                                                             PATIENT REGISTRATION FORM

                                           Center for Weight Loss Surgery

                                                   Peter F. Lalor, M.D.

Date:______________

Name_______________________________________________________________________SSN_____-____-________

           Last


                 First


                                MI

Patient Address:_____________________________________________________________Apt#______Lot#________

Street Name___________________City:_______________________________State:________Zip_________________
Date of Birth:________________________Age:__________ Sex:_________ Martial Status_____Race_____________
                                                                                                                                  S/M/W/D

Home Phone:________________________Work Phone:___________________Cell:___________________________
Responsible Party for bill if different from the patient:

Name:________________________________________________________

Address:________________________________Apt#___________Lot#_________

Street Name:_________________________City:____________________________State:_____ Zip:________

PRIMARY INS – WE CANNOT BILL ANY INS. CO. WITHOUT A DATE OF BIRTH OF POLICYHOLDER 

Insurance Company Name_____________________________Insured’s Name__________________________
SSN of Policy Holder_______________Insured’s Date of Birth_______Sex____ Relationship to patient___________
ID# of Policy Holder________________________Group#____________________Co-Pay Amount $_______________

Employer Name________________________Address________________________Phone_______________________
SECONDARY INS. – WE CANNOT BILL ANY INS. CO. WITHOUT A DATE OF BIRTH OF POLICYHOLDER

Insurance Company Name____________________________Insured’s Name_________________________________

SSN of Policy Holder________________Insured’s Date of Birth___________Sex___Relationship to Patient______

ID# of Policy Holder______________________Group#____________________Co-Pay Amount $_______________
Employer Name__________________________Address_________________________Phone__________________
EMERGENCY CONTACT:

Name________________________________________________________Relationship to Patient_______________________

Home Phone_________________________Work Phone_____________________________Cell__________________ 
IS PATIENT EMPLOYED: Full Time ⁭ Part Time ⁭ Retired ⁭ Self Emp ⁭ If Student: Part Time ⁭ Full Time ⁭

STATEMENT OF RESPONSIBILTY:

The patient is responsible for notifying our office of any changes in address, telephone number (s), or insurance

information.  If the office is unable to contact you because of outdated or incorrect information, we cannot take

responsibility for your care.

Our office is committed to providing the best treatment for our patients, and we charge what is usual and customary

for our area.  Please remember that your insurance policy is a contract between you and your insurance carrier.

Co-payments are due at the time of service.  Patients without insurance are expected to pay at the time services are

rendered.

ASSIGNMENT OF BENEFITS:

I authorize the release of all medical information necessary to process insurance claims on my behalf.  I authorize

the assignment of benefit payment to which I am entitled to to Wood Health Company.  This assignment will

remain in effect until revoked by me in writing.  A photocopy of this assignment is considered as valid as

the original.

REFERRALS AND PRECERTIFICATION:

It is your responsibility to obtain a referral if required by your insurance plan.  It is your responsibility to

pre-certify any procedure that is ordered by a provider at Wood Health Company.  You must know and

utilize the facility that is covered by your insurance carrier.  We are not responsible for any charges

incurred for not following the rules set forth by your insurance plan.

CONSENT FOR TREATMENT:

I consent to all necessary steps taken for examination, diagnosis and treatment.  If at any time I have

questions about any examination, diagnosis or treatment.  I will not proceed until the questions have been

answered so I am fully informed.  If surgical or invasive procedures are recommended I may be asked to

sign additional consents after being fully informed of the potential risks and benefits.  I understand that giving

the doctor and nurses all relevant information is critical to proper diagnosis and treatments.  I understand 

complete compliance with my doctor’s instructions is critical to the success of any treatment prescribed.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES:

I have received a copy of the Notice of Privacy Practices of Wood Health Company and understand that my

protected health information may be used by the Practice as described on the Notice.

Patient/Responsible Party Signature:_________________________________Date:__________________
CONSENT FOR RELEASE OF INFORMATION:  (Required if you would like us to discuss your healthcare
with someone other than yourself.)

The HIPAA Privacy Regulations require that we obtain your consent to discuss your healthcare or financial

information related to your care.  If you would like to grant this access, it must be requested in writing, and

will remain in effect until revoked in writing, by you.

Spouse

Yes
No

Spouse Name:__________________________________________

Child:

Yes
No

Child/Children Names____________________________________

Family Doctor or PCP:__________________________________________________________________

Other

Yes
No
Name/Relationship:____________________________________________

