


PATIENT REGISTRATION FORM

LAST NAME: FIRST NAME: M.IL SALUTATION:
SSN# BIRTHDATE: SEX: M F
ADDRESS: CITY: STATE: ZIP CODE:

HOME#: BUS#: CELL#:

FAX: E-MAIL: MARITAL STATUS: S M W D

REFERRING / FAMILY DOCTOR:

EMERGENCY CONTACT PHONE

EMPLOYER NAME & ADDRESS:

ARE YOU THE PERSON RESPONSIBLE FOR PAYMENT ON THIS ACCOUNT:_YES / NO__ IFNO, FILL IN SECTION BELOW.

NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT

RELATIONSHIP TO PATIENT: PHONE #:

ADDRESS: CITY: STATE: ZIP:

SSN # BIRTHDATE:_ / / MARITAL STATUS: S M W D
INSURANCE INFORMATION

If injury was related to an accident, please circle one of the following: Work Related Auto Accident Other

DATE OF ACCIDENT:

1) PRIMARY INSURANCE INFORMATION: INS. NAME:

INS. ADD: CITY: STATE: Z1P:

ID# GROUP#

SUBSCRIBER’s NAME: SSN#: BIRTHDATE: / /

SUBSCRIBER’s ADDRESS:

2) SECONDARY INSURANCE INFORMATION: INS. NAME:

INS. ADD: CITY: STATE: Z1P:

ID# GROUP#

SUBSCRIBER’s NAME: SSN#: BIRTHDATE: / /

SUBSCRIBER’s ADDRESS:

FINANCIAL DISCLOSURE / SIGNATURE RELEASE
I REQUEST THAT PAYMENT OF AUTHORIZED MEDICARE BENEFITS OR OTHER INSURANCE BENEFITS BE MADE EITHER TO ME OR ON MY BEHALF
TO DR. KEITH SEIDENBERG FOR ANY SERVICES FURNISHED ME BY PHYSICIAN OR SUPPLIER. I AGREE TO PAY ALL AMOUNTS NOT COVERED BY
INSURANCE. I AUTHORIZE ANY HOLDER OF MEDICAL INFORMATION ABOUT ME TO RELEASE TO THE HEALTH CARE FINANCING
ADMINISTRATION AND ITS AGENTS OR OTHER AUTHORIZED INSURANCE COMPANIES ANY INFORMATION NEEDED TO DETERMINE THESE
BENEFITS OR THE BENEFITS PAYABLE FOR RELATED SERVICES. IN THE EVENT MY ACCOUNT IS FORWARDED TO A COLLECTION AGENCY, A
SURCHARGE OF $50 OR 20% OF MY BALANCE, WHICHEVER IS GREATER, WILL BE ASSESSED.

PATIENT and/or
GUARDIAN’S SIGNATURE: Date:

5/07



Keith Seidenberg, MD

BOARD CERTIFIED OPHTHALMOLOGIST

600 Godwin Avenue
Midland Park, NJ 07432

PATIENT CONSENT FORM

Our Notice of Privacy Practices provides information about how we may use and disclose
protected health information about you. The Notice contains a Patient Rights section
describing your rights under the law. You have the right to review our Notice before
signing this Consent. The terms of our Notice may change. If we change our Notice, you
may obtain a revised copy by contacting our office.

You have the right to request that we restrict how protected health information about you
is used or disclosed for treatment, payment or health care operations. We are not required
to agree to this restriction, but if we do, we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health
information about you for treatment, payment and health care operations. You have the
right to revoke this Consent, in writing, signed by you. However, such a revocation shall
not affect any disclosures we have already made in reliance on your prior Consent. The
Practice provides this form to comply with the Health Insurance Portability and
Accountability Act of 1996 (HIPAA).

The patient understands that:

* Protected health information may be disclosed or used for treatment,
payment or health care operations

* The Practice has a Notice of Privacy Practices and that the patient has the
opportunity to review this Notice

* The Practice reserves the right to change the Notice of Privacy Policies

* The patient has the right to restrict the uses of their information but the
Practice does not have to agree to those restrictions

* The patient may revoke this Consent in writing at any time and all future
disclosures will then cease

* The Practice may condition treatment upon the execution of this Consent.

Patient Name:

Signature: Date:

Relationship to Patient (if other than patient):

OFFICE USE ONLY
I attempted to obtain the patient’s signature in acknowledgement on this Notice of
Privacy Practice Acknowledgement, but was unable to do so as documented below.

Date: Initials: Reason:






