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PATIENT REGISTRATION
Please complete all parts.  Chart Number:____________________
Have you or any family member ever been treated by Jill E Smothers, FNP? ❑Yes ❑No 
Patient Name: ___________________________________		Date of Birth:____________
Nickname:______________________________________	            Age:__________		 Home Address: __________________________________		Phone:_________________
City:_____________________________	State:_______		Zip code:_______________
Email address:___________________________________
Occupation:_____________________________________
Emergency Contact:________________________________________ 	Phone:___________________

How did you hear about my office? ❑ Former Patient ❑ Friend/Family ❑ Website
____________________________________________________________________________

Sex: ❑M ❑F 	❑Haven’t decided yet ❑Not very often ❑None of your business			
Marital Status: ❑Single ❑Married ❑Divorced ❑Widowed ❑None of your business
____________________________________________________________________________
I am compiling a list of insurances to contract with.  If you would like to provide your insurance company only I will add it to my “prospective” list.
Primary Insurance:_________________________________________
Financial Policy:
I authorize treatment of the person(s) named above and agree to pay all fees and charges for such treatment. I understand that all charges are due at time of service.  If I have concerns regarding payments these will be discussed prior to any services being conducted or performed.  I understand that Jill E Smothers FNP, PLLC does not bill insurance, will not collect any co-pays and will not bill your insurance for any of the services performed here today.  All payments are due at the time of service.  We accept cash, checks and credit cards (VISA, MC, and Discover). 
Signature:__________________________________________		Date:____________________
Relationship to patient ❑Self ❑Parent ❑Guardian
HIPAA ACKNOWLEDGEMENT I have been given and have read the HIPPA informational sheet. I consent to allow Jill E Smothers FNP, PLLC to use or disclose personal health information about me for the purpose of treatment and health care operations in accordance with the above described procedures of health information privacy protection. I further understand my rights under the law as described on the informational sheet.  Since this office does not bill insurance we don’t share your protected health information with anyone unless you submit a request, in writing, for us to do so.  
_______________________________________________________________	_______________
Patient Signature Date (Signature of parent/guardian if patient is a minor)	Date:
This authorization is good until revoked
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