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Name:

Home Phone: (

Aooress: cir',

THE HUNTINGToN Hnanr Cnnrnn
I72 EAST MAIN STREET, HUNTINGTON, N,Y. II743

Teh (631) 3854022 . Fsxr (63r) 385-0896

PATIENT REGISTMTION

Sex: DOB:

Work Phone: ( Cell Phone: (

zip:

E-mail address:
*'I BILIING 8TATEMENTS WILL BE E.MAILED TO THIS ADDRESS GIVEN **

Social Securitv #: Primary Care Physician:

Emergency Contact: Phone #: (

INSURANCE INFORMATION

. Primary Irisurance: ID#:

ID#:, Secondary Insurance:

Name of Insured: DOB:

I understand that I will be held liable for paymenf of all services rendered to me by my physician at theHu4lington Heafi Center if I have provided incoitect insurance information wfri"t l.".uit, i'n ;;;:;;t;;;;;; *y
dbte ofservice, I understand there are cancellation & a no show charge of$25 ifI Jo oot infor* 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.

Date:

#JsAvt

Patient Signature:

u rtt
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Raj Potcha M. D., P.C.,F./l.C.C, F.C.C. P., F.S.C.l. l.
Mareo Papaleo M. D.,F.A.C.C

Solir Polena M. D., F.S,C. A. 1.,F,A,C,C
Adah Dafis, D.O,

Anlonio Morcua, M.D.

The Huntington Hedrt Center
172 East Main Sheet
Huntington, NY ll?43

(P) 63r.385.0022 (F) 63 r.3E5.0896

Last Name First Name:

I, 

----, 

(-do/-do not) give pernission for any staff mcmbor of the IILTNTINGToN HEART
CENTIR and ih I'hyslcl0rs, to spcak with a family member or individ!al regarding appointments, prescriptions, finMcisl matters, lest results,

or pick up films on your beh0lf. Pleose list rhe individuals that ye may spesk withl

DOB: /-/-

Name
Name
Name

Relationship

Relationship
Relationship

May we leavc a voicemail recording regarding your appointmcnt or a message to call us back?

tr Yes trNo

AU'THORIZATION FOR RELEASE OF INFORMATION VIA EMAIL
By providing your email address, you agree to loceive information aboul your protgcted health information as well as upcoming

appointments that are schcduled.
o yes trNo

T
I hereby authorize my physician(s), to download my prescription history fhrough computer nctvr'orks operated by Surcscipts

Clearinghouse, a provider ofelectronic prescribing services, in conncction with providing me hcalth care serviccs,

tr Yes DNo

o OR RELEASE OF INFORMATI OFB

I hcrcby authorize and direct my physician(s), having treated me, to rclease to other treating physicians, government agencies,

insurance carriers, or others who are financially liable for my medical care, all information needed to substantiate payment for

such medical caro and to pcrmit reprcscntatives thereof to examine and make copies of all rccord$ relating to such carc and

treatmenl, I hereby assign, lransfer, and sel over lo my physician(s), sufficient monics and/or benefits I may be cntilled from

government agencies, insuranca carriers, or others who are financially Iiable for medical costs ofthe care and t|eatmgnt rendered

to me or my dependent in said practica, I understand I am responsible for any services not covered by my insurance, I accep{

responsibility for payment ofmy account,

Patient Signature Date

I havc read and understood the HIPAA NOTICE OF PRMCY PRACTICES of the Huntington Hcart Centcr, I
untlcrstind holy the prsctice will hrnclle my pers0nal hcalth lnformation,

Patient Signflture Dnte


