Rajesh S. Kakani, MD -Otolaryngology-Head and Neck Surgery    www.drkakani.com
PRIVATE 
877 Stewart Avenue, Suite 2, Garden City, NY 11530 



(516) 222 1105

Last Name_____________________________ First Name________________

Address__________________________________________________________

City_________________________________________ State____ Zip________

Date of Birth _____-_____-________Social Security #__________________

Sex M/F__________ Marital Status S M  D ____
Student Status   FT/PT 

Home Phone_____________________ Other phone______________________

Referring Dr.___________________ Address____________________________ Primary Care Physician_____________ Address_________________________

Primary Insurance Co. _______________________ID#__________________

Ins. company’s phone #______________________ Group #_(if any)________

Ins. Co. Address________________________________________________

Insured persons Name _________________________SS#_________________

Date of Birth_________________________ Relation______________________

Secondary Insurance Co. ______________________ID#_________________

Ins. company’s phone #______________________ Group # (if any)__________

Ins. Co. Address__________________________________________________

Insured persons name___________________
SS#______________________

Date of Birth_________________________ Relation______________________

Authorization for Release of Information: I hereby authorize and direct the above named Medical facility, having treated me, to release to governmental agencies, insurance carriers or others who are financially liable for my medical care all, information needed to substantiate payment for such care and permit representatives thereof the examine and make copies of all records relating to such care and treatment.

Assignment: I request the payment or authorized benefits be made on my behalf. I assign the benefits payable for physician services to the physician or organization furnishing services and authorize them to submit claim to Medicare and/or other insurance agencies for payment on my behalf.

Financial Agreement: I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance of my account for any professional services rendered. I have read all the information on this sheet and have completed the above answers. I certify this information is true and correct to the best of my knowledge. I will notify you of any changes in my status or the above information. Should the account be referred to an attorney for collection, the undersigned shall pay reasonable attorney fees and collection expenses.

_______________________





_________

Signature of Patient/Parent





Date

