Balaji Health Care | Secure Telehealth Intake
Service states: Washington, Oregon, Alaska, and Utah | info@balajihealthcare.health | [Insert real clinic phone]
Patient Registration Form
Balaji Health Care | Ram Nehara, MSN, NPI: 1699565390
	Important: Balaji Health Care provides telehealth visits for eligible patients physically located in Washington, Oregon, Alaska, or Utah at the time of service. This form does not create a provider-patient relationship until the visit is accepted and completed by the provider.


Patient Information
	Legal Name: ________________________________
	Preferred Name: ____________________________

	Date of Birth: _____________________________
	Sex Assigned at Birth: ______________________


Gender Identity: ☐ Female   ☐ Male   ☐ Non-binary   ☐ Prefer not to answer   Other: __________________________
	Home Address: ______________________________
	City/State/ZIP: ____________________________

	Phone: _____________________________________
	Email: _____________________________________


Preferred Contact: ☐ Phone   ☐ Text   ☐ Email   ☐ Portal   
May we leave a voicemail?: ☐ Yes   ☐ No   
May we send appointment reminders?: ☐ Yes   ☐ No   
Visit Location and Pharmacy
	State where patient will be located during visit: ______________________
	Current physical address during visit: ______________________

	Preferred Pharmacy Name: ______________________
	Pharmacy Phone/Fax: ________________________

	Pharmacy Address: __________________________
	City/State/ZIP: ____________________________


Emergency Contact
	Emergency Contact Name: ______________________
	Relationship: ______________________________

	Emergency Contact Phone: ______________________
	Emergency Contact Address: ______________________


Insurance / Payment
Payment Type: ☐ Medicare   ☐ Private Insurance/Superbill   ☐ Self-pay   ☐ Other   Other: __________________________
	Insurance Plan Name: _______________________
	Member ID: _________________________________

	Policy Holder Name: ________________________
	Policy Holder DOB: _________________________


I understand self-pay fees are: ☐ New patient $99   ☐ Follow-up $75   
Authorization and Acknowledgment
By signing below, I certify that the information provided is accurate to the best of my knowledge. I authorize Balaji Health Care to contact me regarding appointments, care coordination, billing, and treatment-related matters. I understand that telehealth is not for emergencies and that I should call 911 or go to the nearest emergency department for urgent or life-threatening symptoms.

	Patient/Representative Signature: ______________________
	Date: ______________________________________

	Printed Name: ______________________________
	Relationship if Representative: ______________________
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