
PATRICK M. FARRELL, D.P.M., INC. 
11551 S. Fortuna Rd. Suite A, Yuma, AZ  85367 

928-342-1588   FAX 928-342-2289 
 

PATIENT REGISTRATION 
 

Name          Today’s Date       

Date of Birth      Age         Sex:   M  F       Marital Status: S  M  W  Sep  D 

Local Address          Apt/Space #    

City    State   Zip  Phone #      

Social Security #     Driver’s License #        

Employer      Occupation     or Retired  

Employer’s Address              

Business Phone #     Page #    Cell Phone #     

Emergency Contact     Phone #    Relationship   

Spouse’s Name     Spouses Occupation    or Retired   
 or Parent’s Name     or Parent’s Occupation        

Spouse’s Employer      Business Phone #       
 or Parent’s Employer 

How did you hear about us? (circle all that apply)   Doctor refer (name)       

Qwest Phonebook Greater Yuma Phonebook MCAS Phone Directory  Street Sign/Drive By 

Insurance Book ER/Urgent Care HealthConnections Patient refer (name)     

Welcome Back Bash Lecture Newspaper Article  Other         
 
 
 
IF YOU ARE A WINTER VISITOR, COMPLETE THE INFORMATION BELOW 

Summer Address         Apt/Space #    

City      State  Zip   Phone #     
 
 
 
FOR WORKER’S COMPENSATION, COMPLETE THE INFORMATION BELOW 

Date of Injury    Claim #   Adjuster’s Name     

Insurance Name     Phone#     Ext #   

Insurance Address               



PATRICK M. FARRELL, D.P.M., INC. 
11551 S. Fortuna Rd. Suite A, Yuma, AZ  85367 

928-342-1588   FAX 928-342-2289 
 

INSURANCE ASSIGNMENT OF BENEFITS AUTHORIZIATION 

I request that payment from my insurance company be paid directly to Patrick M. Farrell, 
D.P.M., on any bill for services furnished to me by the physician. I authorize the release of any 
medical information necessary to determine benefits payable for these services provided by Dr. 
Farrell. I also authorize Dr. Farrell to treat me. 
 

I understand that I am financially responsible for all charges incurred including office expenses, 
lab fees, pathology fees and outpatient procedure charges. This is to include any and all charges 
not covered by my medical insurance. I also understand that if my insurance requires a referral, 
I am responsible for getting the referral and keeping up with the expiration dates. 

 

                

Patient’s Name (Please print)     Parent or Guardian’s Name 

 

                

Patient or Guardian Signature     Date 

 

IF YOU HAVE NOT GIVEN US A COPY OF YOUR INSURANCE 
CARD, PLEASE COMPLETE THE INFORMATION BELOW: 

 

Primary Insurance Company Name, Mailing Address and Phone Number 

 

Name of Insured, SS# or ID#, Group # or Policy # and Insured’s Employer 

 

Secondary Insurance Company Name, Mailing Address and Phone Number  

 

Name of Insured, SS# or ID#, Group# or Policy# and Insured’s Employer 






