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Elizabeth Goldstein MS RDN CDN**EYG Nutrition**646-242-8109
19 W 34th St., PH, New York, NY 10001
42 Fairfield Place, 2nd Flr, West Caldwell, NJ 07006
__________________________________________________________________________________________________________________________
PATIENT INFORMATION

		First Name: _____________________________ MI:__________  Last Name:______________________________________________ 
 S            Social Security: _________________________   Sex: ___M ___F    Date of Birth: ___________________ Age: _________________
Street Address: _________________________________ City: _________________________ State: ________ Zip:__________________
Marital Status: ____ Single ____ Married ____ Divorced ____ Widowed ____ Separated
Work Phone: _______________________ Home Phone: __________________________ Cell:___________________________________
Email Address: ________________________________________________________________________________________________________
Student Status: ____Full Time ____ Part Time      	Name of School: ______________________________________________
RESPONSIBLE PARTY INFORMATION
If you are the responsible party mark “self” and move down to “Insurance Information”.
Patient’s relationship to responsible party: ____Self  ____Spouse  ____Dependent

First Name: _____________________________ MI: ____________ Last Name: _______________________________________________
Social Security: ________________________ Sex: ____M ____F    Date of Birth: _________________  Age: ___________________
Street Address: ____________________________________  City:_______________________   State: ________  Zip: _______________ 
Marital Status: ____  Single ____  Married ____ Divorced  ____  Widowed  ____Separated
Employer and Employer’s Address:  ________________________________________________________________________________
Work Phone: _____________________________________   Occupation: _____________________________________________________ 
INSURANCE INFORMATION

Primary Insurance____________________________________ Group or Policy Number: ___________________________________
Name of Policy Holder:_______________________________ Subscriber or I.D. Number: _________________________________
Relationship to patient: ______________________________ Effective Date:________ Co-pay: ________ Deductible: _______

Secondary Insurance: ________________________________  Group or Policy Number: __________________________________
Name of Policyholder: ________________________________ Subscriber or I.D. Number: ________________________________
Relationship to patient: _______________________________ Effective Date: ______ Co-pay: _______ Deductible: ________
__________________________________________________________________________________________________________________________  
ASSIGNMENT AND RELEASE

I hereby assign, transfer, and set over to Elizabeth Goldstein (EYG Nutrition) all of my right, title, and interest to my medical reimbursement benefits under my insurance policy.  I authorize the release of any medical information needed to determine these benefits.  This authorization shall remain valid until written notice is given by me revoking said authorization.  I understand that I am financially responsible for all charges whether or not they are covered by insurance.  

Patient’s Signature: _________________________________________________     Date: ________________________________________
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