Fair Lawn
Diagnostic
Imaging Center

MR Number
Patient Registration Form
Patient information
Patient Name (Last) (First) (MI)
Sex Date of Birth / / Weight Height Social Sec. No.
Address: City State Zip
Home Phone: ( ) Marital Status: Work Phone: ( ) Ext.

Student Status (Check One): O Not a Student

Employer Information

Employment Status (Check One): O Employed Full Time

0O Not Employed

Employer Name

O Full Time Student

O On Active Military Duty

0O Employed Part Time

O Part Time Student

O Self Employed
O Retired

Address City

State Zip

Phone ( )

Emergency Contact
Name (Last)

(First)

Home Phone ( ) Work Phone (

Relationship

Address

City

State Zip

Primary Insurance Information

Group Number

ID Number

Insurance Carrier

Phone (

Claims Address (include PO box)

City

Insured’s Name (Last)

(First)

(M1)

Insured’s Address

City

State Zip

Insured’s Birth Date / /

Social Sec. No.

Phone ( )

Insured’s Employer.

Employer Address

Work Phone ()

State ___ Zip

Ext. Relationship

City

State Zip

COMPLETE OTHER SIDE FOR RESPONSIBLE PARTY, SECONDARY OR ACCIDENT INSURANCE INFORMATION
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