PASSAIC PEDIATRICS II, P.A.
Patient Information Registration Form
Patient Full Name_________________________________Age______Sex (M)___(F)___

DOB:______________________SS#________________ Home#___________________

Address________________________City____________Zip_______________________

Mother’s Name_______________________DOB________________SS#____________

Address_________________________________City_______________Zip___________

Cell Phone#____________________________Other Phone#_______________________

Mother’s Employer and address______________________________________________

Occupation____________________________________Phone#____________________

Father’s Name_____________________DOB:___________________SS#____________

Address_________________________________City______________Zip____________

Cell Phone#____________________________Other Phone#_______________________

Father’s Employer and address_______________________________________________

Occupation___________________________________Phone#_____________________

Emergency Contact__________________________Relationship____________________

Address______________________________________Phone#_____________________

REFERRAL INFORMATION

How did you hear about us?______________________Family Physician_____________

INSURANCE INFORMATION

Primary Coverage: Subscriber________________________Group#_________________

ID#______________________________________Effective Date___________________

Are you covered by Meidcaid? □Yes  □No   Medicaid#__________________________

Please give secretary a current Medical Eligibility Insurance Card.  We ask all patients to show their insurance cards, so that we make copies of them.

PAYMENT AUTHORIZATION

I_______________________________hereby authorize_______________________MD to furnish information concerning my present illness. I direct the insurer to pay, without equivocation, directly to the physician all benefits due to him as a result of his claim.  Although covered by insurance I am aware that I am personally responsible for all charges.  A photocopy of this authorization will be as valid as the original.

Signature_____________________________________________Date_______________
PASSAIC PEDIATRICS, P.A.
Patient’s Name: ___________________________

Date:___________________
PRIVACY NOTICE
Your Privacy Is Important
Passaic Pediatrics, P.A. understands your privacy is important.  You have received this notice in accordance with applicable state and federal laws and because you are a current or potential patient.  This notice will help you understand what types of non-public personal information about you that is not publicly available – we may collect how we use it and how we protect your privacy.

Passaic Pediatrics, P.A. Privacy Policy Highlights
· We collect non-public personal information to process and administer our patients’ business.

· We have policies and procedures in place to protect non-public personal information about our patients or their families.

· We do not sell non-public personal information about our patients or their families to third parties, i.e. companies or individuals that are not affiliated  with us.

· We do not disclose any non-public personal information about our patients or their families to anyone, except as permitted by law.

· We disclose your private health information routinely to insurance companies, other providers, and others for purposes of treatment, payment and healthcare operations.

· For all other purposes, we will either obtain your authorization or remove all information that could identify you as an individual.

· Our Privacy Policy applies to both current and former patients.

THIS PRIVACY NOTICE IS PROVIDED TO YOU FOR INFORMATION PURPOSES ONLY.  YOU DO NOT NEED TO CALL OR TAKE ANY ACTION IN RESPONSE TO THIS NOTICE.  WE RECOMMEND THAT YOU READ AND RETAIN THIS NOTICE FOR YOUR PERSONAL FILES.
Questions and Answers
That detail Passaic Pediatrics, P.A.’s Privacy Policy
What types of non-public personal information does Passaic Pediatrics, P.A. collect?
Passaic Pediatrics, P.A.’s employees, representatives, agents and selected third parties may collect non-public personal information about our patients or their families, including:

· Information provided to us, such as on application or other forms.

· Information about transactions with affiliates, our third parties or us.

· Information from others, such as credit reporting agencies, employers and federal state agencies.

The types of non-public personal information Passaic Pediatrics, P.A. collects vary according to the products or services provided and may include, for example: account balances, insurance premiums, marital status and health history.

What does Passaic Pediatrics, P.A. do to protect non-public personal information?
We restrict access to non-public personal information to those employees, agents, representative or third parties who need to know the information to provide products and services to our patients or their families.

We have policies and procedures that give direction to our employees, and agents and representative acting on our behalf, regarding how to protect and use non-public personal information.

We maintain physical, electronic and procedural safeguards to protect non-public personal information.

With whom does Passaic Pediatrics, P.A. share non-public personal information, and why?
We do not share non-public personal information about our patients or their families with anyone, including other affiliated companies or third parties, except as permitted by law.

THIS PRIVACY NOTICE IS PROVIDED TO YOU FOR INFORMATION PURPOSES ONLY.  YOU DO NOT NEED TO CALL OR TAKE ANY ACTION IN RESPONSE TO THIS NOTICE.  WE RECOMMEND THAT YOU READ AND RETAIN THIS NOTICE FOR YOUR PERSONAL FILES.
We may disclose, as allowed by law, all types of non-public personal information we collect when needed, to affiliated companies, agents employees, representatives and third-parties that market our services and products and administer and service and service customer accounts on our behalf.

Examples of the types of companies and individuals to whom we may disclose non-public personal information include attorneys, trustees, third-party administrators, insurance agents, insurance companies, insurance support organizations, credit reporting agencies, registered broker/dealers, auditors and regulators.

We do not share personally identifiable health information unless the customer or the applicable law authorizes further sharing.

Does Passaic pediatrics, P.A.’s Privacy Policy apply to its agents and representatives?
Passaic Pediatrics, P.A.’s Privacy Policy applies, to the extent required by law, to its agents and representatives when they are acting on behalf of Passaic Pediatrics, P.A.

Please note:  There may be instances when these same agents and representatives may not be acting on behalf of Passaic Pediatrics, P.A. in which case they may collect non-public personal information on their own behalf of another.  In these instances, Passaic Pediatrics, P.A.’s Privacy Policy would not apply.

Will Passaic Pediatrics, P.A.’s Policy change?
Passaic pediatrics, P.A. reserves the right to change any of its privacy policies and related procedures at any time, in accordance with applicable federal and state laws.  You will receive appropriate notice if our Privacy Policy changes.

I hereby acknowledge that I have been presented with a copy of Passaic Pediatrics, P.A.’s Notice of Privacy Practices.

​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________

________________________

Signature of Patient





Date

THIS PRIVACY NOTICE IS PROVIDED TO YOU FOR INFORMATION PURPOSES ONLY.  YOU DO NOT NEED TO CALL OR TAKE ANY ACTION IN RESPONSE TO THIS NOTICE.  WE RECOMMEND THAT YOU READ AND RETAIN THIS NOTICE FOR YOUR PERSONAL FILES.
MEDICAL RELEASE FORM

Raul Almanzar, MD.
913 Main Ave Passaic, NJ 07055

Phone# (973) 458-8000     Fax# (973) 458-8425

Physician (Before) 
:
________________________________

Phone :


________________________________

Fax:



________________________________

Patient Name:

________________________________

DOB:



_________________________________

Address:


_________________________________





_________________________________

Phone:


_________________________________

Parent  Signature:

X ________________________________

***Confidentiality Notice **
The Documents accompanying this telescope transmission contain confidential information belonging to the sender that legally privileged. This information is intended only for the use of the individual or entity any other party and is  required ti destroy the information after is stated need has been fulfilled, unless otherwise required by state law. If you are not the intended recipient, you are hereby noticed that disclosure, copying, distribution, or action taken in reliance on the contents of these documents is strictly prohibited. If you have received this telescope in error, please notify the sender immediately to arrange for arrange for return of these documents.  

