Wintergreen Medical Center
REGISTRATION FORM
	Today’s Date:
	Patient:


	INSURANCE INFORMATION
(Please give your insurance card to the receptionist.)
****PLEASE NOTE****

We are glad to file insurance for you.  However, to do so, the following information needs to be given in its entirety.  Any incomplete information will result in us not being able to file your insurance claims and you will be given the option to pay in full on the day of your appointment or to reschedule your appointment.

Please indicate primary insurance: 
Subscriber’s name:
Subscriber’s S.S. no.:
Birth date:
Policy no.:
Group no.:
Co-payment:
$
Patient’s relationship to subscriber: 
Name of secondary insurance (if applicable):

Subscriber’s name:

Policy no.:

I hereby assign, and set over to Wintergreen Medical Center all of my rights and interests to my medical reimbursement benefit under my private insurance policy or Medicare and any other Government agency.  I authorize Wintergreen Medical Center to perform any services necessary for proper treatment.  I authorize the release of any medical information needed to determine these benefits.  This authorization shall remain valid until written notice is given by me revoking said authorization.  I understand that I am financially responsible for all charges whether or not they are covered by my insurance (including deductibles, coinsurance, and non-covered medical procedures).  HIPPA: I hereby give my consent for Wintergreen Medical Center to use and disclose Protected Health Information (PHI) about me to carry out treatment, payment, and healthcare operations (TPO).
I have received and read the NOTICE OF PRIVACY PRACTICES prior to signing this consent.

Patient/Guardian signature
Date



