
Action Sports Medicine & Pain Management 
 

1010 Sunrise Highway              184 Old Country Road      131-04 Liberty Avenue 
Rockville Centre, NY 11570     Mineola, NY 11501              Richmond Hill, NY 11419 
(516) 678-0500               (516) 747-5042                 (718) 322-4145 

 
PATIENT DEMOGRAPHICS 

 

Date: ___/___/_____ Name: _____________________  ____________________________ ___ 

    Last    First    M.I. 
 

SS# _________________   Date of Birth ____/____/______     Sex: M / F Marital Status: ____ 

 

Home Address: ___________________________________________ Apt#: _______________ 

 

_____________________________ ______________________ _____________________ 
City     State    Zip 

Cell #: __________________ Home#: ____________________  Work #: _____________________ 

 

Email Address: ___________________________________ 

 
Referring Physician: _______________________           Specialty: __________________________ 

Address: __________________________________  Telephone: ________________________ 

____________________________________________________________________________________ 

 
Primary Care Physician:   _________________________________  Tel:_____________________ 
 
Address:______________________________________________________________________________ 
 
Primary Insurance Information 
 

Policy Holder Name _______________________ Date of Birth ___/___/___ SS#_____________ 
Insurance Name _____________________________________________________________________ 

Policy # ____________________________________  Group # ___________________________ 

Relationship to Policyholder:   Self_____Spouse_____Child_____Other_____ 

Employer Name ______________________________________________________________________ 

Address ______________________________ City _________________ State ________ Zip _______ 

Referral Required from PCP  □ Yes  □ No 
 
Authorization Required  □ Yes □ No □ Unsure 

_____________________________________________________________________________________ 

Secondary Insurance Information 
Policy Holder Name _______________________ Date of Birth ___/___/___ SS#_____________ 
Insurance Name _____________________________________________________________________ 

Policy # ____________________________________  Group # ___________________________ 

Relationship to Policyholder:   Self_____Spouse_____Child_____Other_____ 

Employer Name ______________________________________________________________________ 

Address ______________________________ City _________________ State ________ Zip _______ 

______________________________________________________________________________________ 

Name of Emergency Contact ___________________________ Phone _______________________ 

 

Relationship ________________________  Not living with you ________________________ 

______________________________________________________________________________________ 

 
Patient authorizes ASMR to release medical information which includes patient diagnosis, 

planned treatment, medical history and release of medical records to the following persons: 

 

_________________________  _________________________  ______________ 

Name     Phone #    Relationship 

 
_________________________       ______________ 

Patient Signature        Date 
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Thank you for choosing our practice.  Please tell us how you learned about our practice or whom can 

we thank? 

 

Your Name _______________________   

 

 Referred by a friend Name _______________________ 

 

 Referred by a Doctor  Name _______________________  

City _____________________ 

 Outdoor Sign 

 

 Yellow Pages 

 

 Internet 

 

 Website 

 

 TV Commercial 

 

 Insurance Company 

 

 Insert in Shopper’s Guide 

 

Newspaper Ad: 

  Garden City Life 

  Rockville Centre Herald 

 Baldwin Herald 

 Mineola American 

  New Hyde Park Illustrated News 

 Hempstead Beacon 

 Other____________________ 

 

 

 Article in Newspaper, Newspaper name ______________ 
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INSURANCE IS ACCEPTED UNDER THE FOLLOWING CONDITIONS 

 

All co-payments are due to Action Sports Medicine & Pain Management at the time of service.  Patient agrees to 

pay all deductibles, coinsurance, and services deemed patient responsibility as identified by the insurance carrier.  

Deductibles, coinsurance, and patient portions are billed monthly on receipt of the patients’ insurance statement 

from the insurance carrier regarding your patient claim.  YOU, the patient, are responsible to render payment once 

billed for the remainder.  Patients are fully responsible for obtaining any necessary referral from another physician 

before the appointment time.  Claim payments denied to lack of referral become the patient’s responsibility.  

Although we make every effort to obtain accurate information from the insurance carrier, verification of benefits is 

not a guarantee that an insurance carrier will pay a claim.  The insurance carrier makes final determination, based 

upon the plans level of coverage and associated policies, upon receiving the claim.  Denied claims become the 

responsibility of the patient. 

 

 
I have read the above information and agree 

to the terms contained therein ____ Initial 

 

Patient’s Signature  ________________________________________________ 

 

Patient’s PRINTED Name  ________________________________________________ 

 

Social Security #    ________________________________________________ 

 

Date:     _______________________________________________ 

 

 

SELF PAY PATIENT FINANCIAL LIABILITY FORM 

 
Please understand that full payment of your account/bill is paid directly to Action Sports Medicine & Pain 

Management and considered part of your treatment and is required for all services rendered.  Also, understand that 

payment of past services rendered and treatment given is required before all future services and treatment may be 

made.  We expect full payments at the time services are rendered.  This office accepts Visa, Mastercard, or cash 

with a valid photo ID.  Extended payment plans may be offered with PRIOR credit approval and PRIOR patient 

request.  All unpaid accounts are sent to collection after payment is not made in a reasonable time period and may 

adversely affect your credit.  Non-emergent medical services can be denied for unpaid accounts.   

 

I have read the above information and agree 

to the terms contained therein ____ Initial 

 

Patient’s Signature  ________________________________________________ 

 

Patient’s PRINTED Name  ________________________________________________ 

 

Social Security #    ________________________________________________ 

 

Date:     _______________________________________________ 
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INSURANCE AUTHORIZATION AND ASSIGNMENT 

 

 

 

I hereby authorize Action Sports Medicine & Pain Management to furnish 
any and all records pertaining to medical history, services rendered or 
treatment given to me or my dependents to my insurance carriers when 
necessary for the processing of insurance claims. 

 
I hereby assign to Action Sports Medicine & Pain Management all 
payments for medical services rendered to myself or my dependents.  I 
understand that I am responsible for securing referrals from primary 
care physician and authorization from my insurance carriers when 
required for treatment.  I further understand that payment due is not 
contingent on any settlement, judgment on any settlement or verdict by 
which I may eventually recover said fees. 

 
 
 
 

___________________     _____________________ 
Patient Signature      Date     
 
 
___________________ 
Name of Patient 
 
 
If signed by other than patient, print below: 
 
 
Name and Address: ____________________________________________________ 
 
 
Relationship to the Patient:_____________________________________________ 
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