
 

 
19 Bradhurst Avenue, Suite 1300 North, Hawthorne, New York 10532 

 
Patient Information Sheet – please complete both sides.    Date: _____________ 
 
Patient Name: ____________________________________________    Age: ______ 

Date of Birth: ____________  S.S.#: ___________________________   Sex:   □M  □F 

Address:  __________________________________________________________ 

Home Phone: ______________________ Work Phone:  ______________________ 

Mother’s Name: ______________________ Father’s Name:____________________ 

Emergency Contact (person who does not live with you): 

Name: ______________________________________ Relationship: ___________ 

Address: __________________________________________________________ 

Phone: _________________________________ 

Reason for visit:   □Injury  □Illness     (If injury, describe date, circumstances, and location.) 

________________________________________________________________ 

________________________________________________________________ 

Was patient hospitalized?  □Yes  □No  Admission date: ______  Discharge date: ________ 

Emergency room visit?  □Yes  □No  Name of hospital: __________________________ 
Date of emergency room visit: __________  Were X-rays taken?  □Yes  □No   

Insurance Information:  Managed Care/Commercial/Medicare  (please complete this 
section for all patients including No-Fault and Workers’ Compensation cases.) 
 
Primary/Referring Physician:  __________________________ Phone: __________ 

Address:  ________________________________________________________ 

Insured or responsible person: 

Name: ____________________________________ Relationship: _____________ 

Date of birth: __________________    S.S.#: ______________________________ 

Insured’s Employer: _________________________ Employer’s Phone: ___________ 

Employer’s Address:  _________________________________________________ 



 

Primary Insurance: _____________________________ Effective Date: __________ 

Insurance Address: __________________________________________________  

Insurance Phone: _____________ Name of  Insured: _________________________ 

Date of Birth: ___________   Sex:  □M  □F   

ID/Certificate#: _______________ Group #: _____________ Plan #: ___________ 

 

Secondary Insurance: ___________________________ Effective Date: __________ 

Insurance Address: __________________________________________________  

Insurance Phone: _____________ Name of  Insured: _________________________ 

Date of Birth: ___________   Sex:  □M  □F   

ID/Certificate#: _______________ Group #: _____________ Plan #: ___________ 

 

Workers’ Compensation: 

Insurance Carrier’s Name:  ________________________Phone: _______________ 

Address: _________________________________________________________ 

Carrier’s contact person: _____________________ Date of Injury/Accident: _______ 

WCB #: _______________________________ Carrier’s Case #: ________________ 

Are you presently working?  □Yes  □No      Date last worked: _________________ 

No Fault: 

Insurance Carrier:________________________________Phone: _______________ 

Address: __________________________________________________________ 

Policy Holder: ____________________________________ 

Policy #: _______________________________ Claim/File #: _________________ 

 

 
 
PLEASE TAKE CO-PAY AND REFERRAL INFORMATION TO THE RECEPTIONIST. 
 
 

Thank you for your time in completing this information! 
 
 
Patient signature:  _________________________________        Date _________ 

 


