
Greater Baltimore Medical Associates 
Patient Registration Form 

 
Name:  _______________________________   __________________________ __        ________________ 
        Last          First    Middle 
Address: ___________________________________________ City: ________State: ____ Zip Code: ________ 

Maiden/other Name: ________________________________________________________________ 

Mother’s Name: ____________________________________________________________________  

Patient Birthdate: ____ ____/____ _____/____ ____ _____ _____Age: __    Sex: M / F  Marital Status:  

Social Security Number: ___ ___ ___-___ ___-___ ___ ___ ___  Phone: (         ) ____________________ 

Email Address:                                                                   Cell Phone: (         ) ________________                                 

Race:   Black   White     Hispanic   Other: _______________   Religion: __________________  

Affiliation: __________________  

Primary Care Physician ______________________________ Referring Physician _________________________ 

Employer: ___________________________________________ Phone: (       ) _____________________ 

Address: ________________________________________________________________________________  

City: _______________________________ State: ________ Zip code: ________________ 

Occupation: _____________________________ 

Next of Kin:         Person to Notify: 

Name: ________________________________  Name: _________________________________ 

Address: _______________________________  Address: _______________________________ 

City:___________State _____Zip Code _____  City:___________State _____Zip Code _____ 

Phone: _________________________________  Phone: _________________________________ 

Work Phone: (      ) __________ Extension_______  Work Phone: (      ) __________ Extension_______ 

Email address: ____________________________  Email address ______________________________ 

Relation to Patient: _______________________  Relation to Patient: _______________________ 

 
PRIMARY INSURANCE COVERAGE 

Primary Insurance:  ______________________________________________________________ 

Claims Address: ___________________________________________________________________ 

City: _______________________________State: ______ Zip Code: ___________Phone: (      ) ____________ 

Responsible Party:   Self     Spouse    Parent      Other     Subscriber _______________________________ 

Patient’s Relationship to Subscriber:   Self    Spouse    Parent    Child    Dependent   Other: ______________ 

Subscriber’s Address: _____________________________________________________________________  

City: ________________________________________ State: __________ Zip Code:____________________  

Subscriber’s Birthdate:_______________ Social Security # ___________________ Phone (    )___________ 

Subscriber’s Employer: ____________________________________________________________________  

Work Phone: (       ) ___________________          Extension_______________________________________ 

Employer’s Address: _______________________________________________________________________  

City: ________________________________________ State: ___________ Zip Code: ___________________ 

Effective Date of Insurance: ____________ Co-payment _____ Policy #: ________________Group #_____ 



 
 

SECONDARY INSURANCE COVERAGE 
Secondary Insurance:  ______________________________________________________________ 

Claims Address: ___________________________________________________________________ 

City: _______________________________State: ______ Zip Code: ___________Phone: (      ) ____________ 

Responsible Party:   Self     Spouse    Parent      Other     Subscriber _______________________________ 

Patient’s Relationship to Subscriber:   Self    Spouse    Parent    Child    Dependent   Other: ______________ 

Subscriber’s Address: _____________________________________________________________________  

City: ______________________________ State: ________ Zip Code: _______________________________ 

Subscriber’s Birthdate:________________ Social Security # ____________________ Phone (     ) ________ 

Subscriber’s Employer: ____________________________________________________________________  

Work Phone(      ) ____________________Extension_______________ 

Employer’s Address:--_____________________________________________________________________  

City: ______________________________ State: ________ Zip Code: _______________________________ 

Effective Date of Insurance: _____________ Co-payment Amount: ______________ 

Policy #: _____________________________________Group #:___________________ 

 
Guarantor:  

Name: _________________________________________________________________________________  

Address: _______________________________________________________________________________  

City: _______________________________________State: ________  Zip code: _____________________  

Phone: (       ) ___________________________ Work Phone: (      ) __________ Extension_________ 

Guarantor’s Relationship to patient: Self    Spouse    Parent    Child    Dependent   Other: ______________ 

Guarantor’s Employer:        

Name: __________________________________________________________________________________  

Address: ________________________________________________________________________________  

City: _______________________________________State: ________  Zip code: ______________________ 

Phone: (       ) ___________________________ Work Phone: (      ) __________ Extension_________ 

__________________________________________________________________________________________ 
Allergies:      Reaction: 
_______________________________________ ________________________________________________ 

_______________________________________     ________________________________________________ 
I certify that the demographic and insurance information provided above is current and accurate to the best of my knowledge.  I authorize the release of any medical or other 
information necessary to process my claims.  I authorize payment of medical benefits to GREATER BALTIMORE MEDICAL ASSOC. for services rendered to me. 
 
_________________________________________________     ________________________________________ 
Signature of Patient and/or Financially Responsible Party    Date 


