
REGISTRATION 
(PLEASE PRINT) 

ALTAMONTE MEDICAL GROUP 
lnternal Medicine Specialists 

1200 West State Road 434, Suite #112
Longwood, FL 32750 

Telephone: (407) 869-8747 
Fax: (407) 869·8108 

Date ____________ _ Home Phone(._) _______ _ Cell Phone(._)---------

PATIENT INFORMATION 

Name--------------------------
Last Name Rrsi Name Middle 1n1tla1 

Address ______________________ _ _  _ 

City ____ ____________________ _ 

SS/HIC/Patient ID#, _ __ _ _ _ _ _ _ _  _ 

E-mail _ _ _ _ _ _ _ _______ _

Stats ___ Zip __________ _

Sex OM OF Age ___ Blrthdele - -- - - - --- D Married O Wloowed D Single D Mlnor 
OSeparated D Oivoteed D Partnered IOr _ _  )'l)ars 

Patient Employer/Schoo! ------------------­

Employer/School Address --------------------

Occupation _____________ _ 

Employer/School Phone (.__) -------

Whom may W8 thank for referring you? ________________________________ _ 

In case of emergency who should be notified? ------------- Phone(._)------------

PRIMARY INSURANCE 

Person Responsible for Aocoun1�------------------------------=---
lasl Name First Nome M1�le tnitiat 

•Rolalion 10 Patient ---------- Birlhdate _______ _ Soc. Sec.#-------------

Addre$$ (If different from patient's) ________________ _ Phone (._) ___________ _

City ________________________ _ State ___ Zip __________ _

Person Responsible Employed by ________________ _ Occ:upatlon -------------

Business Address _____________________ _ Business Phone(._) ________ _

Insurance Company ______________________________________ _

Contract# ____________ _ Group I--------- Subscriber# -------------

Names ol 01her dependen1s cOVQred under this plan -----------------------------

ADDITIONAL INSURANCE 

Is pallent COVQred by additional insurance? D Yes D No 

Subscriber Jllame _________ _ Blrthdele --------

Address (If different from pallent's) -----------------

City _________________________ _ 

Subscnber Employed by --------------------

Insurance Company ____________________ _ 

Contraci #-------------- Group#---------

RalallOn t o  Patient __________ _ 

Phone (._) ___________ _ 

Slate ___ Zip __________ _ 

Business Phone(._) ________ _ 

Soc.Sec.#------------

Subscnber# ____________ _ 

Names of other dependents covered under this plan -----------------------------

ASSIGNMENT AND RELEASE 

I certily lhat I, and/or my dependent(s). have insuranoe coverage with ---��-�--�--�---- and assign directly lo 
Name QI lns,,ranoe Company(ies) 

Dr. all Insurance benorrts. ii any; otherwise payable to me for services rendered. I underslan<I 
that I am financially responsible for aJI charges whether or not paid by insurance. I au1h0tlze the use of my signature on aJI insurance submissions,
The above-named doctor may use my health care inlormatlOn and may disclose such Information to the above-named Insurance Company(les) and 
their agents for tha purpose of obtaining payment (or services and determining Insurance benefits or the benefits payable for related services. This 
consenl vilh end when my current 1roalmen1 plan is complelB<I or one year from the dale signed belOW. 

(Vtts,M2ISS04) 

Signature of Patient. Parent, Guardian Of PeISONi Reprowntailvo 

Please pr1n1 name ol Patient. Pa.rent. Guardian or Personal Re,presenlatiw 

Date 

Rotadonshlp to Patl•nt 
•10506-0 2004 Medical Arts PtW' 1-l!OC>-323-2179 


