
Somerset Surgical Associates, PC 
475 East 72 Street 

New York NY 10021 
PATIENT INFORMATION 

 
Name______________________________________________________________Date:    
 Last   First  Middle 
 
Address_______________________________________________________________________________ 
 Street    City   State    Zip 
 
Tel # ____________________________ Date Of Birth ______________ Sex _________ 
 
Fax #____________________________Email__________________________________________________ 
 
Soc Sec # ___________________________________   Marital Status_______________ 
 
Send reports to Dr. ____________________________________________ Ref #_______ 
   Last   First   
 
              

Street    City     State  Zip  Tel # 
 

 
Insurance Co. ______________________________ Policy # ______________________ 
 
Group # ________________________Insured’s Name_________________________________ 
 
Insured’s Employer ________________________________________________________ 
 
Secondary Ins Co. __________________________ Policy # ____________________________ 
 
Group # ________________________Insured’s Name_________________________________ 
 
Insured’s Employer _____________________________________________________________ 
 

EMPLOYMENT  

Employer _____________________________________________________________________ 
 
Address 
_______________________________________________________________________________________ 
  Street    City   State  Zip 
 
Telephone _______________________________ Occupation _____________________ 

 

IF I AM NOT AVAILABLE PLEASE NOTIFY 
 
Name ___________________________________ Tel # ________________________________ 
 
Address _______________________________________________________________________  
 Street    City   State   Zip 
 
Fees are due and payable upon completion of visit.  You are responsible for the entire fee regardless of any insurance 
claim.  We will cooperate with you in completing your insurance forms and in submitting them appropriately. 


