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PATIENT REGISTRATION

Patient Information (Confidential)

Name Birthdate SSN

Address City State  Zip
Phone #: 1 Home O Work a Cell

Please, check preferred # above that we can contact you and leave a message

Patient’s Employer Work Phone #:

Address City State  Zip
Marital Status: O Single O Married O Divorced O Widowed O Separated
Spouse Name Employer Work Phone #

Who may we thank for referring you?

Responsible Party

Name of Person Responsible for this Account:

Relationship to patient: 1 Self 0O Spouse O Parent O Other

Address Phone #:

Occupation Employer Work #
Is this person currently a patient in our office? U Yesd No

Insurance Information (if you want us to file)
Name of Insurance Company

Ins. Address for Claims City State  Zip
Name of Policy Holder

Relationship to patient: 4 Self 0O Spouse U Parent O Other

Policy ID# Group ID # Member #

In Case of Emergency
Name of local friend or relative (not living at same address)

Relationship to patient
Phone # 1 Home U Work O Cell

Authorization and Release

The above information is true to the best of my knowledge. 1 hereby authorize medical care by John M. Bouras,
MD, PA* for the person named above as “patient” on this document.

I am aware that John M. Bouras, MD, PA is not on any insurance network and I am financially responsible for all charges.
Payment is due at the time services are rendered (prepaid for TMS Therapy). At times, due to the complexity of a case and/or the
length of the time spent with a patient, the fee may be higher for that visit. As a courtesy, John M. Bouras, MD, PA may file
claims for me and any reimbursement will be sent directly to me. I authorize John M. Bouras, MD, PA to release any information
to my mnsurance company required to process any such claims. I understand that no promises or guarantees are made in terms of
when and how much my insurance will reimburse me.

Patient Signature Date
Patient Name — PRINT

*TMS Therapy provided under

4

Victoria TMS Center



