AMBOY MEDICAL PRACTICE, PC
DATE:_______________________REFERRING PHYSICIAN__________________________________PRIMARY PHYSICIAN_________________________________

PT LAST NAME_______________________________FIRST NAME_____________________________ Male______Female_______
	
ADDRESS__________________________________________CITY________________________STATE_______ ZIP_____________

DATE OF BIRTH_____/_____/_____	 CIRCLE:       SINGLE   MARRIED   DIVORCED    WIDOWED    SEPARATED 

PATIENT SOCIAL SECURITY #_______________________	PATIENT EMAIL_______________________________________

HOME PHONE______________________ CELL PHONE_______________________ PRIMARY LANGUAGE__________________ 

PATIENT EMPLOYER ___________________________________________________WORK PHONE_________________________

EMPLOYER ADDRESS__________________________________________________________________________________________
*For patients ages 19 and older, providing the following information along with your consent will allow us to include your immunization records in the New York City Immunization Registry.
EMERGENCY CONTACT: 		Name____________________________________________Relation:__________________________                            		
			 	Address: _________________________________________Phone#: __________________________

RACE  (Please circle all that apply):    Asian       Black  	 White 	 Native Hawaiian or Other Pacific Islander       
 						Pacific Islander    		Native American/Alaskan Eskimo		

ETHNICITY (Please circle one): 		 Hispanic or Latino     	 Not Hispanic or Latino 		










[bookmark: _GoBack]INSURANCE POLICY INFORMATION (Primary insurance information)
THIS OFFICE DOES NOT PARTICIPATE WITH WORKERS COMP OR NO-FAULT INSURANCE. 

INSURANCE COMPANY_________________________________________________________        HMO_____PPO_____POS_____

INS. CO. ADDRESS	_______________________________CITY______________________STATE________ZIP_____________

NAME OF POLICY HOLDER__________________________________________RELATIONSHIP TO PT______________________

INSURED DATE OF BIRTH________________SOCIAL SECURITY#____________________ DATE EMPLOYED_______________

INSURED EMPLOYER _________________________________________________________________________________________

EMPLOYER ADDRESS__________________________________________________________________________________________

ID # ON PATIENT CARD ____________________________ ID # ON POLICYHOLDER’S CARD______________________________
				
GROUP #________________________   COPAY________	     EFFECTIVE DATE OF INSURANCE_____________________________

DO YOU HAVE A PRESCRIPTION PLAN? YES ___ NO____ BIN#_______________GROUP#______________ID#________________
PHARMACY NAME _______________________ADDRESS_______________________PHONE________________________________
MAIL AWAY PHARMACY NAME___________________________ADDRESS_______________________________________________
SECONDARY INSURANCE INFORMATION	INSURANCE COMPANY_______________________________________________       

HMO___PPO___POS___NAME OF POLICY HOLDER_____________________________RELATIONSHIP TO PT______________

INSURED DATE OF BIRTH__________________ SOCIAL SECURITY #___________________GROUP #_____________________   

INSURED EMPLOYER ________________________________________________________________________________________

EMPLOYER ADDRESS_________________________________________________________________________________________                       

ID #ON PATIENT CARD ____________________________ ID # ON POLICYHOLDER’S CARD______________________________
PATIENT OR GUARDIAN SIGNATURE_____________________________________________________________________________________________
