

Triad NPS-Patient Registration Form
Date: __________________	 							 
Patient’s Name: _____________________________________________________________       Assigned by office-  MRN                                     
Date of Birth:  ______________	Age: _____	Gender:  M   F   O  
Patient/Family/Guardian information:preferred

Address:  ________________________________________________________ Home  Ph: _________________________
__WS __________________________________________________________   Cell ph: ___________________________
Email address: __________________________________________________ Work ph: ___________________________
Patient Occupation / Employer OR Student’s Grade and School: __________________________________________________________________________________________________
Any other information:  ______________________________________________________________________________ 
Emergency contact:  ________________________________________________	Relationship: _____________________	

If different: Ph: ____________________________________ Email: __________________________________________
Financial Responsibility:   Patient ____      CBHA Insurance ____       Workers Comp ____       Legal ____      Other  _____  
Insurance: (if this applies)   Company:  _______________________________________________________________
Primary Insured’s Name: ________________________________________ Insured’s ID: _________________________
Insured’s Birthdate: __________________  		        

[bookmark: _GoBack]Workers Comp: (if this applies)     Case #: ___________________________
Caseworker:______________________________________________________   Ph: _____________________________
Email: ______________________________ 

Legal: (if this applies)     Law Firm: ____________________________________________________________________
Attorney/Paralegal: _________________________________________________________________________________
Ph: _________________________   Fax: ________________________ Email: __________________________________


Triad Neuropsychological Services, PLLC		office: 336.464.7032
Cecile E. Naylor, PhD		fax: 336.464.7034
