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Please print clearly and complete all items that apply. 		  Date: ________________________

Patient Information:

Last name: ______________________________ First name: ____________________________ Middle: _____________

Date of birth: ________________________ Sex: male or female   SS#: ___________________________________

Address: __________________________________________________________________________________		

City: ____________________________________State: ____________________ Zip: ____________________

Cell phone #: ____________________________ Home phone #:___________________________

 Emergency contact: Name & Phone: ______________________________ Relation: _____________________________

Referring Doctor: _____________________________ Primary Care Doctor: _______________________________
PHI- HIPPA Information: Enter any names you wish information to be released to family member or physician:
1. _____________________________________________________   TEL # ______________________________

1. _____________________________________________________   TEL # ______________________________

         Do you want a copy of our HIPPA policy information?          YES    or       NO

Insurance Information:

1) Primary Insurance: ________________________ ID# _________________________ Group#: ________________

Policy holder: _________________________________ Relationship: _________________________

Date of birth: __________________________ SS#: ______________________________

2) Secondary Insurance: __________________________ ID# _________________________ Group#: __________________

Policy holder: _________________________________ Relationship: _________________________

Date of birth: __________________________ SS#: ______________________________

Information Release, Assignment of Benefits, Treatment Authorization
I understand that I am financially responsible for all charges for services and supplies, whether or not paid by said insurance.  I authorize the release of any and all information necessary to process this claim and secure the payment.  I permit a copy of this authorization to be used in place of the original.  I certify that the information I have reported is correct.  I hereby authorize payment to Physician for medical benefits on my behalf.  I request that payment be made directly to Physician.  Also, I authorize the performance of medically necessary diagnostic tests, treatment, and procedures upon myself/my child by Physician, and or his designee. I understand that I may access the HIPPA information on file with this office and I am aware of the possible uses and disclosures of my protected health information and my privacy rights.

PATIENT SIGNATURE: _____________________________________________ DATE: ______________________

Our Locations:
Poughkeepsie: 2585 South Road, Suite 15A, Poughkeepsie, New York 12601  Office Phone: (845)454-1399
 Newburgh:      425 Robinson Ave, Suite 1, Newburgh, New York 12550         Office Phone: (845)561-6191
Kingston: 117 Marys Ave Suite 105, Kingston, New York 12401                      Office Phone: (845)340-1000
 Poughkeepsie Office Fax: (845) 397-1333 Newburgh Office Fax (845)561-4145  Kingston Office Fax: (845) 340-1002
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