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NEW PATIENT INFORMATION

PATIENT’S NAME: ______________________________________________________ DATE OF BIRTH: ________________

STREET ADDRESS: ____________________________________________________________ APT. #:_________________
CITY: __________________________________________________ STATE: _____________ ZIP CODE: _______________
PH #:_________________CELL. #:__________________WORK #:_________________ EMAIL________________________

SEX:  M____ F____ AGE: ______ SOCIAL SEC. #:_______-______-_______   MARITAL STATUS: S____M____D____W____ 

SPOUSE’S NAME: ________________________________________  SPOUSE’S DATE OF BIRTH:______________________ 

SPOUSE’S SOCIAL SEC#:_______-______-_______
EMERGENCY CONTACT: __________________________________EMERGENCY CONTACT #:_______________________

PARENT’S NAME (IF CHILD):________________________________________ PARENT’S SS#:________-______-________

PATIENT’S EMPLOYER (PARENT’S EMPLOYER IF CHILD):____________________________________________________

IS THIS WORKER’S COMP.: YES____ NO____ 


IS THIS NO FAULT: YES____ NO____

PRIMARY INSURANCE INFORMATION

INSURANCE NAME: ________________________________    PRIMARY PHYSICIAN: ________________________________

PHYSICIAN ADDRESS: _________________________________________________  PHONE #:_________________________

POLICY ID #:_________________________________________________   GROUP #:_________________________________

INSURANCE ADDRESS (TO SEND CLAIMS):__________________________________________________________________

CITY: _________________________________ STATE: ________ ZIP CODE: __________ PHONE#:_____________________

POLICY HOLDER’S NAME: _______________________________________________________ 

RELATIONSHIP TO PATIENT: _________________________ DOB: __________________ SS#:_______-______-_______

POLICY HOLDERS EMPLOYER: ___________________________________________________________________________

EMPLOYER ADDRESS: __________________________________________________________________________________

SECONDARY INSURANCE INFORMATION

INSURANCE NAME: _______________________________    PRIMARY PHYSICIAN: __________________________________

POLICY ID #:_______________________________________________   GROUP #:____________________________________

INSURANCE ADDRESS (TO SEND CLAIMS):___________________________________________________________________

CITY: _____________________________ STATE: ________ ZIP CODE: ___________ PHONE#:_________________________

POLICY HOLDER’S NAME: ______________________________________________________

RELATIONSHIP TO PATIENT: ________________________ DOB: __________________ SS#:_______-______-_______

POLICY HOLDERS EMPLOYER: _____________________________________________________________________________

EMPLOYER ADDRESS: ____________________________________________________________________________________

AUTHORIZATION FOR RELEASE OF INFORMATION BY

MIDDLETOWN  MEDICAL, P.C.

I HEARBY AUTHORIZE AND DIRECT MIDDLETOWN MEDICAL, HAVING TREATED ME, TO RELEASE TO GOVERNMENTAL AGENCIES, INSURANCE CARRIERS, OR OTHERS WHO PERMIT REPRESENTATIVES THEREOF TO EXAMINE AND MAKE COPIES OF ALL RECORDS RELATING TO SUCH CARE AND TREATMENT. 

ASSIGNMENT OF BENEFITS OF MIDDLETOWN MEDICAL, P.C.

I HEREBY ASSIGN, TRANSFER AND SET OVER TO MIDDLETOWN MEDICAL, P.C., SUFFICENT MONIES AND/OR BENEFITS TO WHICH I MAY BE ENTITLED FROM GOVERNMENTAL AGENCIES, INSURANCE CARRIERS, OR OTHERS WHO ARE FINANCIALLY LIABLE FOR MY HOSPITALIZATION, PHYSICIAN SERVICES AND MEDICAL CARE TO COVER THE COST OF THE CARE AND TREATMENT RENDERED TO MYSELF OR MY DEPENDENTS BY MIDDLETOWN MEDICAL, P.C. 

ALL PROFESSIONAL DISCOUNTS, SPECIAL ARRANGEMENTS, ETC. WILL BE TERMINATED IF YOU CASH INSURANCE CHECKS, THROW AWAY EOBS, FALSIFY INSURANCE INFORMATION, OR ARE UNCOOPERATIVE IN ANY WAY WITH OUR TERMS. CHECKS RECEIVED BY ME FOR SERVICES PROVIDED BY MIDDLETOWN MEDICAL, P.C. SHALL BE ENDORSED TO MIDDLETOWN MEDICAL, P.C. WITHIN FIVE WORKING DAYS. IN THE EVENT YOU SHOULD CASH THESE CHECKS FOR PERSONAL USE, YOU WILL BE SUBJECT TO 1% INTEREST PER MONTH, ALL LEGAL COSTS AND TERMINATION OF TREATMENT THROUGH THIS OFFICE.


IF NO PAYMENT IS RECEIVED WITHIN SIXTY DAYS, WE HAVE THE RIGHT TO TURN YOUR ACCOUNT OVER TO COLLECTION. ALL LEGAL COSTS INCURRED WILL BE YOUR RESPONSIBILITY.

SIGNED: _______________________________________   
  DATED: ​__________________________ 

E-MAIL ADDRESS: ________________________________________________


ACNOWLEDGEMENT OF RECEIPT OF HIPAA PRIVACY NOTICE

I __________________________, acknowledge that I have been provided with a copy of Middletown Medical’s privacy notice.

___________________________________

____________________________

Patient Signature




Date

Email: _____________________________   Phone: ____________________  Cell: ______________________

NOTE: The privacy regulations require health care providers with direct treatment  relationships to make a good faith effort to obtain and individual’s written acknowledgement of his/her receipt of the practice’s privacy notice at the time of the first service delivery (except in emergencies).

PERMITTED DISCLOSURE OF INFORMATION TO FAMILY

By my signature below, I give Middletown Medical permission to disclose information regarding my medical condition and care to the following people:

_______________________________________

_____________________________________

Name







Relationship

_______________________________________

_____________________________________

Name







Relationship

_______________________________________

_____________________________________

Name







Relationship

_______________________________________

_____________________________________ 

Name







Relationship

* This permission will remain in effect unless revoked in writing.

___________________________________


Date: ________________________

Patient Signature

* If no acknowledgement signed:

Reason: _________________________________________________________________________________ 

Employee: _________________________







THANK YOU FOR CHOOSING MIDDLETOWN MEDICAL TO PROVIDE YOUR HEALTH CARE NEEDS.





HOW DID YOU HEAR OF OUR FACILITY?





NEWSPAPER 


PHYSICIAN


PHONEBOOK


FRIEND/RELATIVE


RADIO / TV


OTHER__________________________________________________
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