
DATE: 
-------

NANCY H. COLES, MD 

PATIENT REGISTRATION AND HISTORY 

PATIENT NAME: _________________________ DATE OF BIRTH: _____ _ 
(Last) (First) (Middle) 

ADDRESS: _______________________________________ _ 
(Street) (City) 

TELEPHONE NUMBERS: HOME: ( ) ______ CELL: ( 

(State) (Zip) 

) _____ WORK: ( ) ____ _ 

BEST TIME AND PLACE TO REACH YOU: _______________________ _ 

SS#: _________________ E-MAIL ADDRESS: ______________ _ 

OCCUPATION: _______________ _ 

INTERNIST / PCP NAME : _____________ PHONE: ( _____ FAX ( ) _______ _ 

CHECK ONE: SEX: M __ F__ CHECK ONE: MARRIED_ PARTNERED_ SINGLE_WIDOWED_DIVORCED_ 

SPOUSE/ PARTNER NAME: ___________________ BlRTHDATE: _________ _

SPOUSE'S EMPLOYER:. __________________________________ _ 

IN CASE OF EMERGENCY CONTACT: 

NAME: ______________________________ RELATIONSHIP: ________ _ 

HOME( _______ CELL( _______ WORK( 

WHOM MAY WE THANK FOR REFERRING YOU: __________________________ _ 

MEDICARE INSURANCE INFORMATION 

MEDICARE INSURANCE: POLICY#: 
---------------

Is patient covered by additional insurance? YES__ NO __ 

SECONDARY INSURANCE: INSURANCE COMPANY: ______ _ POLICY#: ________ _ 

Subscriber Name: _______________________ Relationship to Patient: _________ _ 

MEDICARE ASSIGNMENT AND RELEASE: I certify that I, and/or my dependent(s), have insurance coverage with PART B MEDICARE 
and assign directly to Nancy H. Coles, MD all insurance benefits, if any otherwise payable to me for services rendered. I understand that I am 
financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance submissions. The above 
named doctor may use my health care information and may disclose such information to the above named insurance company(ies) and their 
agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services. 

I request the payment of authorized Medicare benefits, and, if applicable, Medigap benefits, be made to either me or on my behalf to, Nancy H. Coles, 
MD. To the extent permitted by law, I authorize any holder of medical or other information about me to release to the Centers for Medicare and 
Medicaid services, my Medigap insurer, and their agents, any information needed to determine these benefits for related services.

Signature of Patient. Beneficiary, Guardian or Personal Representative: ___________________ _ 

COMMERICAL INSURANCE INFORMATION 

INSURANCE COMPANY: _____________ _ POLICY#: ___________ _ 
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