THE HUNTINGTON HEART CENTER

172 EAST MAIN STREET' HUNTINGTON, N.Y. 11743
Tel; (631) 385-0022 » Fax: (631) 385-0896

PATIENT REGISTRATION

Name: ~ _ Sex: DOB:
Address: \_ City: ‘ ' Zip:
Home Phone: { ) . Work Phone; () ___ Cell Phone: ()

E-mail addréss‘:
** BILLING STATEMENTS WILL BE E-MAILED TQ TH_IS ADDRESS GIVEN **

Social Security #: =~ - - Primary Care Physician:
Emergency Contact: : | Phone#: ()
INSURANCE INFORMATION
. Primary Insurance: i _ ID#:
. Secondary Insurance: ID#:
Name of Insured: | DOB:

[understand that I will be held liable for payment of all services rendered to me by my physician at the _
Huntington Heart Center if | have provided incorrect insurance information which results in non-payment on any
date of service, I understand there are cancellation & a no show charge of $25 if I do not inform the office within
24 hours of my appointment. The fee for cancellation & no show for Thallium Stress Test is $200 and the fee for

' PET scans is $500, unless there is an emergency.

Patient Signature:
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Raj Paicha M.D..P.C. . F.ACC, FC.CP, F.S.C'._AJ.

Marco Papaleo M.D.F.A.C.C

Sotir Polena MD,F.S.CALFACC

v : Adam Davis, D.O.
- Antonio Moretta, M.D.

The Huntington Heart Center
172 East Main Street
! Huntington, NY 11743
{PY631-385-0022 (F) 631-385-08%6

Last Name; First Name: DOB: / /

1, {__do/____donot) give permission for any staff member of the HUNTINGTON HEART
CENTER and its Physicians, to speak wmth a famxly member or individua} regarding appointments, prescriptions, financial matters, test results,
or pick up films on your beha!f, Please Hst the individuals that we may speak with:

Name Relationship..
Name : ‘Relationship
Name ‘ ) Relationship

May we leave a voicemail recording regarding your appointment or a message to call us back?

D Yes B No

JTHO Fi E Fi AT VIAEMAL
By providing your email address, you agree to receive information about your protected health information as well as upcommg
appointments that are scheduled.”
Oves U No

AUTHORIZATION TO ACCESS PRESCRIPT! ISTORY
I hereby authorize my physician(s), to download my prescription history through computer networks operated by Surescipts
Clearinghouse, a provider of electronic prescribing services, in connection with providing me health care services,

Oves D No

AUTHORIZATION.FOR RELEASE OF INFORMATION / ASSIGNMENT OF BENEFITS

T nereby authorize and direct my physician(s), having treated me, 10 release to other treating physicians, government agencies,
insurance carriers, or others who are financially liable for my medica) care, all information needed to substantiate payment for
such medical care and to permit representatives thereof to examine and make copies of all records retating to such care and
treatment. | hereby assign, transfer, and set over to my physician(s), sufficient monies and/or benefits | may be éntitled from
government agencics, insurance carriers, or others who are financially liable for medical costs of the care and treatment rendered
to me or my dependent in said practice. I understand [ am responmb%c for any services not covered by my insurance. I aceept
responsibility for payment of my account,

Patient Signature Date .

I'have read and understood the HIPAA NOTICE OF PRIVACY PRACTICES of the Huntington Heart Center, I
understand how the practice will handle my personal health information,

Patient Signature ‘ ‘ Date



