
PATIENT REGISTRATION FORM 
 

 

* Today’s Date:__________________________   Clinic Name: Family Wellness Clinic 
 

PATIENT INFORMATION:  (Please use full legal name, no nicknames) 
 

*Last Name:_____________________________________________ *First Name:_________________________________________  Middle Initial:___________ 

 

*Address:___________________________________________________________________________________________________________________________ 

 

 City:_____________________________________________________  State:____________________ Zip:____________________________ 

 

 Home Phone #: (_______)__________-___________________  *Social Security #: ____________________________________________________ 

 

*Date of Birth: ________________________ Age:_________  *Sex: _______ Marital Status: __________  Drivers Lic#________________ 

 

*Employer Name and Address: _________________________________________________________________________________________________________ 

 

____________________________________________________________________________________ Work Phone #: (_______) __________-______________ 

 

E-mail Address: ______________________________________________________________________ Cell Phone #:  (_______) __________-_______________ 

 

Emergency Contact Name: ______________________________________________________________ Emergency Phone # (_______) ________-____________ 

 

Please tell us how you heard about us:___________________________________Referred by: _________________________________________ 

GUARANTOR INFORMATION: (List person or insured name responsible for bill – use full legal name, no nicknames) 
 

* Relationship of Guarantor to Patient:  Self ______ Spouse_______ Parent_______ Other____________________________ 

 

*Last Name:_____________________________________________ *First Name:_________________________________________  Middle Initial:___________ 

 

*Address:___________________________________________________________________________________________________________________________ 

 

 City:_____________________________________________________  State:____________________ Zip:____________________________ 

 

 Home Phone #: (_______)________-________________   *Social Security #: ___________________________________________ 

 

*Date of Birth: _______________________ Age:_________   *Sex:  Female __________ Male __________ 

 

*Employer Name and Address: ________________________________________________________________________________________________________ 

 

___________________________________________________________________________________ Work Phone #: (_______) __________-______________ 

 

INSURANCE INFORMATION:  (Please allow receptionist to photocopy your insurance ID cards) 

  
IF SOMEONE OTHER THAN PATIENT IS THE INSURED PARTY, PLEASE INCLDUE DATE OF BIRTH FOR CLAIMS 

PRIMARY INSURANCE: 
Plan Name: ____________________________________________________  *Insured’s Name: ___________________________________________ 

 

Insured’s Social Security #: _______________________________________  *Insured’s Date of Birth: _____________________________________ 

 

*Policy / ID #: _____________________________________ *Group #: ______________________________ Eff Date: _______________________ 

 

Claims Address & Phone: ____________________________________________________________________________________________________________ 

 

SECONDARY INSURANCE: 
Plan Name: ______________________________________________  *Insured’s Name: __________________________________________ 

 

Insured’s Social Security #: _________________________________  *Insured’s Date of Birth: _____________________________________ 

 

*Policy / ID #: _____________________________________ *Group #: ______________________________ Eff Date: _______________________ 

 

Claims Address & Phone: _____________________________________________________________________________________________________________ 

*REQUIRED FIELDS-PLEASE COMPLETE FOR BILLING.  *ATTACH COPY OF INSURANCE CARDS 



 

PATIENT REGISTRATION FORM 

DISCLOSURES & CONSENTS 

 

 
Patient Name:___________________________________________________ Date of Birth:________________ 
  First Name  M.I.  Last Name 

 

 

 

ASSIGNMENT OF INSURANCE BENEFITS: 
I hereby authorize direct payment of my insurance benefits to Raleigh Durham Medical Group or the physician individually for services rendered to 

my dependents or me by the physician or under his/her supervision.  I understand that it is my responsibility to know my insurance benefits and 

whether or not the services I am to receive are a covered benefit.  I understand and agree that I will be responsible for any co-pay or balance due that 

Raleigh Durham Medical Group is unable to collect from my insurance carrier for whatever reason. 

 

 

MEDICARE/MEDICAID/CHAMPUS INSURANCE BENEFITS: 
I certify that the information given by me in applying for payment under these programs is correct.  I authorize the release of any of my or my 

dependent’s records that these programs may request.  I hereby direct that payment of my or my dependent’s authorized benefits be made directly to 

Raleigh Durham Medical Group or the physician on my behalf. 

 

 

AUTHORIZATION TO RELEASE NON-PUBLIC PERSONAL INFORMATION: 
I certify that I have received and read a copy of the Raleigh Durham Medical Group Patient Information Privacy Policy.  I hereby authorize Raleigh 

Durham Medical Group or the physician individually to release any of my or my dependent’s medical or incidental non-public personal information 

that may be necessary for medical evaluation, treatment, consultation, or the processing of insurance benefits. 

 

 

AUTHORIZATION TO MAIL, CALL OR E-MAIL: 
I certify that I understand the privacy risks of the mail, phone calls, and e-mail.  I hereby authorize a Raleigh Durham Medical Group representative 

or my physician to mail, call, or e-mail with communications regarding my healthcare, including but not limited to such things as appointment 

reminders, and laboratory results.  I understand that I have the right to rescind this authorization at any time by notifying Raleigh Durham Medical 

Group to that effect in writing. 

 

 

LAB/X-RAY/DIAGNOSTIC SERVICES: 
I understand that I may receive a separate bill if my medical care includes lab, x-ray, or other diagnostic services.  I further understand that I am 

financially responsible for any co-pay or balance due for these services if they are not reimbursed by my insurance for whatever reason. 

 

 

CONSENT TO TREATMENT: 
I hereby consent to evaluation, testing, and treatment as directed by my Raleigh Durham Medical Group physician or his or her designee. 

 

 

PATIENT SIGNATURE:_____________________________________________________ DATE:___________________ 

 

 

GUARANTOR SIGNATURE:_________________________________________________ DATE:___________________ 

(If different from patient) 

 

 

GUARANTOR NAME (Please Print):__________________________________________________________________________ 

 

 

 

 

 



NAME: TODAY'S DATE:

DATE OF BIRTH:

OCCUPATION: EMPLOYER:

SEX:   MALE   [  ]       FEMALE    [  ] MARITAL STATUS:

MARRIED   [  ]  SINGLE  [  ]   DIVORCED  [  ]

YEAR ILLNESS/OPERATION YEAR ILLNESS/OPERATION

PERSONAL FAMILY PERSONAL FAMILY

1) RECENT WEIGHT LOSS 16) BOWEL PROBLEMS

2) MIGRAINE HEADACHES 17) LIVER / HEPATITIS

3) EPILEPSY/CONVULSIONS 18) KIDNEY / BLADDER

4) EYE DISEASE 19) NEUROLOGICAL

     (OTHER THAN GLASSES) 20) ARTHRITIS

5) HEARING DISORDER 21) SKIN DISORDERS

6) RECURRENT NOSE BLEEDS 22) OSTEOPOROSIS

     SINUS / THROAT INFECTIONS 23) CANCER (LIST TYPE)

7) ANGINA / CHEST PAIN -

8) HEART ATTACK -

9) HIGH BLOOD PRESSURE -

10) STROKE 24) LUNG DISEASE

11) HIGH CHOLESTEROL 25) ANEMIA

12) HEART VALVE DISORDERS 26) DIABETES

13) BLEEDING DISORDERS 27) ALCOHOLISM

14) BLOOD TRANSFUSIONS 28) MENTAL ILLNESS

15) STOMACH ULCER 29) DEPRESSION

LIST ALL MEDICATIONS       DO YOU NOW OR HAVE YOU EVER:

DOSE TIMES/DAY [  ] NO

ALCOHOL CONSUMPTION [  ] YES  (LIST)

Y  [  ]    N [  ]  #WEEK

CAFFEINE CONSUMPTION DO YOU PERFORM

Y  [  ]    N [  ]  #DAY SELF BREAST EXAMS?

USED STREET/ILLEGAL DRUGS? Y [  ]         N [  ] 

Y  [  ]    N [  ]  DATE OF LAST

TYPE? MENSTRUAL PERIOD?

ARE YOU USING   Y [  ] 

LAST TIME YOU HAD A: YEAR? BIRTH CONTROL?  N [  ]

FLU VACCINE # OF PREGNANCIES

TETANUS SHOT # OF LIVE BIRTHS

HEPATITIS VACCINE # OF ABORTIONS

PNEUMONIA SHOT # OF MISCARRIAGES

TB TEST   RESULT: YEAR OF LAST: CIRCLE

RECTAL EXAM PAP NORMAL

STOOL BLD TEST ABNORMAL

SIGMOID EXAM BREAST NORMAL

EYE EXAM EXAM ABNORMAL

DO YOU PERFORM TESTICULAR CHOLESTORAL TEST MAMMO- NORMAL

SELF-EXAM?  Y [  ]   N [  ] DENTAL EXAM GRAM ABNORMAL

ARE YOU HAVING ANY SYMPTOMS OR PROBLEMS THAT YOU WOULD LIKE TO DISCUSS?  PLEASE LIST THEM:

HOW DID YOU HEAR ABOUT US? ____________________________________________________________________________

FAMILY WELLNESS CLINIC

PATIENT QUESTIONNAIRE

SMOKER  Y [  ]  N [  ]  # PKS/DAY __ YRS: __MEDICATION

DRUG ALLERGIES

IF YOU HAVE BEEN HOSPITALIZED OVERNIGHT, STATE THE YEAR, ILLNESS/OPERATION  DO NOT 

INCLUDE NORMAL PREGNANCIES

MEDICAL HISTORY

(ANSWER YES OR NO)

HOSPITALIZATIONS

FOR WOMEN ONLY

FOR MEN ONLY



Dr. Bhavna Vaidya-Tank 

2076 Highway 42 West, Suite 230 

Clayton, NC 27520 

919-553-5711 

Fax 919-553-5712 
 

 

 

Acknowledgement of Receipt of HIPAA Notice of Privacy Practices 

 

 

Family Wellness reserves the right to modify the privacy practices outlined in the notice. 

 

I have received a copy of the “Notice of Privacy Practices” 

 

 

 

______________________________________________________ 

Name of Patient (Print) 

 

______________________________________________________ 

Signature of Patient 

 

______________________________________________________ 

Date of Patient Signature 

 

______________________________________________________ 

Signature of Patient Representative 

(Required if the patient is a minor or an adult who is unable to sign this form) 

 

 

___________________________________________ 

Relationship of Patient Representative to Patient 

 

 

 

 

Please place in the patient’s medical record. 



Family Wellness Payment Policy 
 

 

Thank you for choosing us as your primary care provider.  We are committed to 

providing you with quality and affordable health care.  Because some of our patients have 

had questions regarding patient and insurance responsibility for services rendered, we 

have been advised to develop this payment policy.  Please read it, ask us any questions 

you may have, and sign in the space provided.  A copy will be provided to you upon 

request. 

 

1. Insurance.  We participate in most insurance plans, including Medicare.  If you are 

not insured by a plan we do business with, payment in full is expected at each visit.  If 

you are insured by a plan we do business with, but don’t have an up-to-date insurance 

card, payment in full for each visit is required until we can verify your coverage.  

Knowing your insurance benefits is your responsibility.  Please contact your insurance 

company with any questions you may have regarding your coverage. 

 

2. Co-payments and deductibles.  All co-payments and deductibles must be paid at the 

time of service.  This arrangement is part of your contract with your insurance company.  

Failure on our part to collect co-payments and deductibles from patients can be 

considered fraud.  Please help us in upholding the law by paying your co-payment at each 

visit. 

 

3. Non-covered services.  Please be aware that some – and perhaps all – of the services 

you receive may be non-covered or not considered reasonable or necessary by Medicare 

or other insurers.  You must pay for these services in full at the time of visit. 

 

4. Proof of insurance.  All patients must complete our patient information form before 

seeing the doctor.  We must obtain a copy of your driver’s license and current valid 

insurance to provide proof of insurance.  If you fail to provide us with the correct 

insurance information in a timely manner, you may be responsible for the balance of a 

claim. 

 

5. Claims submission.  We will submit your claims and assist you in any way we 

reasonably can to help get your claims paid.  Your insurance company may need you to 

supply certain information directly.  It is your responsibility to comply with their request.  

Please be aware that the balance of your claim is your responsibility whether or not your 

insurance company pays your claim.  Your insurance benefit is a contract between you 

and your insurance company; we are not party to that contract. 

 

6. Covered Charges.  If your insurance changes, please notify us before your next visit 

so we can make the appropriate changes to help you receive your maximum benefits.  If 

your insurance company does not pay your claim in 45 days, the balance will 

automatically be billed to you. 

 

 



 

Copyright © 2007 by the American Academy of Family Physicians.  All rights reserved. 

7. Nonpayment.  If your account is over 90 days past due, you will receive a letter 

stating that you have 20 days to pay your account in full.  Partial payments will not be 

accepted unless otherwise negotiated.  Please be aware that if a balance remains unpaid, 

we may refer your account to a collection agency and you and your immediate family 

members may be discharged from this practice.  If this is to occur, you will be notified by 

regular and certified mail that you have 30 days to find alternative medical care.  During 

that 30 day period, our physician will only be able to treat you on an emergency basis. 

 

8. Missed appointments. Our policy is to charge for missed appointments not canceled 

within a reasonable amount of time.  These charges will be your responsibility and billed 

directly to you. Please help us to serve you better by keeping your regularly scheduled 

appointment. 

 

Our practice is committed to providing the best treatment to our patients.  Our prices are 

representative of the usual and customary charges for our area. 

Thank you for understanding our payment policy.  Please let us know if you have any 

questions or concerns. 

 

I have read and understand the payment policy and agree to abide by its guidelines: 

 

 

________________________________________  _______________________ 

Signature of patient or responsible party   Date 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Dr. Bhavna Vaidya-Tank 

2076 Highway 42 West, Suite 230 

Clayton, NC 27520 

919-553-5711 

Fax 919-553-5712 
 

 

 

Date _______________ 

 

 

 

I authorize Dr. Bhavna Vaidya-Tank’s personnel to leave confidential healthcare 

information including test results at any of the following: 

 

__________I authorize that any healthcare (including lab reports, test results, etc.) and/or 

billing related information may be left on my home answering machine. 

 

__________I authorize that any healthcare (including lab reports, test results, etc.) and/or 

billing related information may be left on my work voice mail. 

 

__________I authorize that any healthcare (including lab reports, test results, etc.) and/or 

billing related information may be left with: 

 

Full name of person: _____________________________________________ 

 

I do not authorize any healthcare or billing related information being release in any of the 

above fashions.  Such information should only release to me personally. 

 

I authorize the person listed below to pick up prescriptions, samples, forms and medical 

records. 

 

Full name of person _____________________________________________ 

 

Note:  Photo ID will be required 

 

Patient Name _____________________________________ 

 

Patient Signature __________________________________ 

 


