OREN LIFSHITZ, M.D. PATIENT REGISTRATION FORM
10887 MILITARY TRAIL, SUITE 8

PALM BEACH GARDENS, FLORIDA 33410

TEL:561-296-7546  FAX: 561-296-7545

PATIENT NAME: DATE OF BIRTH: AGE
LOCAL ADDRESS:
Street City State Zip
HOME PHONE () CELL ( ) WORK ()
OUT OF TOWN ADDRESS: OUT OF TOWN PHONE #( )
Street City  State Zip
MARITALSTATUS _ S M__W__D_SEP___ SPOUSE NAME BIRTHDATE

SOCIAL SECURITY #

OCCUPATION

EMPLOYER’S ADDRESS: PHONE ( )
Street City State Zip

IN CASE OF EMERGENCY CONTACT: PHONE ( ) RELATIONSHIP

OTHER FAMILY MEMBERS WHO ARE PATIENTS

REFERRED BY:

Physician, Friend, Relative, Other
PRIMARY CARE PHYSICIAN:

ADDRESS: PHONE ( )
Street City State  Zip
PHARMACY OF CHOICE PHONE ( )
INSURANCE
NAME OF INSURED SOCIAL SECURITY #OR ID #
NAME OF INSURANCE PHONE( ) GROUP #
ADDRESS OF INSURANCE COMPANY
Street City State Zip
IF STUDENT: FULL TIME PART TIME NAME OF SCHOOL

INSURED’S RESPONSIBILITY: Itis understood that services rendered by the doctor are to the patient, not to the insurance
company, and that the patient and the undersigned are responsible for the payment of such services. It is not the responsibility
of the doctor to collect from the insurance company.

PPO PATIENTS: | understand that if my insurance company refuses to pay for services rendered because they feel the services
are not medically necessary or is pre-existing, that I am responsible to pay the balance in full promptly.

I clearly understand and agree that all services rendered me are charged directly to me and that | am personally responsible for
payment. All “Insufficient Funds” checks are subject to a $30 service charge. In consideration of any services rendered by

Oren Lifshitz, M.D. or associated health care provider, | agree to be responsible for the payment of all services notwithstanding
any insurance coverage | may have. If it is necessary for Oren Lifshitz, M.D. to employ anyone, including attorneys, to collect
such payments, then I shall be responsible to pay reasonable fees and costs, as well as a $25 surcharge, in addition to said payment.

I certify that the information given by me in applying for payment is correct. | authorize any holder of medical or other
information about me to release to any referring physician, consultants as needed and as necessary to process insurance claims,
insurance applications and prescriptions. | also authorize payment of medical benefits to Oren Lifshitz, M.D.

Do we have permission to leave a message on your answering machine at home? Yes_ No

Do we have permission to call you at work? _ Yes  No

Do we have permission to discuss your medical condition with any member of your family? Yes No
If yes, whom? Relationship

PATIENT or RESPONSIBLE PARTY SIGNATURE DATE




