[bookmark: _GoBack]                          Positive Mind Psychiatry PLC.
                                  3885 S Val Vista Dr, # 103, Gilbert AZ 85297
                                      Tel: 480.361.1922    Fax: 480.773.7292  
 NEW PATIENT REGISTRATION (please print)
 1. Chart Number _________________________________________________
 2. Patient’s Full Name:   Last  : _____________       First  :_________________      Middle Initial:  ______ 
 3. Sex:    M/ F                          4.  Date of Birth: ___________                                       5. Age: ______
 6. Race: (Please Circle)           Caucasian/ American Indian / Asian/ African American / Native Hawaiian                                                                                                                                    
                                                     Pacific Islander/ Other/   Patient Declined.
7. Patient’s Social Security # :   __ __ __ - __ __ - __ __ __ __
 8. Patient’s Home address :
_____________________________________________________________________________________                      City                                                                        State                                                       Zip 
9. Patient’s Email Address : _____________________________________________________________________________________
10. Patient’s Contact Nos. :    Home (____) ________________                Work Ph.___________________                                               Cell Phone :   (___) ______________________________
11. Primary Care Doctor Name____________________________________________________________                                                           
Address__________________________________________________   Tel_________________________                                                                                            
12. Referring Doctor ____________________________________________________________________________________
13. Is the Patient Currently Employed?   Yes / No
Patient’s Employer_____________________________________________________________________
Employer’s Address ____________________________________________________________________________________
14. Patient’s Marital Status:  Married/Divorced/Separated/ Single / Never married/ Widowed 
Spouse_________________________________________
15. Person we may contact in case of an emergency: Relationship _______________________________      
Name ________________________________________________________ Phone_________________ Address______________________________________________________________________________
                                                               

                                                                    INSURANCE INFORMATION 
Insurance Information – We cannot file your insurance without complete information and a copy of your insurance cards. Please bring your insurance card with you to the front desk when you have completed this form.
Primary Insurance Coverage
 1. Insurance Company _________________________________________ 
2. Subscriber’s Name ___________________________________________           Subscriber’s Sex: M / F
3. Subscriber’s Date of Birth _____________________________________ 
4. Subscriber’s Social Security #___________________________________
5. Patient’s Relationship to Subscriber Self / Spouse /Child / Other
6. Subscriber’s Employer ____________________________________________________________________________________ 7. Subscriber’s ID # ____________________________________________ Group # ____________________________________________
Secondary insurance coverage
8. Insurance Company _________________________________________ 
9. Subscriber’s Name ___________________________________________ Subscriber’s Sex:  M / F
10. Subscriber’s Date of Birth _____________________________ 
11. Subscriber’s Social Security #__________________________
12. Patient’s Relationship to Subscriber       Self        Spouse         Child        Other  ( Choose one )
13. Subscriber’s Employer _____________________________________________________________________________________
14. Subscriber’s ID # ____________________________________________ Group #______________________________________________
Other insurance   Yes / No

