Parkway Pain Care

J
~ PATIENT INFORMATION
Patient’s.last name: ‘ . F.irsf: Middle: ~ Sex Birth Date Méfital status (circlé oné)
' g,l\! /! Single / Mar / Div / Sep / Wid
Sfreet z;ddress: . o v Sbcial Security no.: N Home‘phone nb.:
| « )
P.O. box: ‘ City:" ‘ Stéte: ‘ Z|P Code:
Occupatibn: ‘ Employer: - Employer phone no.:
( )
gg;;e clinic because/Referred to clinic by (please check one Qo QO Insurance Plan O Hospital
Q Family Q Friend Q Close to home/work Q Yellow Pages D Othéf v
INSURANCE INFORMATION
(Pléésé giv‘e“your insdrénéé. .cv:ard itc.> ‘.f.lié.vreceptionist.)
Pérson responsible for bill: Binh date: “ Address (if differént): - Home pr;one no.: -
/ / ( )
Is this persoﬁ :‘a‘ b;fient heré?m lilees Q No ” - »
.(I)é‘c:upati‘c‘m: Empldyer: Employer address: - Employérvphon»e»n.c;.:w
( )
FrEa . T
! Please indicate primary
insurance : . R
‘ Subscriber’; name: - Subscriber’'s S.S. no.: Birth date: Group no.: Policy no.: g:);ment:
/] $
Patient’s relationship to subsbfiber: Q Self Q Spouse Q Child Q Other
Name of secondary insurance (if applicable): = Subscriber's name: Group no.: Policy no.:
Patient's relationship to subscriber: a Self Q Spouse Q Child VD Other
IN CASE OF EMERGENCY
Nam\e‘of' I‘ocal friend or relative (not Ii\)ing at same addressb): ' Re‘létions‘hikp fo kp’ati‘er'ﬂ: dene phoﬁe ho.: | Work phone no.:

( ) ( )

The above information is true to the best of my knowledge. | authorize my insurance benefits be paid directly to the physician. | understand
that | am financially responsible for any balance. | also authorize [Name of Practice] or insurance company to release any information
required to process my claims.

Patient/Guardian signature Date

Perry J. Stein, M.D,, EA.A.P. M.R.
Rehabilitation Medicine ¢ Electrodiagnostic Medicine

383 Ocean Parkway, Brooklyn, New York 11218 ¢ Ph: 718-941-6000 ® Fax: 718-941-6071
1000 North Village Avenue, Rockville Centre, NY 11570





