Geoffrey K. Lloyd, D.O.

A Professional Corporation

500 East Olive Avenue, Suite 320

Burbank CA  91501

(818) 239-5646 / FAX: (818) 239-0636

PATIENT REGISTRATION


LAST NAME:_________________________ FIRST NAME:__________________  MI______

Address_____________________________City_______________State_____ZIP____________

Home Tel______________________Work Tel________________________

DOB_________________Sex_____________SS#_____________________

Relation to Insured:
(Self   (Spouse  (Child   (Other

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

Occupation:______________________________________  Full time_____ Part time________

Employer_____________________________________________________________________

Address______________________________________________________________________

RESPONSIBLE PARTY

LAST NAME:_________________________ FIRST NAME:__________________  MI______

Address___________________________City_________________State_____ZIP____________

Home Tel______________________Work Tel________________________

DOB_________________Sex_____________SS#_____________________

Occupation:______________________________________  Full time_____ Part time________

Employer_____________________________________________________________________

Address______________________________________________________________________

PLEASE PROVIDE A COPY OF PATIENT’S INSURANCE CARD
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RESPONSIBLE PARTY’S INSURANCE INFORMATION

Primary Insurance Co.__________________________________________________________

Insurance Co. Address__________________________________________________________

City__________________________State________________ZIP_______________

Tel________________FAX___________________Policy#_____________________________

Group#__________________Group/Emp________________________

Group/Other______________Private ( HMO ( PPO (  (Check applicable choice)

Secondary Insurance Co____________________________________________________________

Insurance Co. Address__________________________________________________________

City__________________________State________________ZIP_______________

Tel________________FAX___________________Policy#_____________________________

Group#__________________Group/Emp________________________

Group/Other______________Private ( HMO ( PPO (  (Check applicable choice)

AUTHORIZATION TO RELEASE INFORMATION-ASSIGNMENT OF INSURANCE BENEFITS:  By signing this agreement I hereby:
Consent to be treated by Geoffrey K. Lloyd, D.O., I also accept personal responsibility for

payment of all charges for services provided by the physician and that payment will be made upon receipt of statement.

Assign all insurance benefits to Geoffrey K. Lloyd, D.O. and agree to pay the difference between the insurance benefit payment and the total charges.

Authorize release of information from my medical records to any insurance carrier, organization or agency, which is or may be liable for payment of any portion of the physician’s charges.  Authorize the release of all medical information necessary to process claims, including electronic means if available and request benefits be paid 

to: Geoffrey K. Lloyd, D.O., A Professional Corporation.

_________________________________________

Signature/Date

PLEASE PROVIDE A COPY OF PATIENT’S INSURANCE CARD

(MCS 114: 10/27/94)

