This form is produced in  Microsoft Word version 7 format . Please fill this form out and forward it to drkline@bpimc.com or fax it to 732-329-5668.

Brunswick Princeton Family Practice -New patient form (We are open to new patients. Please call our office or fill out this form) Full Name
Street Address
City State Zip Code
____ ____ ____ - ____ ____ - ____ ____ ____ ____
Social Security No.
Marital Status (circle one) S M D W
_____/_____/_____ 
_
Sex M F
Date of Birth
Age
(_________)- 
(_________)-

Home Phone No.
Work Phone No.
(_________)-______ 

Cellular Phone No.
E-mail Address
Employer
Employer Address
Occupation Hours Worked
Person Responsible for Account:
Last First MI
Street Address
City State Zip Code
____ ____ ____ - ____ ____ - ____ ____ ____ ____
Social Security No.
Marital Status (circle one) S M D W

_____/_____/_____
Sex M F
Relationship
Date of Birth
(_________)- 
(_________)-

Home Phone No.
Work Phone No.
(_________)-

Cellular Phone No.
E-mail Address
Employer
Employer Address
Occupation Hours Worked
PRIMARY INSURANCE Primary Insurance Address

	Subscriber Name Relationship
____ ____ ____ -
-
	______/______/______


Subscriber Social Security No.
Subscriber Date of Birth
Subscriber/Policy No.
Group/Plan No.
Co-Payment Amount
Effective Date of Ins.
SECONDARY INSURANCE Secondary Insurance Address
Subscriber Name Relationship
____ ____ ____ -
-
____ ______/______/______
Subscriber Social Security No.
Subscriber Date of Birth
Subscriber/Policy No.
Group/Plan No.
Subscriber Employer
____ ______/______/______
Co-Payment Amount Effective Date of Ins.
I request that payment of authorized insurance benefits from any applicable insurance carrier be made on my behalf to Waukesha Family Practice Clinic, Ltd. for any services furnished me by that provider. I authorize medical information needed to determine these benefits or the benefits payable for the related services be released to the insurance company and its agents. I understand that even though I have some type of insurance coverage, I am responsible for the payment of services.
X
_____/______/_____
X
_____/______/_____
Signature of Patient; or Parent; or Responsible Party Date Witness Date
Name Birth Date Relationship
INSURANCE INFORMATION
AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFITS OTHER FAMILY MEMBERS AT YOUR ADDRESS
Name Birth Date Relationship
You must sign a statement  (if you fax)  or attested (if you  e-mail )  for us to accept and respond to your e-mails:

I understand that e-mail and or fax are  not secure. Nonetheless, I want Bradley H. Kline, D.O. to respond to my e-mails  via an e-mail or another type of response.  I further declare and assert that I take full responsibility, hold harmless  and indemnify Dr. Kline if someone taps into our communication  and in this   way gains personal information concerning me, my healthcare, or any other personal and or confidential information. I further hold Bradley H. Kline, D.O. harmless and indemnify him, if by responding to me via e-mail, he violates any provisions, statues, or terms of the health care insurance and portability act, otherwise known as HIPPA. 

DO NOT send e-mails for urgent matters. E-mails will be check within 4 business days.

I have read and understand the hippa statement from Dr Kline’s office.

X________________________________________________ Date_______________

Subscriber Employer








