] Work [_] Other Phone [ ] Home [_] Work [ ] Other

Referring Physician Primary Physician

PATIENT EMPLOYMENT: [ ] Employed [ ] Retired [ ] Unemployed [] Other

Phone Employer

CONTACTS:

GUARANTOR: [ ] Same as patient

Name

Address City State Zip
EMPLOYMENT:

Employer

Phone Phone

Social Security # Date of Birth

PRIMARY INSURANCE: [ | Same as Patient [_] Same as Guarantor [_]| Other

Insured Party

Insured Phone Company
Relationship to Patient Social Security #
Insured ID Policy Group Date of Birth

SECONDARY INSURANCE: [ | Same as Patient [_] Same as Guarantor [ ] Other

Insured Party

Insured Phone Company
Relationship to Patient Social Security #
Insured ID Policy Group Date of Birth

| understand that | am responsible for all charges on my account regardless of insurance. | authorize payment of any benefits due from my insurance company to
Raleigh Neurology Associates for services rendered to myself and/or my dependents.

Signature



