
Sea Girt Medical Associates 
Patient Registration Form 

PATIENT INFORMATION 

Patient Name _____________________________________________________  Date of Birth  _____ / _____ /_________       

SSN _______ - ________ - ________     Sex:   M   F        Marital Status:  Single  Married  Divorced   Widow 

Address  _____________________________________ City __________________________ State ________  Zip ___________ 

Home Phone (______) _______ - _______ Cell Phone (_______) _______ - _______  Work Phone (_______) _______ - _______  

E-mail address _______________________________________________________ 

Occupation (If retired, state former occupation) ________________________  Employer Name _____________________________ 

Employer Address  __________________________________ City __________________________ State ________  Zip ___________ 
 

EMERGENCY CONTACT  

Name _____________________________________ Phone Number  (_______) _______ - _______    

Address  _____________________________________ City ___________________ State _______  Zip __________ 

Relationship to Patient (Check one):  Spouse    Parent    Sibling    Child    Other ___________ 
 

PLEASE COMPLETE THE FOLLOWING SECTION IF GUARANTOR IS DIFFERENT FROM PATIENT 

Guarantor Name __________________________________________________ Date of Birth:  _____ / _____ /_________          

SSN _______ - ________ - ________    Sex:   M   F     Relationship to patient:  Parent  Spouse  Other __________    

Address  _____________________________________ City ___________________ State _______  Zip __________ 

Home Phone (______) _______ - _______ Cell Phone (_______) _______ - _______  Work Phone (_______) _______ - _______  

Employer Name __________________________________________________________________________ 

Employer Address ______________________________ City ___________________ State _______ Zip __________ 
 

INSURANCE INFORMATION 

PRIMARY INSURANCE                                        SECONDARY INSURANCE 

Insurance name Insurance name 

Claims Address Claims Address 

City, State, Zip City, State, Zip 

Employer Group Insurance?  Yes   No 

Employer Name: 

Employer Group Insurance?  Yes   No 

Employer Name: 

Subscriber Name Sex: 

 M   F 

Subscriber Name Sex:  

 M   F 

Subscriber ID Group No. Subscriber ID Group No. 

Subscriber Date of Birth Effective Date Subscriber Date of Birth Effective Date 

Patient’s Relationship to Subscriber: 

 Self       Spouse      Child       Other ____________ 

Patient’s Relationship to Subscriber: 

 Self       Spouse      Child       Other ____________ 
 

 

AUTHORIZATION, ASSIGNMENT, AND RESPONSIBILITY OF ACCOUNT 
 

I hereby authorize to release to the insurance companies/carriers above any medical or other information required for 

processing insurance claims. I, Guarantor, hereby acknowledge and accept responsibility for payment in full for all services 

rendered to me by Sea Girt Medical Associates. 

 

________________________________   ______________________________________     ________________ 

Signature of Adult Patient          Guarantor Signature (and relationship)            Date 


