
Bergen Neurology Consultants

R

Date:

DoB: - Sex:
SSN:

Telephone #:
Home:
Work:

Cel l :
ext:

Fax:

Last name:
First name:
Previous name:
Address:
City:
State: zip:

Emergency contact:
Name:
Phone:

Employer/ school:
Name:
Address:

Email:

Reason for visit:

o I understand I am financially responsible for all fees, including deductibles, regardless of
insurance coverage

o I request all benefits be paid directly to Bergen Neurologt Consultants
o If I request a copy of my entire medical records, I agree to a search fee of $ l0 and a copying fee

not to exceed $l/page
o I consent to the provisions of the HIPPA privacy regulations, which were provided to me by

Bergen Neurologl,t Consultanls (also available on lvww.bergenneurology.com)

Pharmacy:
Local: Mail Order:

Name:
Address:
Ph:
Fx:

Primary insurance:
ID#:
Group #:
Name of insured:

Secondary insurance:
ID#:
Group #:
Relation to insured:
Employer of insured:Date of birth of insured:

Signature of patient or legal guardian:
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