PAUL S. LINDNER, MD & ORA BURSTEIN, MDPRIVATE 

ALLERGY & ASTHMA CENTER OF STAMFORD
1275 SUMMER STREET – SUITE A2
PRIVATE 
Welcome to our practice of allergy, asthma and all related diseases.  Please fill out the information below to help us file your insurance claims, and sign in the area indicated.  If you have any questions, please let us know. Thank you.
1
STAMFORD, CT 06905
Patient Name __________________________________
Address  ______________________________________

City/State/Zip  _________________________________

Home Tel #  ___________________________________

Cell Phone # _______________Work # _____________

Date of Birth ___________________________________

Employer  _____________________________________

Referring Physician  _____________________________

Primary Care Physician  _________________________

Male ____Female ____(Single___ Married ___Other__

Employed ______ FT Student ______ PT Student _____

The following signature box is mandated by the federal government so that we can inform all patients of the new HIPAA regulations in effect for 2003 which were designed to protect all confidential patient health information collected.  Your signature below will also allow us to file all insurance claims directly for you.

PRIMARY INSURANCE

Insurance Co. Name  ____________________________

Insurance Starting Date  _________________________

Insurance ID# _________________________________

Group #  ______________________________________

Name of Person who has the Insurance Policy

(if other than patient)_____________________________

Your Relation to Insured?

Self? ______Spouse? ______Child? ______Other?____

Insured Date of Birth__________ Male or Female _____

Employer of Insured  ____________________________

Address of Insured  _____________________________

(If different from patient)

City/State/Zip__________________________________

Form of Identification Shown______________________

Self____________ Parent___________ Other ________

SECONDARY INSURANCE
PATIENT/AUTHORIZED PERSON’S SIGNATURE

I authorize the release of any medical or other information necessary to process this claim and for treatment and other healthcare operations.  I also request payment of all medical benefits to the above physicians for all services rendered here.  I understand I am personally responsible to pay all copayments and deductibles as determined by my insurance company.  I have reviewed the Notice of Privacy Practices attached to this form which states how this office may use and disclose my health information only for health related purposes.  I acknowledge receipt of this notice.  I understand that I can refuse to sign this acknowledgment and it will not affect my medical care in this office.
Signed _____________________________________

Date _______________________________________

(Note - we do not usually file secondary insurance for you unless you have a Medigap policy)

Insurance Co. Name  ____________________________

Insurance ID# _________________________________

Group #  ______________________________________

Name of Insured _______________________________

Your Relation to Insured?

Self? _____Spouse? ______Child? ______Other?_____

Insured Date of Birth  ________  Male or Female _____

Address of Insured  _____________________________
City/State/Zip  _________________________________

