

Responsible Party If Other Than Self








Name_________________________________________________________Relationship_____________________________________





Address____________________________________________________City______________________________Zip______________





Home Ph #__________________________Cell Ph #_________________________Daytime Phone #___________________________





Social Security #_________________________________Driver’s License #/ State__________________________________________











Date___________________			Patient Information








Name_________________________________________________Birth Date___________________Age___________   Male   or   Female





Address______________________________________________________City______________________________Zip______________





Home Ph #__________________________Daytime Ph #____________________________Cell Ph #______________________________





Social Security #________________________________Driver’s License #/ State______________________________________________





Email Address_________________________________________________Would you like to receive our newsletter?        Yes           No





If Student, School Name__________________________________________________________Full/Part Time?_____________________





Emergency Contact Person____________________________________________Relationship to you______________________________





Emergency Contact Person’s Phone #_________________________________________________________________________________





Referred By_______________________________________________Referring Physician______________________________________





List any allergies to medications____________________________________________________________________________________

















Insurance Information





Insurance Company________________________________________________ID #__________________________________________





Insurance Company Address_______________________________________________________________________________________





Policy Holder Name___________________________________________________Relationship________________________________





Policy Holder’s Social Security #____________________________________Policy Holder’s Date of Birth________________________





Policy Holder’s Address__________________________________________________________________________________________





Policy Holder’s Employer______________________________________________Policy Holder’s Phone #_______________________





Do you have a secondary insurance?		Yes		No                   





Secondary Insurance Company____________________________________________ID #_____________________________________





Insurance Company Address______________________________________________________________________________________





Policy Holder Name__________________________________________________Relationship_________________________________





Policy Holder’s Social Security #____________________________________Policy Holder’s Date of Birth________________________





Policy Holder’s Address__________________________________________________________________________________________





Policy Holder’s Employer______________________________________________Policy Holder’s Phone #_______________________





*** Please Turn Over***











Do you have a third insurance?		Yes		No                   





Third Insurance Company_______________________________________________ID #___________________________________





Insurance Company Address___________________________________________________________________________________





Policy Holder Name_____________________________________________Relationship___________________________________





Policy Holder’s Social Security #____________________________________Policy Holder’s Date of Birth____________________














Our priority is to follow patient confidentiality laws and protect your privacy. Please circle your preference below so we know where to contact you about your lab or test results:





1)	Do you wish to be called at work? 					Yes		No


2)	Do you wish to be called at home?					Yes		No


3)	Is it OK to leave results on your home answering machine?		Yes		No


4)	Is it OK to leave results on your voice mail at work?			Yes		No


5)	In your absence can results be given to your spouse?			Yes		No


6)	Do you wish the results to be given to another party?		Yes		No


	If so, please give that person’s name and phone number:           





______________________________________________________________________





7) 	If you would like us to fax you a copy of your results, please provide your secure fax #:





	_________________________________________








Our office does not provide translators. If you need help 				


to communicate with the doctor or read English, you are 		__________________________	 


required to bring your own translator. 						Patient Initials





Release of Information Agreement: I give permission to the office 		__________________________


of Dr. Robina Poonawala / Dr. Munira Khambati on behalf of myself 			Patient Initials


or any minor patient named on this form to share any and/or all medical information 


with my health plan(s) for the processing and payment of claims.     





Notice of Privacy Practices: Per HIPAA law, I am aware of 			__________________________


Dr. Robina Poonawala / Dr. Munira Khambati notice of privacy practices, 			Patient Initials


which explains how my medical information will be used and disclosed. I understand 


that I am entitled to receive a copy of this document upon request.





Authorization for Treatment





I hereby give Dr. Poonawala / Dr. Khambati and their clinic staff permission to administer medical treatment to myself or minor named based on necessity and what is considered proper and reasonable by today’s standards.








_________________________________________ 			_____________________________


              Patient or Legal Guardian Signature					              Date








_________________________________________			______________________________


                  Printed Name of Patient						     Witness Signature














