PATIENT REGISTRATION

Name: ______________________________________________ Birthdate: ________________________

Social Security Number: _________________________________________________________________              

Address: _____________________________________________________________________________ 

City: _____________________________________ State: ______________ Zip Code: _______________ 

Email: ______________________________________________________________________________

Home Phone: ________________________________ Cell Phone: _______________________________

Employer: ___________________________________ Work Phone: _____________________________

Marital Status:  □ Single    □ Married    □ Divorced     □ Widowed      Maiden Name___________________



















Race (optional):  □ Caucasian        □ African American        □ Asian       □ Native Hawaiian/Pacific Islander   
                              □ American Indian/Alaskan Native             □ Declined
Ethnicity (optional):  □ Hispanic or Latino           □ Non-Hispanic or Latino             □ Declined





Person To Contact In Case Of Emergency

Name_______________________________ Relationship________________ Phone________________






How did you hear about us?

□ TV      □ Newspaper     □ Web search     □ Other
□ Patient Referral ________________________    □ Doctor Referral ________________________         








I hereby authorize Northwest Surgery Center and Dr Brant McCartan to furnish my insurance carrier all information that my insurance company may request concerning my illness or injury. I hereby assign to Northwest Surgery Center and Dr Brant McCartan all sums which are now payable or may hereafter become payable to me from the above insurance company and/or surgical expenses incurred by me and understand that I am legally responsible for any charges made by the above for medical and/or surgical services rendered to me which are in excess of the sums covered by this assignment. I hereby understand that any sums made payable to me by the insurance company and not returned to Northwest Surgery Center and Dr Brant McCartan after 30 days upon receipt, my account will be referred to a collection agency for payment and or legal action.

Patient or Guarantor’s Signature_____________________________________Date_______________


I hereby authorize Northwest Surgery Center the right to use any pre or post-operative foot/feet photos or x-rays for any lawful purpose, which may include, but is not limited to, Northwest Surgery Center website, before and after samples on display at the surgery center, medical case studies, etc.  Northwest Surgery Center agrees to have all identifying information excluded from all such photos or x-rays so that patient identity remains anonymous.  

Patient or Guarantor’s Signature_____________________________________Date_______________


