
iwa)':: date:
........................... , .

THE MILLER PRACTICE
REGISTRATION FORM

PCP:
....................•................ ,

iPATIE-NT::lN:F:ORMATIDN................................................................ , .

Patlen:', las: name: First: Middle: OM:
o '''Irs

o MIs: (Vlar/tal status (CIrCi' one)

OMs, Sln(lle: Ma: / DI\ / Sef' WIC;

is thiS you' lepa l name"! If noL, whatIS you' lega: oame~' (Forme: name): Birth date: Age: S P'".........

:: Yes o No / o ,vi

Stree: address: Socia! Securlt\' 00,: Home phone no,:

.. , , , , , , .

Cit)': State: ZIP Code:

DccupatlOn: Employer: Employer phone no,:

............................................................................................................................................................................................................................................................................

Referred to usby (please check one box): o Dr. o Insurance Plan o Hospital

o Family o Friend o Close to home/work o YellowPages o Other

Otiler famll\1 members seen here:

Person responsible for bill: Birtrl date: Home phone no,:

/

Is this person r. patient here? 0 Yes 0 No

Occupation: Employer: Emplo\le: address: Employer phone no,:

• Is this patient covered by insurance? 0 Yes 0 No

Please indicate primary insurance

SUbscl'iber's name: Subscriber's S,S, no,: Groupno,: Policy no,: Co-payment:

Patient's relationship to subscl'lber: o Child o Other

Nameof secondary insurance (If applicable): Subscriber's name: • Group no.: Policy no.:

Patient's relationship to subscriber: o Self o Spouse o Child o Other

Nameof local friend or relative (not liVing at same address): Relationship to patient: Home phone no,: Work phone no,:

........ , , ,: , :..: : :) ..

Tile above information is true to the bestof mI' knOWledge. J understand that J am financially responsible fo: any balance.

Patient,/Guardlan signature Date
... , , ,., , , ..



PatIent Name _
Please print clearly

COlvlJv.1ERCIAL INSURANCE RELEASE OF INFORlv1ATION

I HEREBY AUTHORIZE MTD DIRECT THEPHYSICIANHAVING TREATED lv.lE TO RELEASE
TO GO'lERN1v.tEl\'TAL AGENCJES, INSURANCE CA.RR1BRS, OR OTHERS WHO ARE
FINA.NCIALLY LIABLEFOR MY HOSPITALIZATONA.ND MEDICAL 'CARE, ALL
INFORMATION NEEDED TO SUBSTM1TIATE PAY'MEl\1T FOR SUCHHOSPTIALIZATION
AND MEDICAl., CARE AJ'IV TO PERMITREPRESENTATIVES THEREOF TO EXiJillNE A..ND
MAKE COPJES OF ALLRECORDS RELATING TO SUCH CARE AND TREATlv.ffiNT,

DATE SIGNATURE OFPATIEl\TT OR GUARDIAN

COMMERlCAL INSURANCE ASSIGNMEl\TT OF BENEFITS

I HERBY TRANSFER, AND SET OVERTO MY PHYSICIAN ORHISIHER BILLING AGEN,
SUFFICIENT MONIES AND/OR BENEFITS TO WHICH I MAY BE El\TTITLED FROM
GOVERNMENTAL AGENCIES, INSURANCE CARRIERS, OR OTHERS 'WHO ARE
FINANCIALLYLIABLEFOR MY HOSPITALIZATION AND MEDICAL CARE TO COVER TIIE
COST OF THE CARE Al\1D TREATMENTS RENEDERED TO MYSELF ORMYDEPENDENT.

DATE SIGNATURE OFINSURED



HIPAAPRTVACY NOTICE

THE MILLER PRACTI CE
355 VI' 52 STREET 7

TH FLOOR
NEVI' YORK. }\"Y 10019

THIS NOTICE DESCRIBES HO\V MEDICAL INFORl,1ATJON
ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU

CAN ACCESS THIS INFORJ\1ATION,
PLEASE REVIEW IT CAREFULLY.

If you have any questions about this notice, please contact:
Office Manager
(646) 778-5555

The Health InsurancePortability and Accountability Act of 1996 (HIPAA) imposes
numerous requirements on physician practices concerning tIle use and disclosure of
individual health infornlation. This infonnation, known as protected health infoI11lation
(PHI), includes virtually all individually identifiable health infonnation held by a health
plan - whether received in writing, in an electronic medium, or as an oral
communication: Thisnotice describes the privacy practices of the above named physician
practices.

WHO WILL FOLLOW THIS NOTICE:
This notice desclibesthis physician practice and that of:

• Any health care professional authorized to enter infonnation into your medical
chart.

• All employees, staff and other officepersonnel.

OUR PLEDGE REGARDING MEDICAL INFORMATION:
'We understand that medical inf0l111ation about you and your health is personal. We are
committed to protectingmedical information about you. We create a record of the care
and services you received at this office. We need this record to provide you with quality
care and to comply with celtain legal requirements. This notice applies to all of the
records of your care generated by this office, whether made to office personnel or your
personal doctor.

This notice will tell you about the ways in which we may use and disclose medical
information about you. We also describe your rights and certain obligations we have
regarding the use disclosure of medical infonnation.

We arerequired by law to
• Make sure that medical infonnation that identifies you is kept private
• Give you this notice of our legal duties and privacy practices witb respect to

medical inf0l111ation about you
• Follow the terms ofthis notice that is currently in effect



HGW "WE MAY USE At\TD DISCLOSE MEDICAL INFORMAITON ABOUT YOU:

The following categories describe different ways that we use and disclose medical
infonnation. For each categoryof uses or disclosures, we will explainwhatwe mean and
try to give some examples. Not everyuse of disclosure ina categorywill be listed.
However, all or the ways we arepennitted to use and disclose inronnationwill fall within
one of the following categories:

.. For treatment. We may use medical information about to provide you with
medical treatmentor services. We may disclosemedical information about you to
doctors, nurses, technicians, medical students or other office personnel who are
involved in taking care of you at this office. We may also disclose medical
information about you to people outside the officewho may be involved in your
medical care after you leave the office, such as the laboratoryin orderto obtain
the results or your blood work.

• For payment. We may use and disclose medicalinfonnation about you so that
the treatment and services youreceived at this office may be billed to and
paymentmay be collected from you, an insurance company, or a third party. For
example, we may need to give you health plan infonnation about the office visit
serviceyoureceived so your health plan will pay us or reimburse you ror the
officevisit. We may also tell your health plan about a treatment you aregoing to
receive to obtain prior approval or to determinewhether yourhealth plan will
cover the treatment.

• Additional: Public Health, Abuse, Neglect or Domestic Violence, Law
Enforcement, Judicial and AdministrativeProceedings & Workers'
Compensation.

This office will use reasonableefforts to disclose or use only the minimum amount of
protected information necessary for staff to do their jobs.

DISALLOWED USES OF PERSONAL HEALTH INFORMATION:
This office willnot use personal information for any ofthe following purposes:

• Marketing of health and non-health items and services
• Disclose of information for fundraising



THE MilLER PRA CTl CI
35~ W 52 STREET 7Tf-: FLOOF

NE\N YOPJ<.., NY J or) J S

J hereby acbowledge receipi ofTbe hJ[iller PracticE HIJJ )Ji Pnva.cy Notice

Patient/Guardian signature Date

Print patient name


