STONE, GOLDENBERG & DHARAN, LLP
PATIENT INFORMATION


NAME:____________________________     DATE OF BIRTH:  ____/____/_____  SEX: ___
SS#:  ____-____-______                                  MARITAL STATUS: _____________________
ADDRESS: ________________________________________________________________________
		    STREET				CITY/TOWN		STATE		ZIP
HOME PHONE: __________________________   CELL PHONE: ___________________________
WORK PHONE: __________________________   EMAIL: _________________________________

RACE:   ____ Caucasian    ____ Black    ____Hispanic    ____Other
ETHNICITY:  ____Hispanic/Latino   ____Other
Primary Language Spoken: _________________________

EMPLOYMENT STATUS:	________________   EMPLOYER: ____________________________
WHO REFERRED YOU HERE: ________________________________________________________
PRIMARY CARE PHYSICIAN: ___________________________  CITY: ______________________


EMERGENCY CONTACT: ____________________________________________________________
YOUR RELATION TO CONTACT: ____________________________________

CONTACT DAYTIME #: ______________________   CONTACT CELL #:____________________

PRIMARY INSURANCE: ____________________________________________________
SUBSCRIBER: ___________________________________  DOB: ___/___/______
ID #: __________________________  GROUP #:___________________________

SECONDARY INSURANCE: _________________________________________________
SUBSCRIBER: ___________________________________  DOB: ___/___/______
ID #: __________________________  GROUP #:___________________________


PRIVACY INFORMATION
I acknowledge receipt of the Privacy Notice of Stone, Goldenberg & Dharan, LLP (see attached)

It is at times necessary for us to call you at home or at work to discuss medical results, confirm appointments, relay test results to you, etc. Are there any restrictions we should observe when conveying this information?
PLEASE INITIAL EACH LINE THAT YOU AGREE TO
____ Can leave message on answering machine at home
____ Can leave message on answering machine at work
____ Please list who we can speak with ___________________________________________
____ Can we leave message on cell phone
____ Speak with patient only – Do not leave any messages

I understand that payment is expected at the time of my office visit.  If my insurance is an HMO plan, I understand that I am expected to provide a referral & make a co-payment.  If no referral is obtained prior to/or on the day of service I will be held responsible to pay for the charges incurred. I hereby authorize your office to release any medical or other information necessary to process this claim.  I understand that my signature below constitutes permission for this office to submit to my insurance and upon signing that the reimbursement will be forwarded to this office.

SIGNATURE: _______________________________  DATE: ______________________
