
 PATIENT REGISTRATION FORM 
 

 
Patient Name: _________________________________________________ Date of Birth: _____________________ 

Address: _____________________________________________________  Home Phone: _____________________ 

City: _____________________________ State: ______ Zip: ___________  Social Security #: __________________ 

Employer: ____________________________________________________ Work Phone: _____________________ 

Referring Physician: ___________________________________________  Phone: ___________________________ 

Emergency Contact 
 

Name: _____________________________ Relationship: ______________________ Phone: ___________________ 

Insurance Information 

~ Please have your insurance cards ready for photocopying ~ 

Primary Ins: _______________________________________ Name of Insured: _____________________________ 

Policy #: __________________________________________  Group #: ____________________________________ 

Secondary Ins: _____________________________________ Name of Insured: _____________________________ 

Policy #: __________________________________________  Group #: ____________________________________ 

 
 Assignment of Insurance Benefits: 

I hereby authorize payment directly to Pacific Medical Imaging & Oncology Center (PMIOC); and in the event of 
insurance to myself, I agree to authorize release of the Explanation of Insurance Benefits.  In the event of any refusal 
of any insurance company or attorney to pay the bill, I agree to pay the balance.  I agree to be responsible for said 
debt and any collection fees involved in the collection of this debt.  I also understand that PMIOC bills/submits 
claims to my insurance for medical services rendered at the facility as a courtesy.  However, in order to perform this 
courtesy, I the patient must provide PMIOC with all the necessary information/documentation pertaining to my 
insurance/medical coverage to do so. 
 
Patient/Guarantor Signature: _________________________________________ Date: _____________________ 

Release of Information: 
This authorization or photo copy hereof, will authorize the release of full and complete medical records/reports and 
other records when necessary to governmental agencies, insurance carriers, and review agencies for payers 
responsible for per-certification and payment services rendered.  I also authorize the center to permit such payers and 
their review agencies to examine and make copies of my records as requested for payment as permitted by Federal 
and State Law.  I further authorize release of previous medical records as requested by the center. 
 
Patient/Guarantor Signature: _________________________________________ Date: _____________________ 

Authorization of Release of Medical Information: 
  

I hereby authorize the release of my records from: 

___________________________________________________________________________________________ to 
(Facility Name/Address) 

 
Pacific Medical Imaging & Oncology Center (PMIOC)  

at 707 S. Garfield Ave., Suite B-001, Alhambra, CA 91801 
 
Patient/Guarantor Signature: _________________________________________ Date: _____________________ 


