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105 Hillside Avenue, Suite 1A
Williston Park , NY 11596


Patient Demographics

Please Print

First Name:_____________________________   Last Name:__________________________

Street Address:_________________________ City:___________________ State:__________

Zip Code:_____________  

Home Phone: _______________________ Cell Phone:________________________

Date of Birth:  Month_________ Day__________ Year_________     Male/Female

Marital Status:___________ 

Employer:_________________________ Occupation:____________________

Insurance Information:

Primary Insurance: 

Name of Insurance:__________________________   ID#:_________________________________

Insured's Name:_____________________________ Insured's Date of Birth:_________________

Relationship to Insured:         Self       Spouse      Child     Domestic Partner                 

Secondary Insurance:

Name of Insurance:__________________________   ID#:_________________________________

Insured's Name:_____________________________ Insured's Date of Birth:_________________

Relationship to Insured:         Self       Spouse      Child     Domestic Partner                 


Name of Referring Physician or Primary Care Physician:

Dr.________________________________________Phone:Number__________________________

Emergency Contact:

Name:____________________________________ Phone Number:__________________________


Perry B. Herson, MD
105 Hillside Avenue
Williston Park NY 11596
516-746-0772


Patient Responsibility Form 


Patients Name:____________________________________ Date of Birth:__________________

1.  Individual's Financial Responsibility:
-I understand that I am financially responsible for my health insurance's deductibles, coinsurances, or non-covered services.
-Copayments are due at the time of service.
-If my plan requires a referral, I must obtain it prior to the visit.
-In the event that my health plan determines a service to be "not payable", I will be responsible for the complete charge and agree to pay the cost of all services provided.
-If I am uninsured, I agree to pay for the medical services rendered to me at the time of service.

2.  Insurance Authorizations for Assignment of Benefits:
I hereby authorize and direct payment of my medical benefits to Perry B. Herson, MD on my behalf for any services to me by my provider.

3.  Authorization to Release Records:
I hereby authorize Perry B. Herson, MD to release to my insurer, governmental agencies, or any other entity financially responsible for my medical care, all information, including diagnosis and the records of any treatment or examination rendered to me needed to substantiate payment for such medical services as well as information requires for precertification, authorization or referral to other medical providers.

4.   Medicare Request for Payment:
I request payment of authorized Medicare benefits to me or on my behalf for any services furnished by Perry B. Herson, MD.  I authorize any holder of medical or other information about me to release to Medicare and its agents any information needed to determine these benefits or benefits for related services.


____________________________________________                                            
Print Name of Patient/Authorized Representative                                                         Date
____________________________________________                                           
Signature of Patient/Authorized Representative 
                                                            Date__________________


Perry B. Herson, MD  
105 Hillside Avenue, Suite 1A
Williston Park , NY 11596     
Tel: 516-746-0772        

                                                                                HIPAA



I do       do not      give permission for any staff member to speak with a family member or individual regarding appointments, prescriptions, and test results on my behalf.

Please list the individuals that we may speak with:

Name:_______________________________________ Relationship:________________________

Name:________________________________________Relationship:________________________ 

May we leave a voicemail regarding your appointment or a message to call us back? 

Please Circle:           Yes      No

I have been informed that Perry B. Herson, MD is HIPAA compliant and a copy of the "Notice of Privacy Practice" is available upon request.


__________________________________________
Print name of Patient or Personal Representative


___________________________________________
Signature of Patient or Personal Representative


_______________
Date

 

       


