
  

  

  
  

STEINWAY   HOPE   MEDICAL   
  

32-72   Steinway   Street   Suite   302,   Astoria   NY   11103   
Tel#:   9294243400   Fax#:   1-888-757-9713   
Email:   info@steinwayhopemedical.com   

  
  

Patient   Registration   Form     
  

Appointment   phone   #:____________________________________            Email:_________________________________   
  

DEMOGRAPHIC   INFORMATION   
  

Last   Name:____________________________________   First   Name:__________________________________   M.I.:_______   
Date   of   Birth:   _____________________      Age:   _________           Sex:   M   /   F          Marital   Staus:_________________________   
Street   Address:   ______________________________________________    City:   ____________________________________     
State:_______________      Zipcode:________        Home   #:   ______________________    Mobile#:_______________________   
Referring   Doctor:   ______________________________________________________________________________________   
Preferred   Pharmacy:   ____________________________________    Pharmacy   Location:______________________________   

  
EMERGENCY   CONTACT   INFORMATION   

  
Emergency   Contact:   ____________________________________________   Relationship:   ____________________________   
Home   phone#:   ____________________________________   Mobile#:   ____________________________________________   
  

Is   this   patient   covered   by   Health   Insurance?         Yes    /   No   
If   No:   Payment   Method:   ______CASH,   ______   CHECK     
  

INSURANCE   INFORMATION   
(Please   give   your   Insurance   card   and   ID   to   the   receptionist)   

  
Insurance   Name.:   _______________________________________________________________     
Member   ID   Number   :   __________________________   
  

I  verify  that  the  above  information  is  factual  and  true  to  the  best  of  my  knowledge.  I  authorize  the  Family  Nurse  Practitioner                        
Gifty  J.  Appiah  to  do  the  necessary  procedures  and  test  so  that  I  will  receive  the  proper  care  I  need.  I  understand  that  payment,                          
proof  of  insurance,  and/or  copay  is  due  at  the  time  of  service.  I  authorize  this  office  to  apply  benefits  on  my  behalf  for  the                          
covered   services   rendered.     
I   hereby   accept   responsibility   for   payment   for   services   provided   to   me   that   is   not   covered   by   my   insurance.     
I   certify   that   the   insurance   information   I   have   provided   is   factual   and   correct.     
  
  

_____________________                                                 ____________________________   
Signature   of   the   Patient                                                                         Date   


