
JAYAKAR MEDICAL GROUP 

PATIENT REGISTRATION RECORD 
 TODAY'S DATE: _______________ 

PATIENT NAME: __________________________ DATE OF BIRTH: ______________ 
ADDRESS: _______________________________CITY: ____________ ZIP: ________ 
HOME PHONE#: _________________ CELL PHONE/OTHER#: __________________ 
SSN#: _____________________ SEX: M___ F___ 
EMAIL: _______________________________________________________________ 

INSURANCE INFORMATION __ WORKERS COMP 
__ PRIVATE 
__ MEDICARE 

INSURANCE COMPANY NAME: ___________________________________________ 
ADDRESS: ____________________________________________________________ 
CITY: _________________________ STATE: ____________________ ZIP: ________ 
ADJUSTER'S NAME: ____________________________________________________ 
ADJUSTER'S PHONE NUMBER: ______________________ FAX #: ______________ 
CLAIM NUMBER: _______________________________________________________ 
NURSE CASE MANAGER (if applicable): ____________________________________ 
NURSE'S PHONE: _________________________ FAX #: ______________________ 

INJURY HISTORY 
IS INJURY FROM: WORK ____ AUTO ____ (CHECK) 
DATE OF INJURY/SYMPTOM ONSET: ______________________________________ 
EMPLOYER AT TIME OF INJURY (if worker’s comp): __________________________ 
(Please provide further info - if different from current employer) 

CURRENT EMPLOYMENT INFORMATION (if worker’s comp) 
CURRENT EMPLOYER: ______________________________PHONE: ____________ 
ADDRESS: _______________CITY: ____________ STATE: ________ ZIP: ________ 

ATTORNEY INFORMATION 
(Please complete the section below if you have an attorney working with you for this injury) 

NAME: _____________________________________ PHONE: ___________________ 
ADDRESS: ____________________________________________________________ 
CITY: _________________________ STATE: ____________________ ZIP: ________ 
NAME OF YOUR CONTACT PERSON: _____________________________________ 

REFERRAL INFORMATION 
REFERRED BY: ______________________ PHONE: __________________________ 

I authorize the release of any medical information necessary to process my claim and request that the 
payment of all benefits be made to the undersigned physician or supplier for services supplied. I 
understand that I am financially responsible for non-covered benefits and all deductibles not covered by 
this authorization. 

SIGNED: ___________________________ TODAY'S DATE: ____________________ 
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