
Cesar Nahas, M.D. PA 

PATIENT REGISTRATION 

DATE: _________________ 

NAME: ___________________________________________DOB:________________________ 

AGE: ___________SS#:_______________________HOME PHONE:________________________ 

ADDRESS: _________________________________________CITY:________________________ 

STATE: _______________ZIP:________________DRIVER’S LICENSE #:_____________________ 

EMAIL ADDRESS: _______________________________________________________________ 

EMERGENCY CONTACT:______________________________PHONE:______________________ 

ADDRESS:_____________________________________________________________________ 

EMPLOYER: ______________________________________PHONE:_______________________ 

ADDRESS: _____________________________________________________________________ 

PRIMARY INSURANCE:____________________________________PHONE:_________________ 

ID#:______________________________________GROUP #:____________________________ 

SECONDARY INSURANCE: _________________________________PHONE:_________________ 

ID#:______________________________________GROUP #:____________________________ 

DISCLOSURE OF INFORMATION 

CAN WE SEND MAIL TO YOUR ADDRESS?(CIRCLE)………………………………………………….……YES  NO 

CAN WE LEAVE A MESSAGE AT YOUR NUMBER(S)?(CIRCLE)……………………………….……….YES  NO 

CAN WE SEND MAIL TO YOUR EMERGENCY CONTACT?(CIRCLE)……………………….………...YES  NO 

CAN WE LEAVE MESSAGES WITH THAT CONTACT?(CIRCLE)……………………………...………...YES  NO 

PLEASE LIST ANYONE OTHER THAN YOU REFERRING AND/OR PRIMARY PHYSICIANS THAT YOU WOULD LIKE TO 
AUTHORIZE THE DOCTOR TO SHARE YOUR TREATMENT INFORMATION WITH. 

SPOUSE:______________________________________________________________________________________
CHILD(REN):___________________________________________________________________________________
OTHER:_______________________________________________________________________________________ 




