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We value your business, and to serve you better we will need the following information, please print clearly.  Please complete all information so that your claim can be processed quickly and efficiently.  Thank you!

PATIENT INFORMATION

Date:
  Patient Name:



Address: 


 City:

State:

 Zip:
 Employer


Home Telephone Number:
 Work Number: 
 Cell Number:





Emergency Contact/Nearest Relative:
 Telephone Number:





Marital Status: Single (  Married ( Divorced ( Widowed (  Social Security Number: 





Date of Birth:

 Primary Care Physician: 






PRIMARY INSURANCE INFORMATION

Insurance Company:  






Insurance Identification #:  
Group #:



Address: 


 City:

State:
Zip:

Subscriber:   


  Relationship to Patient:    ( Self    ( Spouse    ( Dependent

Subscriber SS#:

-
- 
  Date of Birth:  


 Sex:  ( M  ( F 

Employer:

 Work # 




  

Employer’s Address:

City:
State:


 Zip:


SECONDARY INSURANCE INFORMATION

Insurance Company:  






Insurance Identification #:  
Group #:



Address: 


 City:

State:
Zip:

Subscriber:   


  Relationship to Patient:    ( Self    ( Spouse    ( Dependent

Subscriber SS#:

-
- 
  Date of Birth:  


 Sex:  ( M  ( F 

Employer:

 Work # 




  

Employer’s Address:

City:
State:


 Zip:


AUTHORIZATION FOR THE RELEASE OF INFORMATION

I HEREBY AUTHORIZE CARENET MEDICAL GROUP TO RELEASE ANY INFORMATION CONCERNING MY HEALTH (PHI) TO MYSELF
, MY PARENT
, OTHER

.
   I UNDERSTAND THAT MY PHI WILL BE USED BY CARENET MEDICAL GROUP ACCORDING TO NEW YORK STATE & HIPAA GUIDELINES (SEE REVERSE FOR NOTICE OF PRIVACY PRACTICES).

Patient Signature:




 

Parent/Legal Guardian’s Signature:




Please continue on the reverse side of this page. 
2123 River Road, Schenectady, New York 12309 (518)381-1121  (  (518)381-3930 (Fax)


2 Chelsea Place, Clifton Park, New York 12065 (518)371-1144  (  (518)371-8102 (Fax)























