
Larry Young, M.D.
345 23rd Avenue North, Suite 412
Nashville, TN 37203+
REGISTRATION FORM

How did you hear about our practice? __________________________________________________________________


Name ___________________________________________________________________               SS# ______-_________-_________
                   First Name                                       Middle Initial                         Last Name     
                         
Gender: Female___ Male___  	Date of Birth__________________  	 Marital Status (circle): Married      Single     Divorced      Widowed      

Address: _____________________________________ City: _______________________________ State: ____ Zip Code: ____________ 

Home Phone:_______________ 

Cell Phone: ___________________      Ok to confirm via text? Yes  No         (if yes) Phone Carrier:____________
                                                                                                                            ie: ATT, Sprint, Verizon, T-mobile

E-Mail ____________________________________________ Ok to send Emails? Yes  No  

Emergency Contact Name:__________________ 	 Phone:_________    _____ 	        Relationship: ________________   


Employer (please indicate full or part time):____________________________  Work Phone: ___________________ Ext ______

Are You a Student: Yes___   No___   Full-time___   Part-time___   Name of School: __________________________________________


PHARMACY INFORMATION:
Name & Street Address:___________________________________________      Telephone #: (_____)________-___________

Mail Order Pharmacy: ____________________________________________       Fax #  (_____) _________ - _______________


Responsible Party/Parent Guardian Information (if a patient is a minor)

Name ________________________________________ Relationship ______________ Date of Birth _______________

Address: ______________________________________Home Phone: ______________ Cell Phone: ______________

City: __________________________ State: ______ Zip Code: _________ SS# ________________________________

Employer: __________________________________________   Work Phone: ________________________________

I authorize any other health care provider whom I have seen in a clinic, hospital or other facility to send medical information to Larry Young, M.D., F.A.C.S. at: 345 23rd  Ave N, Suite 412, Nashville, TN 37203. Tele: (615) 321-4545 Fax:(615) 321-5565.  I authorize any holder of my medical information to release to CMS and it’s agents or my insurance company any information necessary to determine benefits payable for related medical services.

I agree to be financially responsible for services not covered by my insurance company.  I also agree to be financially responsible for any fees associated with collections and/or litigation.  I understand that it is my responsibility to give accurate demographic information to my health care provider and keep those records updated as that information changes (i.e change of address, change of phone numbers, change of insurance information, etc).
There will be an $80.00 “no show” charge for all appointments missed (or not rescheduled 24 hours in advance). I understand this charge is my responsibility to pay and it will not be filed to my insurance company. 


Signature of Patient or Representative ____________________________________   Date_______________________

