
Four Peaks Neurology 
A Professional Corporation 

 
Patient Registration Form 

 
Name:  ___________________________    ___________________    _____________________________ 
   First    Middle              Last    
 

Sex: ______________    Age: ______________    Date of Birth: _____________   _______, ____________ 
            Month                             Day                         Year 

Social Security #: ___________   ___________   ___________ 
 

Address:  _____________________________________________________________________ 

 
   _____________________________________________________________________ 
 

 _____________________________________________________________________ 
 
   _____________________________________________________________________ 
 

Phone:   ___________________________      ___________________________     __________________________ 
                 Home          Work                   Cell 
 

Employer:  ______________________________________     Occupation:  _________________________ 
 

Emergency Contact:  ____________________________________________ 
      Name 

              ____________________________________________ 
             Phone Number 

 

Primary Insurance Information 
  

Primary Insurance Co.   __________________________________________________________________ 
 

Insured Policy Holder Name:  _____________________________________________________________ 
 

Social Security #: ___________   ___________   ___________      Employee #  ______________________ 
 

Date of Birth: _____________   _______, ____________   Relationship to Patient:  __________________ 
                                   Month                            Day             Year 
 

Secondary Insurance Information 
 

Does your primary insurance company automatically bill your secondary insurance? 
  

Yes        No 
  

Secondary Insurance Co.   ________________________________________________________________ 
  

Insured Policy Holder Name:  _____________________________________________________________ 
 

Social Security #: ___________   ___________   ___________      Employee #  ______________________ 
 

Date of Birth: _____________   _______, ____________   Relationship to Patient:  __________________ 
                                   Month                            Day             Year 



I hereby authorize my insurance benefits to be paid directly to Four Peaks Neurology.  I 
am aware that I am financially responsible for non-covered services and any co-payments 
required by my insurance company.  If a referral is required and you schedule an 
appointment without said referral, you will be responsible for the office visit fee.  I also 
and responsible to provide all information that is required to secure payment for services 
rendered. 
 
______________________________________      _____________________ 
Patient Signature       Date 
 
I hereby authorize Four Peaks Neurology to leave messages containing medical 
information (i.e. Lab results) on my voice mail/answering machine. 
 

Agree        Disagree 
 

______________________________________      _____________________ 
Patient Signature       Date 
 

 
 
 

 
 

 
 


