
REGISTRATION FORM

Male Straight

Female Gay

Transgender Male (Female-to-Male) Lesbian

Transgender Female (Male to Female) Bi-sexual

Other Other

Decline to answer I don't know

Decline to answer

Mother's Maiden Name_________________

   ____________________________

*The persons listed above can NOT sign consent for treatment, on behalf of my child.

Name______________________ Relation to patient______________         Phone Number___________________

Name______________________ Relation to patient______________         Phone Number___________________

Name______________________ Relation to patient______________         Phone Number___________________

Name______________________ Relation to patient______________         Phone Number___________________

Patient/Guardian Signature Signature of Legal Representative Date

RELEASE OF INFORMATION

I hereby give permission to the person(s) listed below to receive information about the care of the above named patient.

Name______________________ Relation to patient______________         Phone Number___________________

Father/Guardian Name___________________________________ Phone Number____________________________

Children live with Mother  Father  Guardian

The persons listed above may sign consent for treatment, on behalf of my child

_____________________________ _______________

Marital Status   Single  Married  Separated  Divorced  Widow Language Preference_____________

Name of Pharmacy_______________

FOR CHILDREN

Mother/Guardian Name___________________________________ Phone Number____________________________

Gender Identity    (Check off one box only please) Sexual Orientation    (Check off one box only please)

Employer_________________

Veteran  Yes  No Country of Origin________________

American Indian/Alaskan Native AsianPublic Housing  Yes    No

Native American Pacific Islander Native Hawaiian
Email Address_______________________

Multiple Races Decline to answer

Electronic portal (via secure messaging)  

voicemail  email   text/SMS  
Cell Phone Number_______________________

Can we leave a message?  Yes    No Ethnicity Hispanic  Non-Hispanic  Decline to answer

Last Grade Completed____________ Race Black/African American Caucasian (White)

Address__________________________________________________________________________________________
Street City, State, Zip

Email Address_______________________

Home Phone Number_____________________ Preferred Method of Contact

PATIENT INFORMATION

Patient Name________________________________________ Social Security Number____________________________
       First                        Middle                     Last

Date of Birth_________________________ Sex at Birth (male or female)_____________



         Phone Number___________________

Number of Dependents

spouse/children under 18

Primary Insurance__________________ Policy Holder Name____________________ Policy Number______________

Secondary Insurance__________________ Policy Holder Name____________________ Policy Number______________

Group #

   ____________________________

GENERAL CONSENT FOR TREATMENT AND PRIVACY NOTICE

The above information is true to the best of my knowledge. I hereby give Optimus Health Care and its medical providers my 

consent for any necessary medical evaluation and treatment. 

I acknowledge that I have reviewed the Optimus Health Care

□ Notice of privacy practice

□ Failure to Keep Appointments policy and, 

□ Patient Bill of Rights in the language of my understanding

I also understand that I may request another copy at any time. I authorize Optimus Health Care, Inc. or insurance company to 

release any information required to process my claims. I understand that I am financially responsible for any balance due, 

regardless of insurance or third party accommodations.

_____________________________ _______________

Patient/Guardian Signature Signature of Legal Representative Date

Yr.   Mo.   Wk. Bi-wkly

Patient's relationship to Insured  Self   Spouse    Child Other (please specify)________________

Complete Below for Private Insurance Only

____________________________________________________________________________________________________________

Employer Name Employer Phone Number

Social Security Number____________________________ Phone Number_______________________

Address__________________________________________________________________________________________

Street City, State, Zip

Household Income $__________

IN CASE OF EMERGENCY

Emergency Contact Name________________________

Relationship to patient  Self   Spouse    Child Other (please specify)____________

FINANCIAL/INSURANCE INFORMATION
(Please give your insurance card to the receptionist)

Name of person responsible for bill________________________ Date of Birth____________________






