
UMASS MEMORIAL MEDICAL CENTER
CLARK UNIVERSITY HEALTH SERVICES

501 Park Avenue, Worcester, MA
Tel: 508-793-7467

PRE-REGISTRATION FORM

Date    E-mail   

Name    Cell Phone #    
 Last First M.I.

Address   

D.O.B.    Sex Assigned at Birth:    Gender:    Pronouns:    
 month day year

Marital Status   Preferred Language   Race    Ethnicity    

Class (circle) Freshman Sophomore Junior Senior Graduate

Emergency Contact (Name/Relationship)    Phone   

INSURANCE INFORMATION
Insurance  Group #    

ID#     Insurance Address   

City    State     Country  Zip Code    

Subscriber’s Name    DOB  Relationship   

Primary Care Physician/Phone Number 

Do you have another insurance? YES NO

Pharmacy: 

CONSENT TO TREAT
I hereby authorize the staff of the Clark University Health Service to render such service as may be deemed necessary to the above named 
patient.

I authorize Clark University Health Services to release information to any hospital or physician I may be referred to by this office.

I also authorize release of all necessary information to the above designated insurance company or other payor and assign to UMass 
Memorial Medical Center/Clark University Health Services authority to claim any medical insurance benefits and payments on the behalf 
of the above named patient. I understand that I will be billed for services that are not covered by my insurance and agree to pay for such 
services.

PATIENT    WITNESS    

DATE     DATE    
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