
 

New Patient Registration 

 
Robert R Artwohl, M.D., P.C. � 3300 Providence Drive, Suite 309 � Anchorage, AK  99508 

 

Date of Office Visit:____/____/________     Your current Age: _________               Sex:  �F    �M    

Last Name: __________ ____________________First_____________________  Middle_______ 

Mailing Address: ________________________________________________________________ 

City: _______________________________________State: ___________  Zip: ______________ 

Home Phone: (___) ____ - ________   Birthdate: _____/_____/___________ 

Marital Status:  �Single    �Married   �Divorced   �Partnered   �Widowed  

         Patient or Responsible Party Information                                Spouse Information 

Occupation: Spouse Name: 

Work Phone: Occupation: 

Employer Work Phone 

SSN# Employer 

E-mail: SSN #: 

Cell Phone: Date of Birth 

Insurance:  Primary _________________________  Insured:   �Self  �Spouse  �Other_____ 

                    Secondary________________________ Insured Name:________________________  

Referring Physician:_____________________________________________________________ 

How did you find out about us:  �Physician   �Friend   �Web Search     

�Other: ____________________________________________________________     

Emergency Contact Name: ____________________________ Phone: (_____) _______________ 

Please bring your insurance card(s) and/or information to the office with you. 

I consent to treatment necessary for the care of the above-named patient or myself.  I hereby authorize the release of any 
information acquired in the course of this visit or subsequent visits to my insurance providers and referring physicians.  I 
authorize the payment of medical benefits directly to Robert R Artwohl, M.D.,P.C.  I understand that I am responsible for 

all charges, regardless of insurance coverage(s).  

Signature:  _______________________________________________________  Date: ________________________ 


