Metropolitan Orthopedics
Kent S. Lemer, M.D., FA.C.S.
Fellow American Academy of Orthopedic Surgeons

Phone: 201.991.9018 17 Jauncey Ave., North Arlington, NJ 07031

New Patisnt/Medicare Information Sheet
General Information

| How did you hear about us?

Patient Name:
Patient Address:
City: : State: Zip:

Phone: (___ ) - Cell: (___) - Work: () -

SS. # - - Date of Birth: / / Age: _ Sexx MOFQ

Primary Care Physician

Primary Care Doctor: Phone: (___ ) -

Address:
City: State: Zip:

Insurance information

Subscriber's Name:
SS. # - - Date of Birth: / / Phone: () -

Insurance Company:
Address:

City: .4 State: Zip:
Insurance Co. Phone: () . - Policy No.:

Accident information

|| City: State:

Motor Vehicle Accident Y O N a Date of Accident: / /
Work-Related Accident Y O N Q Date of Accident: / /

Auto Insurance Co.: Phone: () -
Zip:

Claim Number:

Medical information

Why are you here to see the doctor?

List Allergies: Are you allergic to aspiin? YQANQ
List all medications you are currently taking:
Incase of an emergency notify:

mumnmmm unmmmunumm.wmnmnvaw
mhqwumnu%dwlpmnmumnMWcm-

Signature Date: /I




KENT S LERNER, M.D.
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

B )

Saction A PATIENT GIVING CONSENT o ‘
Name; . : ' - '. ﬁ‘
Telephone # Soclal Security # -
SECTION & To tfie patient PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY
use and disciosure of your protectac

Purpose of Consent: By signing this form, you wil consent 1o our
mmwmmmmmmmm

MM&MDMuMWQWhumdMW ,
meMMpﬂMoWlﬂudmmm.wlm:
the dhenges. MﬁmmmhmdmmMMMmm.
Wdeﬁmm Mwmdwm«mmn

Contact Person:, : Phone #
mmmmmmumﬁumzwmwn‘mmmﬁ
your revoostion submitted 1o the contact persan Neted sbove. understand thet revocation of
we received you

WM‘MMwaMhMmumm
continue tresting you If you revols this consent,

revoostion, and we may deoline 1 treet you or 10
Sigheture: |___. . _have fully had the opportuniy to reed and
coneider the dummmmmammswmw
signing this coskent !anmum:.“Mnduymm
-MDMWWMMMMW

Sig - —t, e —iaye Date:

wmqn “ulmthdehmmmoM¢
Personal Representathves Neme:__ :

Relationship t Patient:_
You mmunmdummmwl
Coneent wil be stored In Patient's chart,

BEVOCATION OF CONSENT: «
OMWMWNMNMdWMMhMMmM

payment sctiviies, and hesithcare operations. .
fWMMdWM”MMWWMMhM‘MMM;
Cmnbammm‘um_ithq.mdocdm. | slso understand that you may decline

b b ke e s PR



