
MARK E. PRUZANSKY, MD, PC     PATIENT REGISTRATION        DATE:_____________________ 

                                                                                             (Please Print) 

PATIENT INFORMATION 

PATIENT’S LAST NAME_________________________ M.I.________ FIRST NAME____________________  

ADDRESS_____________________________________________________ APT#________________________ 

CITY_________________________________________ STATE_________ ZIP__________________________ 

SEX   M     F    BIRTH DATE____/____/____ SS#________________ MARITAL STATUS     S    M    D    W 

HOME PHONE__________________ WORK PHONE_______________ CELL PHONE___________________ 

EMERGENCY CONTACT________________________________ RELATIONSHIP______________________ 

ADDRESS_____________________________________________PHONE NUMBER______________________ 

GUARANTOR/GUARDIAN INFORMATION 

NAME________________________________________________ RELATIONSHIP_______________________ 

ADDRESS___________________________________________________________________________________ 

HOME PHONE_________________WORK PHONE_________________ CELL PHONE___________________ 

REFERRED BY______________________________________________________________________________ 

MEDICAL DOCTOR_________________________________________________________________________ 

ADDRESS_____________________________________________ PHONE NUMBER______________________ 

INSURANCE DATA 

DID INJURY OCCUR AT WORK?   YES   NO     AUTO ACCIDENT?  YES   NO     LAWSUIT?   YES    NO 

PRIMARY INSURANCE ___________________________________ POLICY NUMBER__________________ 

EMPLOYER ISSUING INSURANCE___________________________GROUP NUMBER___________________ 

RELATIONSHIP TO THE INSURED                 SELF              SPOUSE              CHILD              OTHER 

POLICY HOLDER’S NAME____________________________SS#______________________ DOB___________ 

COPAY____________________________________________ DEDUCTIBLE_____________________________ 

SECONDAY INSURANCE__________________________________ POLICY NUMBER__________________ 

EMPLOYER ISSUING INSURANCE___________________________GROUPNUMBER___________________________ 

RELATIONSHIP TO THE INSURED                    SELF                 SPOUSE                 CHILD                 OTHER 

POLICY HOLDER’S NAME__________________________SS#________________________ DOB__________________ 

COPAY____________________________________ DEDUCTIBLE____________________________________________ 

EMPLOYER INFORMATION 

EMPLOYER____________________________________________ OCCUPATION_________________________ 

ADDRESS______________________________________________ PHONE NUMBER______________________ 

CITY__________________________________ STATE___________________ ZIP CODE____________________ 

 

PAYMENT AUTHORIZATION                                           NOTICE OF PRIVACY PRACTICES         
I authorize payment of surgical and/or medical benefit                           I have received the Mark E. Pruzansky, MD, PC           

directly to the physician and will forward to the physician                     Notice of Privacy Practices, and I have been provided   

any and all such benefits if they are paid directly to me.               an opportunity to review its contents. 

 

__________________________________________________   __________________________________________________             

SIGNATURE OF PATIENT (GUARDIAN IF MINOR)                         SIGNATURE OF PATIENT (GUARDIAN IF MINOR)             

  

 

 


