
PATIENT REGISTRATION FORM

1280 E. Stearns St., Ste. 5, Fayetteville, AR 72703
www.rollerweightloss.com    Ph 877.445.6460    Fx 479.445.6719

®Official General Surgeon 
for the Arkansas Razorbacks®

You are being seen for:	 Weight Loss Surgery		  General Surgery	 Family Practice

Patient’s Last Name First Name Middle Name Mr.

Mrs.

Miss

Ms.

Date of Birth
Male Female

Marital Status
Single          Married          Partnered          Divorced          Widowed

Spouse Name

Mailing Address or PO Box # Social Security #

City State Zip Code

Home Phone # Cell Phone # Work Phone # Occupation

Employer Employer Address Employer Phone #

Email Address

Referring or Primary Care Physician Physician’s Phone # Physician’s Street Address

Guarantor’s Last Name First Name Middle Name Mr.

Mrs.

Miss

Ms.

Date of Birth

Male Female

Mailing Address or PO Box # Social Security #

City State Zip Code

Home Phone # Cell Phone # Work Phone #(if different from above) (if different from above) (if different from above)

INSURANCE INFORMATION
Subscriber’s Name Subscriber’s DOB Subscriber’s SS # Address (if different from above)

Please Indicate Primary Insurance Aetna          BC/BS          Champ VA          Cigna          Med Partners          Tricare
United Health Care          Medicare          Medicaid          Other Self Pay

Policy # Group # Co-Payment Subscriber’s Employer Employer Phone #

Patient’s Relationship To Subscriber Self          Spouse          Child          Other

Secondary Insurance (if applicable) Subscriber’s Name Subscriber’s DOB

Patient’s Relationship To Subscriber Self          Spouse          Child          Other

IN CASE OF EMERGENCY
First Name Last Name Relationship To Patient

Home Phone # Cell Phone # Other Phone #
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