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(Mr.) (Mrs.) (Ms.) (Dr.)

Adress: Zip Code

Age: Sex:

Marital Status: (Married) (Divorced) (Single) (Widowed)

                              J                              J                              J                              J OHNOHNOHNOHN A. O A. O A. O A. OSBORNESBORNESBORNESBORNE, M.D., P, M.D., P, M.D., P, M.D., PHHHH.D, F.A.C.C..D, F.A.C.C..D, F.A.C.C..D, F.A.C.C.

Work Phone: (        )              -      E-mail Address:

Employer Name: Address:

Date of Birth:         /           / Drivers License #

Home Phone: Mobile/Pager:             -            - Social Security #

City:

TODAYS DATE:                  /           / RECORD NUMBER:

PATIENT INFORMATION: PATIENT INFORMATION: PATIENT INFORMATION: PATIENT INFORMATION: (Full Legal Name, No Nicknames)

CONFIDENTIAL - PROTECTCONFIDENTIAL - PROTECTCONFIDENTIAL - PROTECTCONFIDENTIAL - PROTECT

PATIENT PRIVACYPATIENT PRIVACYPATIENT PRIVACYPATIENT PRIVACY

Office Location: 3801 William D. Tate Ste. 850

Grapevine Texas 76051

Tel: (817)-310-3070 Fax: 817-310-0023

Patient Registration FormPatient Registration FormPatient Registration FormPatient Registration Form

Middle Initial:

Who referred you to our practice?:

How would you like to be addressed by your physician?

Last Name: First Name:

State:

Pharmacy Name Phone #

(SELF) (SPOUSE) (PARENT) (OTHER)

Adress: Zip Code:

Plan Name:

Policy / ID#

Phone:

Plan Name:

Policy / ID#

Phone:Claims Address:

Insured's Social Security #                  -            - Insured's Date of Birth:                /             /

Group # Effective Date:                /             /

Claims Address:

Secondary InsuranceSecondary InsuranceSecondary InsuranceSecondary Insurance

Insured's Name:

               /             /Effective Date:Group #

Insured's Name:

Insured's Social Security #                  -            - Insured's Date of Birth:                /             /

Employer Name: Address:

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

Primary InsurancePrimary InsurancePrimary InsurancePrimary Insurance

Date of Birth:         /           / Home Phone: Work Phone:

Last Name: First Name: Middle Initial:

City: State:

Relationship to Guarantor:

If self, and contact information is same as above check here:If self, and contact information is same as above check here:If self, and contact information is same as above check here:If self, and contact information is same as above check here:

Emergency Number: (        )              -      

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

Work Phone: (        )              -      E-mail Address:

Emergency Contact Name: Relationship:

Oct-10



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

Fax: 817-310-0023

Acknowledgement of Receipt of HIPAA Notice of Privacy Practices

This practice reserves the right to modify the privacy practices outlined in this notice.

I have received a copy of the "Notice of Privacy Practices"

Name of Patient (Print)

Signature of Patient Date of Signature

Signature of Patient Representitive

                              J                              J                              J                              J OHNOHNOHNOHN A. O A. O A. O A. OSBORNESBORNESBORNESBORNE, M.D., P, M.D., P, M.D., P, M.D., PHHHH.D, F.A.C.C..D, F.A.C.C..D, F.A.C.C..D, F.A.C.C.
3801 William D. Tate

Suite 850

Grapevine Texas 76051

Phone: 817-310-3070

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

YesYesYesYes NoNoNoNo N/AN/AN/AN/A

YesYesYesYes NoNoNoNo N/AN/AN/AN/A

YesYesYesYes NoNoNoNo N/AN/AN/AN/A

YesYesYesYes NoNoNoNo N/AN/AN/AN/A

YesYesYesYes NoNoNoNo N/AN/AN/AN/A

You must inform us in writing if you wish to change the manner in which this office

communicates to you.

Request for Confidential Communication of Your Protected Health InformationRequest for Confidential Communication of Your Protected Health InformationRequest for Confidential Communication of Your Protected Health InformationRequest for Confidential Communication of Your Protected Health Information

May we leave messages concerning your appointments with a co-worker, receptionist or secretary that

regulary answer your calls?

May we leave messages on a voice mail at work?

May we discuss your appointments/treatment with your spouse?

If you are over the age of 18, still living at home, may we discuss your appointments/treatment

with your parent(s) or guardian?

If you are over the age of 18, may we discuss your appointments and/or treatment with your

children?

Please place in the patient's medical record.Please place in the patient's medical record.Please place in the patient's medical record.Please place in the patient's medical record.

Oct-10

Relationship of Patient Representative to Patient



Patient Name: Date of Birth:

First Name M.I.

Social Security # Provider Name:

ASSIGNMENT OF INSURANCE BENEFITS:

I hereby authorize direct payment of my insurance benefits to MedicalEdge Healthcare Group Inc. 's affiliated professional associations 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 MedicalEdge Healthcare Group Inc. is unable to collect from my
insurance carrier for whatever reason.

                              J                              J                              J                              J OHNOHNOHNOHN A. O A. O A. O A. OSBORNESBORNESBORNESBORNE, M.D., P, M.D., P, M.D., P, M.D., PHHHH.D, F.A.C.C..D, F.A.C.C..D, F.A.C.C..D, F.A.C.C.

PATIENT REGISTRATION FORM

DISCLOSURES & CONSENTS

Last Name

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 or my or my dependent's authorized benefits be
made directly to MedicalEdge Group Inc.'s affiliated professional associations or the physician on my behalf.

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 for these services if they are not reimbursed by my insurance for whatever
reason.

ACKNOWLEDGEMENT OF POTENTIAL FINANCIAL INTEREST IN ANCILLARY SERVICES:
I acknowledge that my physician may have a financial interest in the overall performance of ancillary services as part of his/her
affiliation with a group practice. I understand that I should contact my treating physician if I have any questions regarding his/her
potential financialinterest in ancillary services. I further understand that I am free to choose where I receive medical services and that
I may discuss with my physician the availability of alternative treatment facilities if I so desire.

I hereby consent to evaluation, testing, and treatment as directed by my MedicalEdge Healthcare Group PA. physician or his or her
designee.

DATE:

DATE:

(If different from patient)

Guarantor Name  (Please Print):

Oct-10

CONSENT TO TREATMENT:

PATIENT SIGNATURE:

GUARANTOR SIGNATURE:
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