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PATIENT REGISTRATION		                  				      
PATIENT NAME: _______________________________________________________ SEX: _________________                                                    	                      FIRST                            MIDDLE                            LAST 
DATE OF BIRTH: ___________________AGE: ___________ 
ADDRESS: _________________________________________________________________________________                  STREET                APT. #                      CITY                    STATE                          ZIP 
HOME PHONE: ______________ CELL PHONE: _________________ EMAIL: ___________________________
REFERRED BY: __________________________________
DRUG ALLERGIES: __________________CURRENT MEDICATIONS: _________________________________
EMERGENCY CONTACT: ______________________________ PHONE NUMBER: _______________________
PRIMARY INSURANCE: _______________________
POLICY NO.: _____________________________ GROUP NO.: _______________________________ 
NAME OF POLICY HOLDER: ______________________ RELATIONSHIP TO PATIENT: ___________________ 
POLICY HOLDER’S SSN: ________________________ POLICY HOLDER’S D.O.B.: ____________________
SECONDARY INSURANCE CO. NAME _______________________ 
POLICY NO.: __________________________________________ GROUP NO.: __________________________
NAME OF POLICY HOLDER: ______________________ RELATIONSHIP TO PATIENT: ___________________ 
POLICY HOLDER’S SSN: ___________________________ POLICY HOLDER’S D.O.B.: __________________
INSURANCE AUTHORIZATION: I hereby authorize the provider(s) from Northridge to furnish information to my insurance carrier(s) concerning my or my dependent’s illness and treatment. 
ASSIGNMENT OF BENEFITS: I hereby assign the providers from Northridge all payments for behavioral health services rendered to myself or my dependents. I understand that I am responsible for any amount not covered by insurance. 
STATEMENT OF FINANCIAL RESPONSIBILITY: I understand payment in full or co-payment is expected at the time of service for office visits unless other arrangements have been made. Northridge is responsible for providing documentation for me to submit to my insurance carrier for reimbursement. 
I understand co - payments and deductible payments for certain insurance companies are accepted in lieu of complete payment at the time of my visit. I understand if my insurance company fails to pay for any service rendered to my dependents or to me, l am financially responsible for payment. 
SIGNATURE: ________________________________________ DATE: ______ ______ _______ 
