PATIENT REGISTRATION
Michael Kazim M.D.

Medware# Hospital MRN #

Last Name: First Name: Middle Initial: ____
Date of Birth: Age: Circle One: Male or Female Circle One: Married Div Sep Widowed Single
Mother’s First Name: Father’s First Name: Spouse Name:

Address: Apt#

City: State: Zip Code: Country__ _
Home Telephone Work

E-Mail Address: Cell

Employer: Address & Tele

Occupation:

Referred By Address & Tele

Internist / Pediatrician: Address &Tele

Treating Doctor Address & Tele

Allergies to Medication

Reason you are seeing Doctor Today

GAURANTOR INFORMATION:

Gaurantor Relationship to Patient

Guarantor Date of Birth Last 4 Social Security #

Guarantor Address

Employer Address Tele
Primary ins Co Second Ins Co
1D# Group# ID# Group#

| authorize Michael Kazim M.D. to send my medical records on my behalf to treating physicians and my insurance company.
I understand | am responsible for all charges incurred and are payable the day of my visit unless advised otherwise by this
office. | authorize insurance benefits be made on my behalf to Dr. Kazim. | further affirm that all the information provided to

Dr. Kazim to be true and accurate.

Patient/Parent Signature Date



















