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 PATIENT  
INFORMATION: 

 

First name:                                                                   Last name:   
 

Address:   

City:                                                              State:   Zip:  

 

E-Mail:   
 

Sex:       Male      Female                            DOB:   
 

Marital status:         Single            Married            Divorced             Widowed 

 
Home Phone #                                                                Cell #   

 

Work #:                                                                           Social Security #:   
 

Pharmacy:                                                                          Phone:   
 

Pharmacy address:   
 
 
 

 

 EMPLOYER  INFORMATION: 

 
Occupation:                                                       Employer name:    

 

Address:   
 

City:                                                                     State:                                       Zip:   
 
 
 

 

 PRIMARY  INSURANCE:  

 
Insurance company:                                                                         ID #:   

 

Name of insured:                                                                             DOB:   
 

Relationship to insured:    Self    Spouse   Child    Other



 SECONDARY  INSURANCE: 
 

Insurance company:                                                                         ID #:   
 

Name of insured:                                                                             DOB:   
 

Relationship to insured:    Self    Spouse   Child    Other 
 
 
 

 
EMERGENCY CONTACT: 

 
Name:                                                                             Relationship:   

 

Cell:                                                                               Home:   
 

 
 

PATIENT AUTHORIZATION: 

 
I understand that I am financially responsible for all charges not covered by this authorization. I 

hereby authorize the release of medical information pertaining to medical treatment as requested by 

my health insurance carrier or the health care financing administration and its agencies for 

determination of benefits coverage. 
 
 
 
 

Patient signature                                                                     Date 
 

 
 

AUTHORIZATION TO PAY INSURANCE BENEFITS: 

 
I understand that I am financially responsible for all charges not covered by this authorization. I 

hereby authorize payment directly to the above named physician or his billing organization, 

otherwise payable to me but not to exceed the regular charges for the service provided. 
 
 
 
 

Patient signature                                                                    Date 

 
MEDICARE: 

 
I request that payment of medicare benefits be made on my behalf to the physician named above for 

services rendered to me. I authorize any holder of medical information about me to release to the 

health care financing administration  and its agents any information needed to determine these 

benefits or the benefits payable for related services. 
 

 
 

Patient signature                                                                    Date



HIPAA Authorization form for family members and family 
 
 
 
 
 

 

I,                                                                                               , give permission to South 

Shore Medical Care, P.C. to disclose and release my protected health information described 

below to: 
 
 

Name(s):                                                           Relationship: 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

❏ I do not give permission to release my records to any individual 
 

 

Health information to be disclosed: 
 

 

❏ My complete health records 

❏ Specific health records (as listed below) 

❏    
 
 
 
 
 
 
 
 
 
 

This authorization will be effective indefinitely unless i revoke it in writing. 
 
 
 
 
 
 

Patients signature                                                                         Date
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NO SHOW AND CANCELLATION POLICY 
 

 

Patients are to notify the office within 24 hours of your scheduled appointment time, should 

you need to cancel or reschedule. 
 
 

If this notification is not provided or you do not show up to your appointment, a charge of 

$25.00 will be billed to your account. Please be informed that being late more than 15 

minutes is considered a no show and we will have to reschedule. 
 
 

Please be advised, if you are scheduled for a physical and do not show up for your 

appointment, you will be responsible for a $75.00 charge. 
 
 

We understand that these are occasional unavoidable situations that may lead to the no 

show or late cancellation. However, consistent application of this policy is the only way to 

reinforce the importance of your care. It is our hope that you will come to value the care you 

receive enough to understand the need for this requirement. 
 
 

Thank you, 
 
 
 
 
 
 

Patients name 
 
 
 
 
 
 

Patient/Guardian Signature                                                 Date
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Primary Care Provider Change Notice 
 
 
 
 
 

I was advised by South Shore Medical Care P.C. to update my primary 

care physician to Dr. Lewandoski by calling my insurance company 

prior or shortly after my examination. If I choose not to update this 

information with my insurance carrier, I am aware that I will be fully 

responsible for any unpaid medical claims. 
 
 
 
 
 
 

 

Patients name 
 
 
 
 
 
 

Patient/Guardian Signature                                                 Date 


