ROCKVILLE
MEDICAL CARE

Patient Registration Form

Patient Information

2401 Research Blvd., Suite 360 Rockville, MD 20850

Janna Lachtchinina, MD

p: 240.449.8900

Date of Appointment:

Patient’s First Name Middle Name

Last Name (as it appears on insurance card or ID)

Sex Marital Status Date of Birth (Age)

Social Security Number

Street Address City State Zip
Home Phone Mobile Phone Email Address

Referred by Primary Care Physician Primary Care Physician Phone
Pharmacy Pharmacy Phone Pharmacy Address

Patient Employer/School Information

Employer/ Occupation

Employer/School Phone

Employer/School Address

City

State Zip

Emergency Contact Information

Emergency Contact Name

Phone Number

Relation to Patient

Billing and Insurance

Primary Health Insurance

Insurance Company

Plan

Plan Number Group Number

Insured’s Employer/School

Insured’s Name (as it appears on insurance card or

Relation to Patient

Insured’s Phone Number

D)
City State Zip
Insured’s Social Security Number Insured’s Birthdate
Secondary Health Insurance
Insurance Company Plan

Plan Number Group Number

Insured’s Employer/School

Insured’s Social Security Number

Insured’s Name (as it appears on insurance card or ID)

Relation to Patient

Insured’s Phone Number

Responsible Party

Billing Name (if other than patient) Phone Relation to Patient
Address City State Zip
Signature of Patient or Authorized Guardian Date
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