
Lawrenceville Neurology Center Patient Registration Form 

DATE:  ____________________ 

NAME:  _______________________________________________________________________ 
 First  Middle Initial     Last 

ADDRESS:  ____________________________________________________________________________________________ 
 # Street/Box     Apt #  City    State      Zip 

PHONE:  (___) _____________ WORK:  (____) ______________ CELL:  (___) _______________ 

EMAIL ADDRESS:  _______________________________   OCCUPATION:  ______________________ 

SEX: □ MALE  □ FEMALE     AGE:  _____    DATE OF BIRTH:  ___________    SOC. SEC. #:  ________________________ 

LANGUAGE: _____________________________ RACE/ ETNICITY: _____________________________________________ 

MARITAL STATUS:    □ SINGLE     □ MARRIED     □ SEPARATED     □ DIVORCED     □ WIDOWED  
□ DOMESTIC PARTNER       □ CIVIL UNION

SPOUSE’S / PARENT’S NAME:  ________________________ CONTACT NUMBER: (__) _________________ 

EMERGENCY CONTACT NAME:  _________________________ CONTACT NUMBER:  (___) __________________ 

REFERRING DOCTOR:  _______________________________ PHONE NUMBER:  (___) __________________ 

ALLERGIES:  Yes or No (please Circle and list, if any)_______________________________________________ 

INSURANCE INFORMATION 
PRIMARY INSURANCE & ID #: __________________________________________________________________ 

NAME OF INSURANCE    IDENTIFICATION # 

NAME OF INSURED:  __________________________________ INSURED’S DATE OF BIRTH: ____________ 
  MANDATORY 

SECONDARY INSURANCE:  _____________________________________________________________________ 
  NAME OF INSURANCE

NAME OF INSURED:  __________________________________ INSURED’S DATE OF BIRTH:  ____________ 
   MANDATORY 

ACCIDENT INFORMATION – PLEASE NOTIFY THE FRONT DESK IF THIS IS ACCIDENT 
RELATED AS WE NO LONGER SEE PATIENTS FOR MVA/W. COMP RELATED INJURIES 

□ AUTO          □ WORKMEN’S COMPENSATION          DATE OF ACCIDENT / INJURY:  ________________ 

CASE MANAGER NAME/PHONE NUMBER:  _____________________________________________________ 

ADJUSTERS NAME/PHONE NUMBER:  __________________________________________________________ 

POLICY NUMBER:  ____________________ INSURANCE COMPANY’S NAME/ADDRESS: 
______________________________________________________________________________ 
RELEASE OF INFORMATION / PAYMENT AUTHORIZATION/ASSIGNMENT OF BENEFITS/NO SHOW POLICY  

I authorize the release of any medical information necessary to process claims for payment.  I permit a copy of this authorization 
to be used in place of the original.  I assign direct payment of benefits to the physician for services rendered.  I realize I am 
responsible for payment of charges not covered by insurance and that any payments due not covered by insurance over 120 days 
old will be charged a 15% late fee.  I certify that the information I have reported to be correct.  In addition, I understand that I 
may be billed a $25.00 no show fee for all missed appointments without prior notification.  

________________________________________________       ________________________________________ 
 SIGNATURE    DATE 
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PATIENT CONSENT FOR USE AND DISCLOSURE  

OF PROTECTED HEALTH INFORMATION 
     With my consent, Lawrenceville Neurology Center, P.A. may use and disclose protected health information (PHI) 
about me to carry out treatment, payment and healthcare operations (TPO).  Please refer to Lawrenceville Neurology 
Center’s P.A.  Notice of privacy practices for a more complete description of such uses and disclosure. 
 
     I have the right to review the Notice of Privacy Practices prior to signing this consent.  Lawrenceville Neurology 
Center, P.A. reserves the right to revise its Notice of Privacy Practice at any time.  A revised Notice of Privacy 
Practices may be obtained by forwarding a written request to our office at 3131 Princeton Pike Bldg. 3C Suite 202, 
Lawrenceville, NJ  08648. 
 
     With my consent, Lawrenceville Neurology Center, P.A. may call my home or other designated location and leave 
a message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, such as 
appointment reminders, insurance items and any call pertaining to my clinical care, including laboratory results among 
others. 

I wish to be contacted in the following manner (check all that applies): 
 

□ Home Telephone ______________________ 
    □ O.K. to leave a message with detailed information 
    □ Leave a message with name of practice and call back number only. 
 
□ Work Telephone ______________________ 
    □ O.K. to leave a message with detailed information. 
    □ Leave message with name of practice and a call back number only. 
 
□  Email address: ______________________________________ 
    □ O.K. to communicate via email address provided above.  
 
□  Cell Phone/Text Messaging ____________________________ 
    □ O.K. to leave a message/text with detailed information 
    □ Leave a message/text with name of practice and call back number only. 
 
    I grant permission for you to discuss my care with the following person(s) 
 
Name____________________________Relationship________________Phone #______________________ 
Name____________________________Relationship________________Phone #______________________ 
 
By signing this form, I am consenting to Lawrenceville Neurology Center’s, P.A. use and disclosure of my PHI to 
carry out TPO.   I may revoke my consent in writing to the extent that the practice has already made disclosures in 
reliance upon my prior consent.  If I do not sign this consent, Lawrenceville Neurology Center, P.A. may decline to 
provide treatment to me.   
   *Each dated signature is valid for one (1) year** 
 
______________________________                                       ______________________ 
PRINT PATIENT NAME                                              DATE 
 
____________________________________________                                                          __________________________________  
SIGNATURE OF PATIENT/LEGAL GUARDIAN                                                             DATE 
 
___________________________________________                                                          __________________________________  
SIGNATURE OF PATIENT/LEGAL GUARDIAN                                                             DATE 
 
_____________________________________________                        __________________________________ 
SIGNATURE OF PATIENT/LEGAL GUARDIAN                                                             DATE 
 
 



 
MEDICATIONS 

 
Please list all medications you are currently taking, including non-prescription medications 

 
 

Patient Name      ________________________________________________________________ 
 
Address       ________________________________________________________________ 
  
        ________________________________________________________________ 
 
Phone #       ________________________________________________________________ 

 
Pharmacy   
Name & Phone # ________________________________________________________________ 
 
 
Name of Medication  Strength Frequency Date  

Discontinued 
Signature & Date 

     

     

     

     

     

     

     

     

     

     

     

     

     

 
 

DRUG ALLERGIES:     (Please circle and list, if any)
_______________________________________________________________________________ 
_______________________________________________________________________________ 
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