
Rodney Z. Wong, M.D. Inc.
REGISTRATION FORM

(Please print)
�  Mountain View Office                                                                                                                  �  Morgan Hill Office

Patient Data

Today’ date: ____________             

Last name: ____________________________  First name: _______________________  Middle: ______      � Male  � Female

� Mr.  � Mrs.  � Miss.   � Ms.        Marital Status:  � Single  � Married  � Divorced  � Separated  � Widow     

Birth date: ___________________    Age: _________      Social Security Number: __________________________________

Street address: ______________________________________ City: _________________ State: _______ Zip: ____________

Home Number:  (        ) __________________   Cell: (        ) ____________________   Work: (        ) ___________________

Occupation: ___________________________________ Employer: ______________________________________________

Employer phone number: (       ) _____________________  How long working for this company: ____________________

Other family members seen here: _________________________________________________________________________

How did you hear about our office: � Family  � Friend  � Yellow pages  � MD  � Hospital  � Other _______________________

Insurance Information

(Only PPO or POS insurance, no HMOs)

Insurance:  � United Health Care  � Blue Cross   � Blue Shield  � Aetna  � Cigna  � Health Net  � Pacific Care  � Medicare

� Secure Horizons � Tri-West / Tri-Care  � Great West  �  Other: ____________________________________________________

Person responsible for bill / Subscriber: _________________________________________ Birth date: ___________________ 

Subscriber’s Social Security #: ____________________________   Relationship to Patient: ______________________________

Address (if different): ________________________________ City: ___________________ State: ________ Zip: ____________

Home Number:  (       ) ____________________   Cell: (        ) ____________________   Work: (        ) ____________________

Is this person a patient here?  � Yes  � No  Employer: ____________________________ Phone Number: (     ) _______________

Secondary Insurance: _____________________________  Policy: _______________________ Group: ___________________

In case of Emergency

Name of local friend or relative (not living at the same address): ____________________________________________________

Relationship to patient: _____________________ Phone: (        ) ____________________ Cell: (       ) _____________________

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I  
understand that I am financially responsible for my balance. I also authorize Rodney Z. Wong, M.D. or insurance company to  
release any information required to process my claims.

Patient / Guardian Signature: __________________________________________  Date: __________________________
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