
PATEINT REGISTRATION
 

Patient Name________________________________________________________  Birth Date: ______/______/__________
                   First                                           MI                                               Last                       

Address: _____________________________________________________________________________________________
            Street City                       State                       Zip Code

Home Phone (            ) ______-_________Cell Phone (            ) _______-_________Work Phone (           ) ______-________ 

Sex:   Male    Female   SS# ________-______-__________   Marital Status:   Single   Married   Divorce    Widow 
  Circle one                                                                                                                                         Circle one

Emergency Contact: _____________________________ Relationship: _______________ Phone: (          ) ______-________ 
Name 

Employer: ___________________________________________________________________________________________
 Name                                                                                                                                             City                                 State/Zip Code

Pharmacy : _______________________________________________________________ Phone: (          ) ______-________
                                               Name                                            Address/Intersection                                           City                           

Please present insurance card and photo ID to be copied.

PRIMARY INSURANCE: __________________Subscriber’s Name : ___________________________________________
                                                                                   First                                          MI                              Last

Subscriber's Birth Date: _____/______/_________ SS# _______-_____-_________ Relationship to patient: _____________ 

SECONDARY INSURANCE:__________________Subscriber’s Name : _________________________________________
                                                                                          First                                          MI                                Last

Subscriber's Birth Date: _____/______/_________ SS# _______-_____-_________ Relationship to patient: _____________

  
INSURANCE/MEDICARE AUTHORIZATION : I hereby authorize Parag B. Thakkar MD SC or its agent to release any 
information necessary to evaluate or administer claims of benefits to my insurance company/Medicare or its agents. I also 
authorize that payment for such benefits be made directly to Parag B. Thakkar MD SC or its agent. I understand that I am 
financially responsible for any amount not covered by my insurance company. 
TELEPHONE MESSAGE AUTHORIZATION: I authorize Dr. Parag B. Thakkar or his agent to leave a message about 
my appointment, laboratory studies or other medical information on my answering machine/ voice mail or with my spouse or 
significant other who may answer my phone. (We will not leave specifically protected  health information such as HIV, 
mental health  etc..)  
RECEIPT OF NOTICE OF PRIVACY POLICY : I  have received a copy of notice of privacy practices.

Signature: _________________________________________________________  Date: _____/______/____________ 
 Patient/Guardian

PARAG B THAKKAR, MD SC  1170 E BELVIDERE ROAD  SUITE 210  GRAYSLAKE  IL 60030



FINANCIAL POLICY

We are dedicated to providing the best possible care for you, and we want you to completely understand our  
financial policy.

Payment is due at the time of service unless arrangements have been made in advance by your insurance carrier. 
We accept personal checks, cash, visa and master card.

Keep in mind that your insurance policy is basically a contract between you and your insurance company. As a 
service to you, we will file your insurance claim if you assign the benefits to the doctor— in other words; you 
agree to have your insurance company pay the doctor directly. If your insurance company does not pay the practice 
within a reasonable period, we will have to look to you for payment. If we later receive a check from your insurer, 
we will refund any overpayment to you.

Any co-payment is due at the time of service. If we have to send a statement for co-payment there may be 
additional $10 charge. 

If you are insured by a plan that we do not have a prior arrangement with, we will prepare and send the claim for 
you on an unassigned basis. This means the insurer will send the payment directly to you. Therefore, our charges 
are due at the time of service.

Not all insurance plans cover all services. In the event your insurance plan determines a service to be “not 
covered”, you will be responsible for the complete charge. Payment is due upon receipt of a statement from our 
office.

If your account goes on collection, you will have 30 days to find a new health-care provider. During those 30 days 
we will direct you to the urgent care center for emergency care.

I have read and understand the practice’s financial policy and agree to be bound by its terms. I understand and 
agree that such terms may be amended by the practice from time to time.

_____________________________________________________                                  _______/______/____________
           Signature of patient or responsible party         Date

______________________________________________________
              Please print name of the patient

PARAG B THAKKAR, MD SC  1170 E BELVIDERE ROAD  SUITE 210  GRAYSLAKE  IL 60030


