
James Lilja, M.D.  
Bay Area Gynecology Oncology 

555 Knowles Dr St 203 
Los Gatos CA 95032 

 
PATIENT REGISTRATION FORM 
PLEASE PRINT CLEARLY & COMPLETE ALL SECTIONS 

 
       Today’s Date_____/_____/_____ 
       Cell Phone#: ________________ 
PATIENT INFORMATION 
 
REFERRED BY:  ___________________________  REFERRING PHYSICIAN TEL: _____________________________ 
 
NAME:____________________________________________   FEMALE  MALE 
 
ADDRESS:  ________________________________________ CITY  _____________________ ST_______  ZIP____________ 
 
PHONE: (_____)____________________SOCIAL SECURITY: _________-_______-__________DOB: ____________  AGE:________ 
 
EMAIL ADDRESS: __________________________________________________________________________________________________ 
 
MAY WE LEAVE CONFIDENTIAL MESSAGES AT THESE PHONE NUMBERS? (circle if ok)    HOME    WORK    CELL 
 
MARITAL STATUS:  S M W D EMPLOYER:_____________________________________  PHONE: (______)___________________ 
 
   EMERGENCY CONTACT:___________________________________________   PHONE: (_______)____________________ 

                                   Relation:_________________________________ 
 
THE FOLLOWING MUST BE COMPLETED ALONG WITH A COPY OF YOUR INSURANCE CARD 
 
  
PRIMARY INSURANCE CARRIER:_____________________________________________________________________________ 
 

ID #:___________________________________________ EFFECTIVE DATE: ____________________________ 
 
INSURED’S NAME ___________________________________ INSURED’S EMPLOYER:__________________________________ 
 
INSURED’S SSN: _____________________________________________ INSURED’S DOB: _______________________________ 
 
CLAIMS ADDRESS: _________________________________ CITY__________________________ ST_______ ZIP_____________ 
 
MEDICAL GROUP/ NUMBER: _________________________________________________TEL:_____________________________ 
 
RELATIONSHIP TO INSURED:           SELF                SPOUSE                CHILD                OTHER 
 
SECONDARY INSURANCE CARRIER:__________________________________________________________________________ 
 
               ID #:_______________________________________________ EFFECTIVE DATE: _________________________ 
 
INSURES’S NAME: _____________________________________ INSURED’S EMPLOYER: _______________________________ 
 
INSURED’S SSN: ____________________________________________ INSURED’S DOB: ________________________________ 
 
CLAIMS ADDRESS: ___________________________________ CITY _______________________ ST________ZIP_____________ 
 
MEDICAL GROUP: ________________________________________________ TEL: ______________________________________ 
 
RELATIONSHIP TO INSURED:           SELF               SPOUSE                 CHILD                OTHER  

  
 
SIGNED: ________________________________________________________                  DATE: ____________________________ 


