
Patient Information 

Name___________________________________________________________________________________________________ 
                 Last                                                                   First                                                                       M.I.                            
Mailing Address__________________________________________________________________________________________ 
                                 Street                                             Apt#                   City                             State                            Zip 
HomePhone________________________WorkPhone__________________________CellPhone__________________________ 
 
Email________________________________Date of Birth____/____/____Age______Sex______Marital Status_____________ 
 

Parent or Responsible Party 
 

Name___________________________________________________________________________________________________ 
                 Last                                                                    First                                                             M.I. 
Mailing Address__________________________________________________________________________________________ 
                                 Street                                             Apt#                   City                             State                            Zip 
HomePhone________________________WorkPhone__________________________Cell Phone________________________ 
 
Email________________________________Date of Birth____/____/____Age______Sex______Martial Status_____________ 
 
Referred By:________________________Primary CarPhysician____________________________Phone___________________ 

	
Patient	Authorization	and	Financial	Responsibility	

 
Consent for Treatment 

I hereby voluntarily consent to the rendering of medical treatment by the physician and medical staff of J. Brahmatewari M.D.P.A. This may 
include examination, diagnostic and/or any other such medical treatment deemed necessary for the diagnosis and treatment of my medical 
condition 
 

Authorization to Release Medical Information 
I hereby Authorize the physician and staff of J. Brahmatewari M.D.P.A. to release any medical information acquired in the course of my 
examination and treatment necessary for the processing of this claim and/or for the purpose of any insurance payment. I further authorize the 
release of said information to my primary physician and/or referring physician if applicable. 
 

Assignment of Insurance Benefits/Medicare Benefits 
I hereby authorize my insurance company to make payments on my behalf of any and all individual group benefits directly to the provider, 
physicians and medical staff of J. Brahmatewari M.D.P.A. for medical services rendered to me. Where Medicare benefits are applicable, I request 
that Medicare and supplementary insurance companies make payment of authorized medical benefits directly to the physician and medical staff 
of J. Brahmatewari M.D.P.A. on my behalf. 

 
Guaranty of Payment 

I know that my insurance policy is a contract  between me and my insurance company and I understand that I am financially responsible for 
payment to the physician and medical staff of J. Brahmatewari M.D.P.A. for any charges not covered or allowable by my insurance company and 
all applicable out of pocket expenses, including deductible, co-insurance, and co-payments. Payment is due at the time of service. 
I further understand and agree that if this account is placed to collections, I will be responsible for paying the balance owed to J. Brahmatewari 
M.D.P.A. plus any attorney fees if applicable. If my account is assigned to a collection agency, J. Brahmatewari M.D.P.A.shall be entitled to 
any/all collection cost in addition to my balance. Collection cost are 50% of my balance due. 
 
 
 
I, _______________________________________(Print Name) ACKNOWLEDGE THAT I HAVE READ AND UNDERSTAND EACH OF 
THE ABOVE PROVISIONS APPEARING ON THIS FORM. I CONSENT TO THESE PROVISIONS INDIVIDUALLY AND 
COLLECTIVELY. 
 
 
__________________________________________________________________________________________________________________ 
                Patient or Legal Guardian                                        Date                                                        Witness 



	



	



	

	



Just Brahmatewari  M.D. 
Dermatology & Cosmetic Surgery 

																																																																																																																																																																																												

	

	Authorization	to	Release	Information	to	Family	Members	
	
	
PATIENT	NAME:	_____________________________________________________	
	
DATE	OF	BIRTH:	_____________________________________________________	
	

Under	 the	 requirements	 for	H.I.P.P.A.	we	are	not	allowed	 to	give	 this	 information	 to	anyone	
without	the	patient’s	consent.	If	you	wish	to	have	your	test	results	released	to	family	members	
you	must	sign	this	form.	Signing	this	form	will	only	give	consent	to	release	laboratory/pathology	
results	 to	 the	 family	 members	 indicated	 below.	 This	 consent	 form	 will	 not	 allow	 j.	
Brahmatewari	M.D.P.A		to	release	any	other	information	to	these	family	members.		
	
You	 have	 the	 right	 to	 revoke	 this	 consent,	 in	 writing,	 except	 where	 we	 have	 already	 made	
disclosures	in	reliance	on	your	prior	consent.		
	
I	authorize	J.	Brahmatewari	M.D.P.A.	to	release	my	laboratory/pathology	results	and	reports	to	
the	following	individuals.		
	
Name___________________________	Relationship______________Tel:__________________________	

Name___________________________	Relationship______________Tel:__________________________	

Name___________________________	Relationship______________Tel:__________________________	

Name___________________________	Relationship______________Tel:__________________________	

	

Signature	of	Patient/Guardian:	____________________________________________________	

 



INSURANCE INFORMATION 
  

 
 
  
PRIMARY INSURANCE 
 
Insurance Co._________________________________________(HMO/PPO/POS/OTHER) 
 
ID# ________________________________________  Group# _______________________________ 
 
Ins. Address________________________________________________________________________ 
 
Ins Tel .#_____________________________ Main Subscriber___________________________ 
 
DOB___________________________________   Relationship to Subscriber_________________ 
 
                                                 
 
 
 
  
 
 
 
SECONDARY INSURANCE 
 
Insurance Co._________________________________________(HMO/PPO/POS/OTHER) 
 
ID# ________________________________________  Group# _______________________________ 
 
Ins. Address________________________________________________________________________ 
 
Ins Tel .#_____________________________ Main Subscriber___________________________ 
 
DOB___________________________________   Relationship to Subscriber_________________ 
 

 
 

 
 

  
	


