DUPAGE NEUROLOGICAL ASSOCIATES, S.C.

6833 Kingery Highway

Willowbrook IL 60527

630-321-9313

PATIENT REGISTRATION

Last Name:



                 First Name:                               

Sex:             Date of Birth:                          Marital Status:             SS#:


      


Address:

City:                                                     State:



  Zip Code:

Home Phone :                
            Mobile Phone:                            Work Phone:

Preferred phone for confirmation phone calls:
Email Address:

Race:                                    Ethnic Origin:                                     Language spoken:

Emergency Contact Information

Name:                                                                                    Phone:

Policy Holder Information
Name:                                           Relationship:                   Date of Birth:
Guarantor Information (to whom statements are sent)

Name:                                                                                    Phone:

Address:
_____________________________________________________________________________
Would you like web access to your medical information: Yes                    No

ASSIGNMENT AND RELEASE:

· I hereby assign my insurance benefits to be paid directly to the physician.

· I understand that I am financially responsible for all non covered services, co-pays, deductibles, and co-insurance.

· I authorize the physician to release any information required to process this claim.

Signed_______________________________________Date:___________________

MEDICAL INFORMATION

Name: __________________________________                                             Birthdate: _____________________

Family Doctor Name: _________________________ Phone# _____________ City: ______________________

Pharmacy Name: ____________________________ Phone # _____________ City: ______________________

Do you authorize our office to request prescription drug information from a national drug database. This will provide our office with a list of medications prescribed by all physicians at major pharmacies. Please sign and accept or decline.

Authorized: Yes ________________________________Declined: ____________________________________

Are you allergic to any medications? _________ If so, please list the medication and reaction below.

____________________________________________________________________________________________________________________________________________________________________________________

Please list all current medications (prescription and over the counter)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

What is the main reason for your visit ___________________________________________________________

Past medical history/ Previous Surgeries : ____________________________________________________________________________________________________________________________________________________________________________________

Family History:

____________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________

Do you smoke/use Tobacco products?________ If so, how much _____________________________________

How many years of Tobacco use? ____________

Do you drink alcohol? ________ If so, how much __________________________________________________

Current job Title/Duties : _____________________________________________________________________

Referred by (physician name,friend,internet,other_________________________________________________
   DuPage Neurological Associates, S.C
6833 Kingery Highway

Willowbrook, IL 60527

630-321-9313


                       INFORMATION AUTHORIZATION

I, __________________________________, as a patient of  Dr. Sun, hereby give authorization for Dr. Sun and/ or his staff to speak to the following individuals regarding my health, health care needs, and insurance/ financial obligations.

Name



         Relationship

      phone#



You may leave a message on my voicemail _________Yes  _________No
Patient/or Legal guardian Signature______________________________

Date ___________
DuPage Neurological Associates, S.C
6833 Kingery Highway

Willowbrook, IL 60527

630-321-9313

NOTICE OF PRIVACY PRACTICES

ACKNOWLEDGEMENT

You have been given the Notice of  Privacy Practices for DuPage Neurological Associates. This notice describes your legal rights regarding your health information and will inform you of the legal duties and privacy practices of DuPage Neurological Associates.

Your name and signature below indicate that you have been provided with a copy of this Notice of  Privacy Practices.

If you have a question regarding any of the information set forth in this Notice of Privacy Practices, please do not hesitate to call our office at 630-321-9313.

Patient Name:______________________________________________Date_________

Signature of patient or

patient’s qualified personal representative;_______________________________________

Printed Name of qualified personal representative:_________________________________
___Patient has refused to sign Privacy Practice Acknowledgement.

Printed Name of Witness:_________________________________________________________________

Signature of Witness_________________________________________Date__________
