FAMILY MEDICINE NYC, P.C. 

       150 BROADWAY • SUITE 1702
NEW YORK, NEW YORK 10038
TEL: 917-409-7575 • FAX: 917-720-9037 
EMAIL: FAMILYMEDICINENYC@GMAIL.COM

Name: _______________________________________Date of Birth: ________/_________/________

Address: _____________________________ Apt: _______City, State, Zip: _______________________

SS #: _____- ______ -_______Marital Status: S / M / D / W      Sex:  M/F Race/Ethnicity ____________

Home Phone (_____)________-____________         Cell Phone: (________)_________-____________

Emergency Contact Name/Phone Number: _____________________ (_________)_______-__________    

How did you hear about us:  Google /Facebook /Friend/Other________________________________

Employer Information:

Employer Name: _________________________Patient Occupation: __________________________

Insurance and Billing Information: (Only if using Insurance)

Name of Primary Insured: ________________________Date Of Birth: ______/______/______

Insured Relationship to patient: Self / Spouse / Dependant

Primary Insurance Carrier: _________________________ID #: _____________________________

Insurance Phone Number: (_______)_____________________

Secondary Insurance Carrier: _________________________ ID #: ___________________________

Insurance Phone Number: (_______)_____________________

Insurance Authorization and Assignment of Benefits:

I hereby authorize Family Medicine NYC PC, to apply for benefits on my behalf and I request

that all payments be made from my insurance company directly to the physicians. If I do not provide complete and accurate insurance information to Family Medicine NYC PC, I understand Family Medicine NYC may not receive payment for my carrier and I will be entirely responsible for my bill. Even after my medical insurance company pays Family Medicine NYC bill, I may owe Family Medicine NYC payment for the services not covered by my insurance and I agree to pay these promptly to Family Medicine NYC.  I have reported with regard that my insurance coverage is correct.

Date: ______/______/_______Signature: ____________________________________________________

I authorize the release of any medical information necessary to process this claim. I permit a copy 

of this authorization to be used in place of the original. I understand that Family Medicine NYC may send lab specimens to an outside laboratory. I authorize any lab performing services for me to bill my medical insurance for their services. I understand that my medical insurance may not pay for all services provided by the lab and I agree to pay any remaining balance promptly to any outside lab providing services to me. I understand that Family Medicine NYC PC is not responsible for payment to outside labs for test provided by me. 
Date: ______/______/_______Signature: ________________________________________                         
