
NEW PATIENT REGISTRATION FORM 

 

 

BY SIGNING THIS FROM, I HEREBY CERTIFY THAT I UNDERSTAND THE FOLLOWING: 

1) THIS IS A FAMILY PRACTICE ANDDUE TO THE NATURE OF THIS TYPE OF PRACTICE, IT IS MY RESPONSIBILITY TO FOLLOW 
UP WITH THE CLINIC REGARDING ALL BLOOD WORK AND OTHER TEST RESULTS AND ANY REFERRAL APPOINTMENTS 
MADE ON MY BEHALF. 

2) ALL NON-INSURED SERVICES MUST BE PAID FOR PRIOR TO SEEING THE PHYSICIAN. A SCHEDULE OF FEES IS AVAILABLE 
FROM RECEPTIONIST STAFF; AND 

3) I CONSENT TO THE RELEASE OF MY MEDICAL RECORDS TO MY PREVIOUS FAMILY PHYSICIAN. 

I CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE. 

 

Signature: _______________________________________________ Date: ______________________ 


