Laura Kuperman, MD

REGISTRATION FORM

Patient Information:
Patient Name __________________________________________________    Date of Birth ___/____/______   Age __________



Last


First
Address ____________________________________  _____________________________    ______  ______________________



Street




    City


          State

Zip

Social Security # ______-_____-________ Home Telephone # __________________ Cell Phone # _______________________
Email address _______________________________________Your pharmacy phone number___________________________    
Emergency Contact _____________________ Relationship ___________________ Telephone # ________________________   
                                                                                                    II How did you hear about us?                                                                                                                                     Referred by:  ( Physician ___________________________       _______________________________    __________________              




Name



Address




Telephone
( From insurance Listing     ( Relative     ( Friend ___________________________​​​​​    ( other source ____________________






Name

III Primary Care Physician (PCP)
Name _____________________________________  Telephone #  ______________________     Fax #    ___________________

Address ____________________________________  _____________________________     ______   _____________________


Street




City


          State 

Zip

IV Employer Information
Employer Name ___________________________________ Work phone # _____________________ ext.  _________________
Address ____________________________________  _____________________________    ______  ______________________


Street




City


          State

Zip

V Primary Insurance Information
Subscriber’s name: _________________________________  ( Self ( Spouse ( Parent ( Child

Subscriber’s Date of Birth ____/___/_______               Subscriber’s Soc. Security # ____________________
Insurance Company ___________________________Insurance ID Number (from your card) ___________________ 
VI Secondary Insurance Information
Subscriber’s name: _________________________________  ( Self ( Spouse ( Parent ( Child

Subscriber’s Date of Birth ____/___/_______   Subscriber’s Soc. Security # ____________________
Insurance Company ___________________________Insurance ID Number (from your card) ___________________ 
Authorization for release of information by Laura Kuperman, MD PC

I hereby authorize and direct the above named clinical practice, having treated me, to release to government agency, insurance carriers, or others who are financially liable for my medical care, all information needed to substantiate payment for such medical care and to permit representatives thereof to examine and make copies of all records relating to such care and treatment.

VIII  _______________________________________________________

______/______/__________


Signature of Patient or Authorized Representative




Date

I hereby assign, transfer, and set over to the above named clinical practice sufficient monies and/or benefits to which I may be entitled from governmental agency, insurance carriers, or others who are financially liable for my medical care, to cover the costs of the care and treatment rendered to myself or my dependent in said practice

IX  _______________________________________________________

______/______/__________


Signature of Patient or Authorized Representative




Date

104-20 Queens Blvd, Su 1W, Forest Hills, NY  11375

Tel. 718-261-1112

