
Smadar Kometz-Rock, M.D. 
1 Bradley Road, Suite 707, Woodbridge, CT, 06525 

Tel: (203) 389-7747 Fax: (203) 397-7914 
 

PATIENT INFORMATION SHEET 
 

PATIENT NAME_____________________________________________________________________________ 

RESPONSIBLE PARTY FOR PAYMENT____________________________________________________ 

ADDRESS____________________________________________________________________________________ 

CITY____________________________________STATE_________________ZIP CODE__________________ 

HOME PH.___________________________WORK PH._______________CELL PH.___________________ 

SEX____M/F/OTHER (PLEASE CIRCLE)_____________DATE OF BIRTH____________________ 

SOCIAL SECURITY NUMBER________________________EMPLOYER__________________________ 

SPOUSE NAME___________________________SPOUSE DATE OF BIRTH_______________________ 

 

PRIMARY INSURANCE CARRIER___________________________________________________________ 

NAME OF POLICY HOLDER/RELATIONSHIP______________________________________________ 

POLICY HOLDER’S EMPLOYER_____________________________________________________________ 

INSURANCE#________________________________GROUP#_______________________________________ 

SECONDARY INSURANCE CARRIER________________________________________________________ 

NAME OF POLICY HOLDER/RELATIONSHIP______________________________________________ 

INSURANCE ID#______________________________GROUP#_____________________________________ 

 

EMERGENCY CONTACT____________________________RELATIONSHIP_______________________ 

HOME PH #____________________WORK PH #_________________CELL PH #___________________ 

 

PLEASE SEE FOLLOWING PAGE FOR SPECIAL PRIVACY INSTRUCTIONS, FEEL FREE 

TO LIST ANY ADDITIONAL ONES HERE: 

 

 

PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE: I authorize the release of any 

medical or other information necessary to process this claim.  

 

SIGNED:_________________________________________DATE_______________________________________ 

 

 

PLEASE ACKNOWLEDGE RECEIPT OF PRIVACY INFORMATION AND HIPAA 

COMPLIANCE, SIGNED_________________________DATE______________________________________ 

 

OFFICE USE ONLY: DATE FIRST SEEN______________________ICD CODE____________________ 


