
 
  Updated March 2025 

  PLEASE COMPLETE BACK SIDE 
 

 

NORTHWEST GERIATRICS PATIENT REGISTRATION FORM 

 

PATIENT INFORMATION 
 
Full legal name: ____________________________________________________________________ 
 
Date of birth:    __________________________________  Gender: (circle one)   M       F    
 
Social Security Number: ____________________________ 
 
 

INSURANCE INFORMATION  
 (Please note that copies of front/back of insurance cards MUST be submitted AND legible) 
 
Primary Insurance:   __________________________________________________________________ 
 
Policy Number:  _____________________________________________________________________ 
 
Secondary Insurance: _________________________________________________________________ 
 
Policy Number: ______________________________________________________________________ 
 
Additional Insurance and Policy Number: _________________________________________________ 

 
FACILITY INFORMATION  
( Adult Family Homes, Assisted Living Communities, Memory Care, Independent Living) 
Private Residence, please complete with your home address. 
 
Facility Name:   _________________________________________________________________  
 
Address:    _______________________________________ City______________________Zip_________ 
 
Phone:                  ___________________(circle one)  cell  home       Fax:       _______________________  
 
NAME OF FACILITY'S ASSIGNED PRIMARY CARE PROVIDER: 
 
____________________________________________    
 



 

 
 
 

        

FINANCIAL INFORMATION 
Who will be financially responsible for patient?  (please choose one) 
______Patient  
______ Someone  else 
 
If you chose “someone else” please fill out the following:  
 
Full Name: __________________________________________________________________________ 
 
Relationship to patient: ________________________________________________________________ 
 
Does this person have medical power of attorney?   (circle one)  Yes    No 
 
Mailing address_________________________________________City_________________Zip_________ 
 
Phone: _________________________________________________ (circle one )     cell    home 
 
Email address: _______________________________________________________________________ 
 

EMERGENCY CONTACT INFORMATION  
 
Emergency Contact Name:  (OK to leave blank if same as responsible party) 
 
________________________________________________ 
 
Relationship to patient: __________________Phone number: ________________(circle one) cell   home 
 
Mailing address: _______________________________________City___________________Zip________ 
 
 
 

Where should billing statements be sent (please check one) 
 
_____ Facility address 
 
_____ Financially responsible party mailing address 
 
_____ Emergency Contact mailing address 
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Patient Consent Agreement for Advanced Primary Care Management Services 
 
 

Medicare offers a benefit for beneficiaries with multiple chronic conditions, and by consenting to this 
agreement, you allow NORTHWEST GERIATRICS to provide Advanced Primary Care Management 
Services to you. APCM services are available to patients with one or more chronic conditions. Medicare 
defines a chronic condition as a condition that is expected to last for at least 12 months, and that 
increases the risk of death, acute exacerbation of disease, or a decline in function. 
 
Benefits of APCM Services include: 
* 24/7 access to a care provider to help with your chronic healthcare needs 
* A comprehensive plan of care for health needs, available on paper or electronically 
* Coordination with both home and community-based service providers 
* Transition management among health care providers, including referrals, and follow-up after discharges 
from hospitals, skilled nursing facilities, or other health care facilities 
* Medication oversight and management 
* Use of a certified electronic health record (EHR) as mandated by Medicare 
 
Should you desire to receive APCM services through your provider, he/she agrees to only bill Medicare 
for APCM services once per 30-day billing cycle. Furthermore, your provider agrees only to bill Medicare 
for APCM services if you have more than one chronic condition. 
 
Beneficiary Acknowledgment and Agreement 
 
By signing this agreement, you agree to the following terms: 
* You consent to your provider providing APCM services to you. 
* You certify that your provider has fully explained the scope of APCM services to you. 
* You acknowledge that only one practitioner can furnish and be paid for APCM services during a 
calendar month. 
* You authorize electronic communication of your medical information between treating providers as part 
of your care. 
* You understand that APCM services are subject to Medicare Co-Insurance, and so you may be billed for 
a portion of the APCM services. 
* You understand that you have the right to terminate APCM services at any time by revoking this 
agreement effective at the end of the then-current month. You may revoke this agreement verbally by 
notifying NORTHWEST GERIATRICS by telephone at 206-275-3588 
 
 

 
Patient’s Name (printed) __________________________________  Date of Birth:___________ 
 
Patient/Guardian’s Signature:  _______________________________Date:________________ 
 
Printed Name: ________________________________ Relationship______________________ 
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