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PATIENT REGISTRATION FORM 
 
 

_________________________________________ _____________________________ ___________ ___________________ 
LAST NAME                                                               FIRST NAME                                     MIDDLE          BIRTH DATE 
 
 
________________________________________________________________________________________________ _______ 
ADDRESS                                                               CITY/STATE                                                  ZIPCODE                         GENDER 
 
 
_______________________________ _____________________________ ___________________ ______________________ 
HOME TELEPHONE                              MOBILE PHONE                                LANGUAGE                      MARITAL STATUS 
 
 
_______________________________ _____________________________ ___________________________________________ 
OCCUPATION                                       EMAIL ADDRESS                                            REFERRING DOCTOR 
 
 
__________________________ ________________________ _____________________________________________________ 
SOCIAL SECURITY NUMBER          EMPLOYER                                          MEDICATION ALLERGIES 
 
 

INSURANCE INFORMATION 
 
 

____________________________ ______________________________________________________ ______________________ 
PRIMARY INSURANCE                                       ADDRESS POLICY                                                              NUMBER 
 
 
_______________________ _______________ ____________________________________ __________________________ 
POLICY HOLDER                   BIRTH DATE          RELATIONSHIP TO PATIENT                       SOCIAL SECURITY NUMBER 
 
EMERGENCY INFORMATION 
NAME OF CONTACT: ___________________________________________ ___________________________________________ 
                                                                                                                               RELATIONSHIP 
 
EMERGENCY NUMBERS: _______________________________________ ___________________________________________ 
                                                            TELEPHONE                                                          WORK / CELLULAR 
 
 

DISCLOSURE 
 

I assign all medical benefits to which I am entitled, including Medicare, Medi-Cal, Private & other insurance plans to GARY 
A. BELAGA, M.D. I understand that I am financially responsible for all charges whether or not the bill is paid by the 
insurance company. I authorize ASSIGNEE to release all information, if needed to secure payment. A photocopy of this 
AGREEMENT shall be considered as valid as the original. If this account is assigned to an attorney for collection and/or 
suit, the prevailing party shall be entitled to reasonable attorney’s fees and costs of collection. NOTE: in order to control 
billing costs, we request that the charges for office visits be paid at the time that services are rendered. The patient is 
responsible for paying deductible and co-payment sums for each medical office visit with the doctor. Automatic telephone 
reminders for subsequent appointments will be made 24 hours prior to scheduled visits. Missed appointments without the 
courtesy of prior notification/cancellation will be charged $50. 
 
Credit Card Number: ______________________________     Security Code: _________    Exp Date: _____________________ 
 
 
 
 
_______________________________________________________  _________________________________________________ 
SIGNATURE                                                           DATE                       PRINTED NAME 
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1.  What is your primary complaint—the reason for your visit? 
 
 

 

 

  
 
2. When did your symptoms begin?   ______________________________________________________ 
 
3. If you became disabled, when?      ______________________________________________________ 
 
4. If you have been previously treated for this condition, please provide details:    
 

 

5. List ALL Current Medications:  
 

 

 

 

 
6. Please list your preferred pharmacy and its location:  
 

7. Tell us about any illnesses in your family (parents, siblings, etc.):  
 

 

 
8. Please list any information about past illnesses, injuries, hospitalizations, or surgery: 
 

 

 

 

 
 
9. Please describe your personal habits and activities (tobacco use, alcohol consumption, hobbies, 

physical fitness, etc.) and any other issues in your life:  
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10. Review of systems: (check those which apply to you) 

CONSTITUTIONAL Y/N RESPIRATORY Y/N HEMATOLOGY Y/N 

Weight change Cough Easy Bruising

Fatigue Coughing Blood Gum bleeding

Fever Wheezing/Hay Fever Enlarged Glands

Chills

EYES  GASTROINTESTINAL    MUSCULOSKELETAL 

Glasses/Contacts Heartburn/Reflux Joint Pain/Swelling

Eye pain Nausea/Vomiting Stiffness

Double Vision  Constipation  Muscle Pains  

Cataracts  Bowel Habit Change  Back Pain  

Blind Spots/Blurring  Diarrhea  Neck Pain  

Flashing Lights Jaundice  Imbalance  

Pupillary Changes  Abdominal Pain  Tremor  

  Black or Bloody Stools  Weakness  

CARDIOVASCULAR GENITOURINARY SKIN  

Murmur  Burning/Frequency  Rash/Sores  

Chest Pain  Night Voiding  Pigmentation Changes  

Palpitations  Blood in Urine  Itching/Burning  

Fainting  Loss of Control  Moles  

Loss of Breath  Erectile Problems  Hives/Eczema  

Unable to Lie Flat  Testicular Problems    

Ankle Swelling      

ENDOCRINE PSYCHIATRIC NEUROLOGICAL  

Loss of Hair  Anxiety/Depression  Numbness/Tingling  

Excessive Hair  Mood Swings  Seizures/Blackouts  

Heat/Cold Intolerance  Sleep Problems  Memory Loss  

    Tinnitus/Hearing Loss/Vertigo  

MENSTRUAL    Involuntary Muscle Activity  

Irregularity    Trouble Chewing,/Swallowing,  

Heavy Bleeding    Speech Problems  

Pain    Headaches/Migraines  

Pregnancy    Weakness/Gait Problems  
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