
Susan M.  Pa l lesch i ,  M.D.

1  155 Nor thern  Bou levard ,  Su i te  310
M a n h a s s e t ,  N . Y .  1 1 0 3 0

( 5 1  6 )  3 6 5 - 2 5 5 6

PATIENT REGISTRATION FORM
(Please Pr int)

Date Home Phone

Name Soc .  Sec .  No .

Last  Name Firs t  Name I n i t i a l

Address

City State zip

Sex  nv l  n r  Ase

Pat ient  Employed By

Bir thday !  Single !  Marr ied f l  Widowed f l  Separated E Divorced

Occupat ion

Business PhoneBusiness Address

In case of  emergency who should we not i fy?

Person Responsible for Account

Relat ion to Patient

Last  Name Firs t  Name

Soc .  Sec .  No .Bir thdate

Address ( i f  d i f ferent f rom pat ient) Phone

City State zip

Person Responsible Employed By

Business Address

Occupat ion

Business Phone

Insurance Company

Contract No. Group No. Subscr iber  No.

Name of  Other Dependents Covered Under th is Plan

ls pat ient  covered by addi t ional  insurance?

Subscr iber Name

I  Yes ! r u o

Relat ion to Pat ient Bir thdate

PhoneAddress ( i f  d i f ferent  f rom pat ient)

City State z ip

Subscriber Employed By

Insurance Company

Business Phone

Contract  No. Group No, Subsc r ibe r  No .

Name of  Other Dependents Covered Under th is Plan

S o c .  S e c .  N o .

l ,  the undersigned cert i fy  that  |  {or  my dependent}  have insurance coverage wi th

and assign al l  insurance benef i ts  to __

N a m e  o f  I n s u r a n c e  C o m p a n y

i f  any,  otherwise payable to me for  serv ices rendered,

by insurance .  I  hereby author ize the named doctor  to re lease al l

my  s igna tu re  on  a l l  i nsu rance  submiss ions .

Understand that  I  am f inancia l ly  responsible for

informat ion necessary to secure the payment of

a l l  cha rges  whe the r  o r  no t  pa id

benef i ts .  I  author ize the use of

Responsib le Par ty  Signature R e l a t i o n s h i p Date
D R S  R E G  . 3


