
 

Patient Registration & Insurance Verification Form 
Practice Name: ________________________________________________________________  

Patient Name 

Last: _________________________________________ First: ______________________________________________ M: _______________  

Address: ________________________________________________________________________________________  

City: ________________________________________State: ____________________  Zip: __________________________  

Home Phone: _____________________  Cell: ____________ Email: _________________________  

DOB: _____________________________ SS#: ______________________________________ Gender: M / F 

Emergency Contact: _______________________ Phone: ________________________ Relationship: ____________________  

 
Primary Insurance Information 

Carrier Name: _______________________________________________________ Phone: _________________________  

Claims Address: _______________________________________________________________________________________  

City: ________________________________________ State: ____________________  Zip: __________________________  

Member ID: _____________________________________________________________ Group #: _______________________  

Insured’s Name: ______________________________________________________ DOB: __________________________  

Employer: ______________________________________________________ Employer Phone: ________________________  

Secondary Insurance: ______________________________ ID#: ____________________________ Group: ___________________  

 

 

 

 

 

 

 

Phone: 800-934-4485 

(404) 891-1275 

Fax: 1-800-814-3301 

Email: nocost@my800weightloss.com 

3330 South Cobb Drive 

SMYRNA, GA 30080
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