GURPREET S. BAJWA, MD

Patient Registration Form
Last Name ______________________________  First Name______________________________  Middle Init. _____

Address _________________________________________________________________

City / State / Zip __________________________________________________________

Home phone _____________________ Cell phone ______________________ Work phone ____________________

Social Security # _________________________ Date of birth ________________  Gender: __ M; __ F                                                                             

Age _____   Marital status: __S; __M; __D; __ P; __W                   Work:  __E; __U; __R; __D; __S 

                    (S - single, M - married, D - divorced                            (E - employed, U - unemployed, R - retired,    

                     P - separated, W- widowed)                                           D - disabled,  S - student) 

Employer _______________________________________________________________________________

Employer Address ________________________________________________________________________

Insurance Info       ___ See copy of insurance card;   ___ Cash only

Insurance Policyholder Information  (If other than patient);   Relationship to patient _________________________

Last Name ______________________________  First Name______________________________  Middle Init. _____

Address _________________________________________________________________

City / State / Zip __________________________________________________________

Home phone _____________________ Cell phone ______________________ Work phone _____________________

Social Security # _________________________ Date of birth ________________  Gender: __ M; __ F

Emergency Contact:      

Name ______________________________________________   Relationship to patient _______________________

Home phone _____________________ Cell phone ______________________ Work phone ____________________

I / we authorize payment of medical benefits directly to Gurpreet S. Bajwa, MD. I / we also give Gurpreet S. Bajwa, MD permission to obtain any medical information needed from other sources in the course of patient’s treatment. It is agreed that if the services of an attorney or collection agency are ever required in collection of an outstanding balance owed to Gurpreet S. Bajwa, MD, the total cost of attorney and/or collection agency fees will be added to the outstanding balance. Each person signing below agrees to be liable for payment of the medical service provided for the patient named above. 

____________________________________________________                   _____________________

                  Signature of Patient or Representative                                                               Date

