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Arizona Transplant Associates, PC
	2218 North Third Street

	Lawrence J. Koep, M.D., FACS
	Phoenix, AZ  85004

	James L. Cashman, M.D., FACS
	Ph: 602-252-2543

	Jeffrey A. Brink, M.D., FACS
	PATIENT REGISTRATION

Please Print Clearly!
	Fx: 602-252-3861



	Patient Information

	Name:
	
	 FORMCHECKBOX 

	Male
	 FORMCHECKBOX 

	Female

	(First)                                                        (Middle Initial)
	(Last)

	Mailing Address:
	
	
	Date of Birth:
	

	Physical Address:
	
	
	Social Security #:
	

	City/State/Zip:
	House  FORMCHECKBOX 
       Apartment  FORMCHECKBOX 
  Apt #___________


	
	
	 FORMCHECKBOX 

	Single
	 FORMCHECKBOX 

	Married
	 FORMCHECKBOX 

	Widowed
	 FORMCHECKBOX 

	Divorced

	Home Phone:
	
	
	Referring Physician:
	

	Work Phone:
	
	
	Primary Physician:
	

	Cell Phone:
	
	
	Primary Physician Phone:
	

	
	

	Patient Employment Information
	
	Emergency Contact  (not living with you)

	 FORMCHECKBOX 
 Employed    FORMCHECKBOX 
 Retired    FORMCHECKBOX 
 Unemployed    FORMCHECKBOX 
 Disabled
	
	  Name                           Relationship                       Phone

	Employer’s Name:
	
	
	
	

	Employer’s Phone:
	
	
	
	

	

	Responsible Party   (If patient is under 18 years of age)
	
	Employer:
	

	Name:
	
	
	Home Phone:
	

	Address:
	
	
	Work Phone:
	

	
	
	
	Social Security #:
	

	City/State/Zip:
	
	
	Date of Birth:
	

	

	PLEASE PRESENT INSURANCE CARD(S) & PHOTO ID FOR COPYING

	Primary Insurance
	
	Secondary Insurance

	Insurance Company Name:
	
	
	Insurance Company Name:
	

	ID#:
	
	
	ID#:
	

	Group/Policy #:
	
	
	Group/Policy #:
	

	Subscriber’s Name:
	
	
	Subscriber’s Name:
	

	Relationship to Patient:
	
	
	Relationship to Patient:
	

	Subscriber’s Employer:
	
	
	Subscriber’s Employer:
	

	Subscriber’s Social Security #:
	
	
	Subscriber’s Social Security #:
	

	Subscriber’s Date of Birth:
	
	
	Subscriber’s Date of Birth:
	

	

	PLEASE INITIAL AND SIGN BELOW

	
	I authorize Arizona Transplant Associates, PC to release to my insurance company any information necessary to complete and process my insurance claims.

	
	I authorize direct payment of medical benefits to Arizona Transplant Associates, PC for services rendered.  I understand that I am financially responsible for any services not covered by my insurance carrier, including co-pay(s), co-insurance, deductible(s), and/or non-covered services.

	
	If failure to pay the amounts implied by my insurance or other carrier, I agree to pay all collection costs (up to 50% of the balance due), attorney fees, or any other collection fees that may be incurred to enforce the collection of any amount outstanding.

	
	
	

	Patient Signature (If patient is a minor, must have responsible party sign)

	
	Date


