
                                                                                    
 

915 Harley Strickland Blvd., Orange City                                   
Phone: 386-561-9967                                                        

 

PATIENT 

 Full Name: _____________________________

Mailing Address: __________________________City: 

Physical Address: _________________________ 

SOCIAL SECURITIY  

 Number: ____________________Home #: 

 Patient Employer: _________________________________ 

Referring Physician: ________________________________ 

INSURANCE INFORMATION  

Primary Insurance: _____________________

Primary Card  
Holders Name: __________________________
 
Secondary  
Insurance: _________________________ Policy #: ___________________ 
 
Secondary Card  
Holders Name: ___________________

                                 Lance Feller, MD, FACR
                                                                                                      Board Certified in Rheumatology

915 Harley Strickland Blvd., Orange City                                                                                                  1319 S International Pkwy. Suite 1171, Lake Mary 
                                                 http://myrheumatology.com/                     Fax: +1  844-815-1446     

PATIENT REGISTRATION 

Full Name: __________________________________ Age: _______ DOB: ________ Sex: 

Mailing Address: __________________________City: ___________State:_______ Zip: _________

________________________ City: ___________State:_______ Zip: _________

(IF P.O. BOX IS LISTED ABOVE) 

Home #: _______________Cell #:_________________

Patient Employer: _________________________________ Phone #:___________________________ 

Referring Physician: ________________________________ Phone #: ___________________________

_____________________ Policy #:__________________ Group #:

______________________________DOB: __________Social Security #:__________

_________________________ Policy #: ___________________ Group #: ________

_____________________________DOB: __________ Social Security #

Lance Feller, MD, FACR 
Board Certified in Rheumatology 

1319 S International Pkwy. Suite 1171, Lake Mary  
1446                         

Age: _______ DOB: ________ Sex: ________ 

___________State:_______ Zip: __________ 

City: ___________State:_______ Zip: __________ 

____________________________ 

___________________________  

___________________________ 

Group #:______________  

Social Security #:_____________ 

________________ 

Social Security #:_____________ 


