

The Hypertension Clinic
60 Northfield Avenue,
West Orange, NJ 07052
                                               Phone: (973) 731-1919 ∙ Fax: (973) 731-0408 
	
PLEASE PRINT/ANSWER ALL QUESTIONS

SS#________-______-_________                                                             Date:  ______/_______/_____
                                                  
Patient’s name: _________________________________________________________________________ 
                 Last name                                 First                                                Middle
Address: _____________________________________________ Personal Number (______) ___________

City: _______________________ State: __________________________Zip Code ___________________

Age: _____ Birth Date_____/_____/_____ Place of Birth________________________________________

Ethnicity:  • Black    • Hispanic    • Caucasian    •Asian    •Other      Sex:   • Female   • Male

Religion:  ______________________________________________

Backup Phone Number (____) _____-______

Next to kin/Proxy: __________________Relationship _______________Telephone (_____) _____-_____
[bookmark: _heading=h.bfua9i5jkz3t][bookmark: _Hlk47441268]
Employer_______________________________________  Phone Number (____) _____-______

Business Address_________________________________________ Occupation _____________________

INSURANCE INFORMATION
(Check one or more)
Private: ____ HMO: ____ PPO: ___ Medicare: ____ Other_______________

Primary Physician__________________________ Referring Dr. if different_________________________

PRIMARY INSURANCE NAME: _________________________________________________________
Policy Holder: __________________________________________________________________________
Group Number: ____________________________ Control/Policy number__________________________
SECONDARY INSURANCE NAME: ______________________________________________________
Policy Holder: ________________________________Subscriber ID_______________________________
Group Number: ____________________________ Control/Policy number__________________________

ASSIGNMENT AND RELEASE
      I hereby authorize payment directly to ___________________________________for all insurance benefits otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges, whether or not paid by insurance, and for all services rendered on my behalf and dependents.
     I authorize the above doctor and/or any supplier of services in this office to release any information required to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions.

Signature of responsible party: ______________________________Date: __________________________

HOW DID YOU HEAR ABOUT US?
Internet   Newspaper    Walk-ins    Relative/friend     Radio    Clinic    Other

IMPORTANT:    present insurance cards with this completed form.









