ILLINOIS BARIATRIC CENTER
PATIENT REGISTRATION

Date__________________




Home Phone (_____)____________   

Patient__________________________________________ Cell Phone (_____)_____________
              (Last)                 (First)            (Middle Initial)

Mailing Address_________________________City________________State______Zip__________

Sex: M___F___ Birth date_________ Age_____ Single  Married  Widowed  Separated Divorced

E-mail Address​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_________________________________________________________________ 

Employed by___________________________________ Occupation______________________

Business Address________________________________ Business Phone (_____)____________
Spouse/Parent Name_____________________________ Spouse/Parent D.O.B._____________
Spouse/Parent Employed by________________________ Business Phone(_____)____________
Patient’s Social Security #_________________ Spouse/Parent Social Security #_______________
Primary Insurance_______________________Group#_____________ID#________________

Secondary Insurance_____________________Group#_____________ID#________________

Emergency Contact____________________Relation _______________Phone(___)______​____
Primary Care Physician:_________________________________________________________

How did you hear about our program?  Please circle and describe all that apply

TV Commercial _____ Newspaper/Magazine _____________ Seminar________
                Internet: Obesityhelp.com___ Inamed.com___ ASBS.org___ IllinoisBariatricCenter.com____ 
Other Website: ​__________________​ Friend/Relative ______________________
Physician Referral______________________________ Radio __________________
Other __________________________________________________________________

Circle the procedure you are most interested in   Lap Band
     Gastric Bypass 
Not Sure
Explain why
____________________________________________________________________________

I consent to having my information anonymously included in studies for purposes of statistical data collection regarding Bariatric outcomes.
I consent to having my picture taken for chart monitoring purposes.

The above information is accurate and complete to the best of my knowledge and I authorize release of information to obtain precertification for surgery and file a claim with my insurance company.  I will not hold my doctor or any member of his staff responsible for any errors or omissions that I may have made in the completion of this form.  I understand responsibility for payment is mine.  In the event your account is past due, it may be turned over to a collection agency and/or attorney, then you agree to be responsible for all reasonable fees necessary for the collection of the delinquent account including, but not limited to, collection agency fees of 50% of the balance due and costs and reasonable attorney’s fee of 33% of the balance.

Signature______________________________________ Date_______________________

