
www.diabetes-thyroidcare.com
Phone (772) 324-2007  -  Fax (833) 909-3952 

540 NW University Boulevard Suite 107 Port St Lucie, Florida 34986

A. PATIENT INFORMATION 
Last Name: First Name: Middle Ini�al: 

Date of Birth:      ____ /____/________ SSN : __ __ __ - __ __ - __ __ __ __ 

Mailing Address: 
 
 

City State Zip Code 

Primary Phone:    □ Home    □ Cell    □ Work  
(            ) 

 

Secondary Phone:    □ Home    □ Cell    □ Work 
(            ) 

e-mail: 
Emergency Contact Name: Emergency Contact Phone : 

(             ) 
Rela�onship: 

Primary Care Physician Name: PCP telephone : (             ) 
PCP  fax :             (             ) 

B. INSURANCE INFORMATION 
  DOB: 

___/___/_____ 
ID/Policy #: Group/Code: 

Subscribers name: 
 

Rela�onship: Subscribers SSN: 
__ __ __ - __ __ - __ __ __ __ 

Effec�ve Date: 
___/___/_____ 

Secondary Insurance: 
 

DOB: 
___/___/_____ 

ID/Policy #: Group/Code: 

Subscribers name: 
 

Rela�onship: Subscribers SSN: 
__ __ __ - __ __ - __ __ __ __ 

Effec�ve Date: 
___/___/_____ 

 

NEW PATIENT REGISTRATION FORM

Pa�ent Authoriza�on

I hereby authorize Dr. Gabriel Guerrero (Diabetes & Thyroid Care LLC) to release any informa�on acquired in the 
course of my examina�on or treatment necessary to process insurance claims. I assign any benefits payable by my 
of any necessary informa�on, including medical for any related claim to the above insurance company. I accept 
financial responsibility for any collec�on/a�orney fees the physician incurs in collec�ng payments for which I am 
responsible. A copy of this agreement may be used in place of the original. This authoriza�on may be revoked at any 
�me in wri�ng. I cer�fy that all the above informa�on stated on this form is true and accurate

Signature of Pa�ent or Parent/Legal Guardian                      Date


