
          Greater Baltimore Medical Associates 
Patient Registration Form         

           
 

                                                                                                                                                                           
Patient Name _________________________________________________________________________________ 
  (Last)                                                                                                                        (First)                                                         (Middle Initial)  

Address______________________________________________________________________________________ 
 
City_____________________________________ State_______________________ Zip Code_________________ 
 
Date of Birth_____________________  [  ]Male  [  ]Female    Social Security #_____________________________ 
 
Maiden/Other Name______________________________ E-mail:________________________________________ 
 
Home Phone#__________________________________ Cell Phone#_____________________________________ 
 

 
Marital Status:________________________ Race:______________________ Religion:______________________ 
 

 
Employer Name:____________________________________ Phone #__________________Dept/Ext:__________ 
 

 
Employer Address:_____________________________________________________________________________ 
 
Emergency Contact Name:______________________________________ Relationship:_____________________  
 
Phone #___________________________  Cell#_____________________  Work#__________________________ 
 
Address:_______________________________________________________________ Zip Code:______________ 
 

PRIMARY INSURANCE INFORMATION 
 

Insurance Company_________________________________________________________________________ 
 

Claims Address:____________________________________________________________________________ 
 

City_______________________ State_________________ Zip____________ Phone____________________ 
 

ID#_________________________________________________ Group #______________________________ 
 

Subscriber__________________________________________ Relationship to Patient__________________ 
 

Subscriber’s Date of Birth (REQUIRED) _________________________________  [ ] Male [ ]  Female    
 

Subscriber’s Employer_________________________________________________  Copay Amount $_______ 
 

Subscriber’s Employer’s Phone # __________________________  Policy Effective Date __________________ 
 

SECONDARY (CO-INSURANCE) INFORMATION 
 
Insurance Company__________________________________________________________________________ 
 

Claims Address:____________________________________________________________________________ 
 

City_______________________ State_________________ Zip____________ Phone____________________ 
 

ID#_________________________________________________ Group #______________________________ 
 

Subscriber__________________________________________ Relationship to Patient__________________ 
 

Subscriber’s Date of Birth (REQUIRED) _________________________________  [ ] Male [ ]  Female    
 

Subscriber’s Employer__________________________________________________  Copay Amount $_______ 
 

Subscriber’s Employer’s Phone # __________________________  Policy Effective Date __________________ 
 

 
PLEASE CONTINUE ON REVERSE SIDE >>>>>>>>>>>>>>>>>>>>>>>>>>>>>>> 
 



 
Do you have any other insurance?  If yes, please list:__________________________________________________ 
 

____________________________________________________________________________________________ 
 
Are you here for a Workers Comp Accident                        [  ]  yes   [  ]  no             Personal Injury  [  ]  yes   [  ]  no 
 

Are you here for an injury from a motor vehicle accident?  [  ]  yes   [  ]  no                 Other injury? [  ]  yes   [  ]  no 
 

**If yes to either of these questions:  What was your date of injury or accident?  _________________________ 
 

How did your injury occur?______________________________________________________________________ 
 

What is your injury or accident claim number?_______________________________________________________ 
 

What is the name/address of your attorney or insurance company for this claim?____________________________ 
__________________________________________________________ Phone #:___________________________ 
 
 

Who referred you to our practice?_________________________________________________________________ 
 

Primary care physician ____________________________________________ Phone #_______________________ 
 
If you want any of your current doctors to receive a copy of your office notes/tests from this office, please list them: 
We will try to send notes to your referring physician and your primary care physician unless you indicate otherwise. 
We may not be able to send notes unless you provide complete, accurate information for your physician(s). 
Doctor                               Address                                                                      Phone#               Fax #       _______ 
 
 

   

 
 

   

 
 

   

 
 

   

 
 

I certify that the demographic and insurance information on this form is current and accurate to the best of my knowledge. 

x_______________________________________________   ______________________________ _________________________ 
Signature of Patient and/or Financially Responsible Party    Relationship (If 17 yrs or younger) Date 
 

Please complete ONLY FOR PEDIATRIC PATIENTS  If you are not a pediatric patient STOP here: 
 

Siblings (list all)  Children live with:  Parents  Mother  Father  Other 
Name       DOB   Social Security #     
Name       DOB   Social Security #     
Name       DOB   Social Security #     
Name       DOB   Social Security #     
============================================================================================================================= 

Father’s Name        Mother’s Name       
Address          Address         
City          City         
State     Zip Code     State     Zip Code    
Home Phone         Home Phone        
Social Security #     DOB   Social Security #     DOB   
Employer         Employer        
Work Phone         Work Phone        
Occupation        Occupation        
=============================================================================================================================== 

**Note:  The parent who brings a child to the office for medical services is responsible AT THE TIME OF SERVICE for co-       
payments, deductibles, balances, or for payment in full, in the event the provider of service is non-participating with your 
insurance carrier.                                                                                                                                                                          12/17/07-2 
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