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1135 - 116th Avenue, N.E., Suite 220  /  Bellevue, WA  98004 

Tel: 425/450-7007  /  Fax :  425/450-0026

PATIENT REGISTRATION
PLEASE CIRCLE THE NAME OF THE DOCTOR YOU ARE SEEING:
   Dr. Ombrellaro    Dr. Rubin
NAME_________________________________________________________________
BIRTHDATE_________________


First

Middle


Last

MARITAL STATUS:
S
M
D
W

SEX:
M
F

ADDRESS___________________________________________________________________________________________

CITY/STATE__________________________________________________________________
ZIP__________________

PHONE:  HOME(____)__________________  WORK(____)___________________  CELL(____)____________________

EMAIL ADDRESS ___________________________________________________________________________________

SOCIAL SECURITY #______________________________
EMPLOYER_______________________________________

REFERRING PHYSICIAN_________________________________________________
PHONE _____________________

PRIMARY CARE PHYSICIAN_____________________________________________
PHONE _____________________

____________________________________________________________________________________________________

( PRIMARY INSURANCE____________________________________________________________________________

ID #___________________________________________________________
GROUP #___________________________

SUBSCRIBER (if other than patient)______________________________________________________________________

( SECONDARY INSURANCE (if any)___________________________________________________________________

ID #___________________________________________________________
GROUP #___________________________

SUBSCRIBER (if other than patient)______________________________________________________________________

( IF INJURED, DATE OF INJURY___________________
CAUSE___________________________________________

____________________________________________________________________________________________________

SPOUSE’S NAME____________________________________________________________________________________

SPOUSE’S PHONE :
WORK (_____)_________________________
CELL (_____)_______________________

EMERGENCY CONTACT  PHONE:    WORK (_____)__________________
HOME  (_____)______________________

____________________________________________________________________________________________________

I understand that I am responsible for my medical bill.  I authorize my physician to bill my insurance company for me, with the benefits to be paid directly to said physician.  I understand that my copay, if any, is due at the time of service; and that an administrative fee of $5 may be charged if the office is required to bill me for that copay.  I authorize the physician and insurance company to exchange any information required for processing of claims.  I authorize the physician to communicate directly with my referring physician and/or primary care provider listed above in order to provide continuity of care. 

SIGNATURE__________________________________________________________
DATE_______________________

EASTSIDE VASCULAR ACCEPTS ASSIGNMENT ON ALL MEDICARE ACCOUNTS

(MEDICARE PARTICIPATING PHYSICIANS)

8/20/07

