
ROBERT A. SCHUMER, M.D., PH.D.
HUDSON VALLEY GLAUCOMA CARE, PC

150 Aaron Court

Kingston, NY 12401
_______

(845) 331-6670
Fax: (845) 331-6672

RSchumerMD@gmail.com

Ophthalmology

Specializing in Consultation, Management, and

Laser Surgery for Adult Glaucoma

PATIENT REGISTRATION, ASSIGNMENT OF BENEFITS, AND SIGNATURE ON FILE

First Name: _______________________   M.I.: _____    Last Name: _____________________________

Gender (M or F): ____ Date of Birth: _______________

Preferred Phone: _______________________      Alternate Phone: ________________________

Email: _______________________________________________ (please print clearly)

Preferred method of communication (circle):     email       phone       mail

Mailing address: ______________________________________________________________________

City: ______________________________     State: _________      Zip: ______________

Occupation: ______________________________    Employer: _______________________________

Emergency contact (name/phone): _________________________________________

Primary Insurance: ________________________  Secondary Insurance: __________________________

Pharmacy Name: ________________________ Pharmacy location: _____________________________

Assignment of benefits and signature on file statement: “I hereby authorize payment of benefits to Robert A.

Schumer, M.D., Ph.D. for all services rendered. I authorize my insurance benefits to be paid directly to

Robert A. Schumer, M.D., Ph.D. for any balance which I have not paid in full at the time of service. I permit

a copy of this authorization to be used in place of the original. I understand that I am financially responsible

to the physician for charges not covered by my health insurance. I authorize Robert A. Schumer, M.D., Ph.D.

to release or disclose any information required for treatment, claim processing, or health care operations.”

Signature: __________________________________________   Date: ____________


