
 

 
 

PATIENT REGISTRATION FORM 

 
Patient Name: ​  Birthdate: ​  

 
Address: ​ Apartment: ​  

 
City, State Zip Code ​  SSN​ ​  

 
Best Contact Number: ​  Alternate Number: ​  

 
Email Address: ​  

 
Alternate Names used for PDMP: ​  

 
Emergency Contact: ​ Phone Number: ​  
 

 
Please list any doctors who have prescribed controlled substances for you. Failure to disclose this information may 
lead to your dismissal as a patient of LWW. 

Doctor​ Phone Number​ Date Last Seen 
 
 
 
 
 
 

 
With my signature, I affirm that all the information provided is true and I have omitted nothing. I waive any 
applicable privilege and give permission to living well wellness to obtain my medical records and discuss my 
medical history with any physicians, hospitals, clinics, diagnostic centers, pharmacies, insurance companies, 
family, and law enforcement without violating HIPAA. I hold living well wellness, its officers, directors, employees, 
and contractors harmless for any information that may be discussed with any physician, hospital, clinic, diagnostic 
center, pharmacy, insurance company, family, and law enforcement. 
 
 
 
 
    Patient Signature​     Date 

 
 

 



 

 
 
 

 

 
HIPAA Privacy Agreement 

Due to HIPAA patient privacy regulations I agree to not discuss my treatment with other 
patients at any time while I am a patient of Living Well Wellness.  

Patient Signature: ________________________ Date: _____________________________ 



MEDICAL LIABILITY RELEASE FORM

Living Well Wellness’s Policy for Malpractice. As per Florida Law we post on the wall
that the doctor does not cary malpractice  insurance. The patient agrees not to hold
Living Well Wellness  and Its Physicians and Staff responsible for any medical liability.
The New Patient must complete this form to be eligible for Addiction Therapy care at
Living Well Wellness.

PLEASE TYPE OR PRINT ALL INFORMATION 
Patients Name: 
Home Address: 
Date Of Birth:
Telephone:  
Patients Primary Care Physician: 

LIABILITY RELEASE: I certify that the information described above is accurate and
complete to the best of my knowledge. I understand that each individual is
responsible for his/her emergency care. I hereby release the Living Well
Wellness   and its Physicians and Staff  any legal or financial responsibility.

PATIENT /PARENT/GUARDIAN: Please check one of the following and sign your
name.
 __________ I give my permission for immediate medical treatment as required in the
judgment of the attending physician. Notify me and/or any persons listed above as
soon as possible.
 __________ I do not give permission for medical treatment until I have been
contacted.

Parent/Guardian’s Signature ____________________________________________ 

Date ________________ 
(the above line is applicable for delegates under the age of 18 and must be signed by
the parent or legal guardian.)

Patients Signature ___________________________________________

Date ________________
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