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Patient Registration Form
J. Dustin Bernard, D.O. Endocrinology and Metabolism
2074 Parker St Suite 120 San Luis Obispo, CA 93401
 Phone (805 546-9911 Fax (805) 546-9933

Patient Information

Name                                                                                                                                       Date of Birth

Address_________________________________________________________________ E-Mail ________________________________

City ________________________________________________________ State ______ ZIP _______________________

Sex:  Male  Female Marital Status: Single Married Separated Divorced Widowed Minor Partnered None of My Business

Spouse/Significant Other Name ____________________________ If Patient is a Minor, Name of Guardian _____________________
Home Phone ____________________ Cell Phone __________________ Work _____________________Fax ______________________
E-Mail Address _________________________________________
Social Security # _______________________________ Drivers License # _______________________________________
Employer/School ________________________________________ Occupation _____________________________________________

Employer/School Address _________________________________ Employer/School Phone _________________________________

City ____________________ State _______________________ ZIP _______

In Case of Emergency, please notify _________________________ Emergency Contact Phone _______________________________

Primary Insurance

P

   See Card         

 

 Private Pay         

 

 No Insurance               
Person Responsible for Account  ____________________________________________________________________________________

                                                      Last                                                     First               Middle
Relation to Patient: ___________________________________________________ Date of Birth  ________________________

Address  ____________________________________________________________ Phone ____________________________________

City _______________________________________________   State _________ ZIP _________________

Insurance Company  ______________________________________________________________________________________________

Contract #  ____________________________ Group #  _________________________ Subscriber #  ___________________________

Secondary Insurance

     See Card       

 

      Private Pay       

 

 No Insurance
Person Responsible for Account  ____________________________________________________________________________________
 Last  First  Middle
Relation to Patient ___________________________________________________ Date of Birth ________________________________

Address ____________________________________________________________ Phone ____________________________________

City _______________________________________________________________ State ___________ ZIP _________________

Insurance Company ______________________________________________________________________________________________

Contract # ____________________________ Group #  _______________________ Subscriber # ___________________________

                                                                                   

                                                                                                                                                                                                       Version: 2016.11.11  

References
Which physician referred you to our office? ____________________________________________________________________________
Who is your primary care physician? _________________________________________________________________________________
Which pharmacy would you like us to call in prescriptions to? (include city) ________________________________________________
Which lab do you prefer to use? (include city) __________________________________________________________________________
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