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                                                 Medicare Patient Registration                                
  

Name: ________________________________________________________________    Title:   Mr.     Mrs.     Ms.     Dr. 
   First        Middle        Last 
 
Mailing / Billing Address: _________________________________________________________________________________________ 
   Street #   Street Name                              Apt#  

_____________________________________________________________________________________________________________ 
                 City                                          State                        Zip Code  

Home Phone: (_____)____________________     Cell Phone: (______)__________________   Date of Birth:  ______/_______/______ 
 

 Social Security #: _______________________  How did you hear about Cary Skin Center? _____________________________________ 

If married, Spouse’s **Name:_______________________________________        Spouses **Date of Birth:  _______/_______/_______ 
(**This information is required if your insurance policy is in your spouse’s name) 

Answer questions below by placing a check in the appropriate column: 

 
 
 
 
 
 
 
 
 
 
 
 

This office is required to keep your signature on file authorizing us to file claims to Medicare for you and to release information to  
that payor if they require it for the proper consideration of a claim. Please read and sign the following statement: 

 I,__________________________________ authorize any holder of medical or other information about me to release to the Social  
Security Administration and Health Care Financing Administration or its intermediaries or carrier, any information needed for this or a related 
Medicare claim. I permit a copy of this authorization to be used in place of the original, and request payment of medical insurance benefits either 
to myself or the party who accepts assignment. Regulations pertaining to Medicare assignment of benefits apply.   

 ___________________________________________________  ______________________ 

Signature as it appears on Medicare Card    Date 

If you have another policy, we are required to keep a separate signature on file.  Your signature below indicates authorized benefits are 

made, on your behalf, by the supplemental carrier named below: 
Name of other carrier:        Primary  Secondary    Name of Policy Holder _______________________ 

Social Security # of policy holder:     ________ Date of Birth of Policy Holder _______/_______/_______ 

I authorize any holder of medical information to release to the above carrier any information needed to determine these benefits 

or the benefits payable for related services.  

 ___________________________________________   __________________________ 
   Signature as it appears on secondary insurance card   Date 

 

IMPORTANT INFORMATION FOR NEW PATIENTS 

 

Federal Law requires all healthcare practices to obtain, verify and record information that identifies each patient.  

What this means for you:  When you arrive at Cary Skin Center, PA, we will ask to see a photo ID issued by a local, state 

or federal government agency such as a driver’s license, passport or military ID.  If you do not have a government 

issued photo ID, please bring two forms of nonphoto ID such as Social Security Card, school or company ID or a utility 

bill with your name and address visible.   

Please contact Cary Skin Center, PA prior to your appointment if you do not have available forms of identification. You 

may reach us at (919) 363-7546. 

Have you recently joined a Medicare HMO? 
            If yes, identify: ___________________________ 

 Yes  No 

Do you or your spouse work in a company which has more than 20 employees and have 
coverage through insurance at that job? 

 Yes  No 

Are you covered by a HMO/PPO which makes Medicare secondary? 
           If yes, identify: (see back of this form for options) 

 Yes  No 

Is this illness covered by the VA (Veterans Administration)?  Yes  No 

Are you receiving Medicaid? 

Are you a resident of a Skilled Nursing Facility?      Yes    No       or Hospice?    Yes  No 

 Yes  No 
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If you are covered by any other insurance plan that makes Medicare secondary please  
read through the list below and choose which one fits your situation: 
 
 
 
 

1. Working Aged beneficiary/spouse with an employer group health plan 

2. End Stage Renal Disease (ESRD) beneficiary in a Medicare coordination period with an employer health plan 

3. No-Fault, including auto/other 

4. Worker's Comp 

5. Public Health Service or other federal agency 

6. Black Lung 

7. Veteran's Administration 

8. Disabled beneficiary under age 65 with large group health plan 

9. Other liability Insurance 

10. Other 
__________________________________________________________________________________________ 

______________________________________________________________________________________________ 

 

 


