REGISTRATION CARY M. GOLUB, D.PM., FA.C.FA.S,, PC.
854 East Broadway

(PLEASE PRINT)
Long Beach, New York 11561

Telephone: (516) 889-2200

Date Home Phone: = =

MName B . — Soc. Sec. # ——
Last Nama First Name Initial

Address_ 000000000000 — —
City E——— ) State Zip
Sex [OM [JF Age  Birthdate [1Single [lMarried []Widowed []Separated []Divorced
Patient Employed by - — - _ Occupation
Business Address Business Phone =

Whom may we thank for referring you?_ —

In case of emergency who should be notilied? Phone

PRIMARY INSURANCE

Person Responsible for Account 2 —

Last Name First Mame Initial
Relation 1o Patient o Birthdate - Soc. Sec. #
Address (If different from patient's)_ - — Phone —_— —
City . State Zip
Person Responsible Employed by = Occupation
Business Address Business Phone
Insurance Company._ —
Contract #__ __ Group # _ Subscriber #

Mames of other dependents covered under this plan - —

ADDITIONAL INSURANCE

Is patient covered by additional insurance? [(Oyes [INo

Subscriber Name - Relation to Patienl______ ___Bihdate_______

Address (Il diferent from patient’s), _ FPhone

City_ _ - State Zip _

Subscriber Employedby — Business Phaone.

Insurance Company _— ____Soc.Sec.#

Contract # ~ Growp ¥ Subscriber # L — —

Names of other dependents covered under this plan S —

ASSIGNMENT AND RELEASE

I, the undersigned certify that | (or my dependent) have insurance coverage with

Name of Insurance Eorﬁjaﬁy(iesj

and assign directly o Dr. i all insurance benefits, if any, otherwise payable to me for

services rendered. | understand that | am financially responsible for all charges whether or not paid by insurance. | hereby authonize lhe doctor to

release all information necessary to secure the payment of benefits. | authorize the use of this signature on all insurance submissions.

Responsible Party Signatu_rr:: Relationship Dale

RI0G05  Medecal Ars Press A0 21740




