NEW HAVEN RHEUMATOLOGY, P.C.
	DEMOGRAPHICS


NAME: ______________________________________________ SS#: ________________________


(LAST)

(FIRST)

(MI)

ADDRESS: ________________________________________________________________________




(STREET)



(TOWN)
(STATE)
(ZIP CODE)

TELEPHONE: (HOME) ____________________________ (WORK) __________________________

(CELL) _________________________ SEX: M__ F__
BIRTHDATE: ______________________

EMAIL: ___________________________________________________________________________

Referring Physician: _____________________________________ Phone: ______________________
Primary Care Physician: __________________________________ Phone: ______________________

Marital Status: M __ S __ D __ W __    Spouse Name: ______________________________________

EMPLOYER: ________________________________________ ADDRESS: ____________________

EMERGENCY CONTACT NAME: ___________________________________________________
PHONE: _____________________________ RELATIONSHIP: ______________________________
	INSURANCE INFORMATION


Primary: ____________________ ID: __________________________ Group: __________________

Subscriber Name: _________________________ DOB: _____________ Relationship: ____________

Secondary: __________________ ID:__________________________ Group: ___________________

Subscriber Name: _________________________ DOB: _____________ Relationship: ____________

Prescription Coverage: _________________________________ ID: _________________________

	RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEDGEMENT 


I, ___________________________, have received a copy of New Haven Rheumatology, PC’s Notice of Privacy Policies.
	OBTAINING MEDICAL RECORDS


To provide optimal care, New Haven Rheumatology, PC may need to obtain medical records from previous providers.
I, ___________________________, agree to allow New Haven Rheumatology, PC to obtain my medical records.
PATIENT OR GUARDIAN SIGNATURE
I authorize New Haven Rheumatology, PC to submit insurance claims on my behalf.  I also take responsibility for any legal costs that may incur with the collections of any balances. I understand that any balance due after my insurance processes the claim is my responsibility. This includes, but is not limited to, deductibles, coinsurances, and copays.
SIGNED: ________________________________ DATE: _______________________
