New Patient Information

Name: ( First, M.I., Last)___________________________________________________

Date of Birth: ___________Age: _______ Sex: Male  Female Marital Status: M S W D   Address: (Street) _________________________________________________________ 

City: _____________ State: _____________ Zip: _________ Phone #: ______________

Social Security Number #: _________________________
Emergency Contact: ________________________ Phone #:_______________________

Your Employer: _____________________________ Work Phone # : _______________
Employer’s Address: ______________________________________________________

Was your injury work related?  Yes   No      Did you report it to your employer? Yes   No 

If patient a minor complete this section

Parent Name(legal guardian) ________________________________________________

Relationship to Patient:_________ Employer:_________________Phone #:___________

Address if different than patient’s: ___________________________________________

Phone if different than patient’s: _____________________________________________
Primary Insurance Information

Card holders Name_________________________________ Date of Birth ___________

Social Security Number: _________________ Relationship to patient:_______________
Employer: ___________________  Address:___________________________________

Complete this section only if you did not give us a copy of your insurance card

Insurance Co.: ______________________________ Phone #: _____________________

Group #: ____________________ Certificate or ID #: ____________________________
Secondary Insurance Information

Card holders Name_________________________________ Date of Birth ___________

Social Security Number: _________________ Relationship to patient:_______________
Employer: ___________________  Address:___________________________________

Complete this section only if you did not give us a copy of your insurance card

Insurance Co.: ______________________________ Phone #: _____________________

Group #: ____________________ Certificate or ID #: ____________________________
Complete this section if Accident or Injury

Did your injury occur on someone else’s property? Yes     No

Name of property owner:____________________________Claim #_________________

Adjuster’s Name: ___________________________ Phone # ______________________
Have you hired an attorney because of this accident? Yes     No

Attorney Name______________________________ Phone # ______________________

Complete this Section if there was an Auto Accident

I was (circle one): The Driver     A Passenger     A Pedestrian

My auto insurance company is: ___________________________Phone #____________

Adjuster’s Name: _______________________ Claim or Policy # ___________________

I hereby assign, transfer, and set over to Eric Orenstein, M.D., P.C. all of my rights, title and interest to my medical reimbursement benefits under my insurance policy. I authorize the release of any medical information needed to determine these benefits.  This authorization shall remain valid until written notice is given by me revoking said authorization. I understand that I am financially responsible for all charges whether or not they are covered by insurance. My signature below also gives authorization for treatment by Dr. Orenstein.

Authorized Signature: __________________________________________

