
Date ___________________________________  Home Phone _______________________________Cell Phone _________________________________________

PATIENT INFORMATION

Name: _______________________________________________________________  SS/HIC Patient ID# _______________________________________________
 Last Name             Middle            Initial 

Address _____________________________________________________________ Email __________________________________________________________

City _________________________________________________________________ State ________________________ Zip _______________________________

Sex o M o F Age _________  Birthdate ________________________  o Married o Widowed o Single o Minor
 o Separated o Divorced o Partnered for___________ years

Patient Employer/School_______________________________________________ Occupation _____________________________________________________

Employer/School Address _____________________________________________ Employer/School Phone __________________________________________

Whom may we thank for referring you? ____________________________________________________________________________________________________

In case of emergency who should be notified? ____________________________ Phone __________________________________________________________

PRIMARY INSURANCE

Person Responsible for Account __________________________________________________________________________________________________________

 Last Name First Name Middle Initial

Relation to Patient ______________________________ Birthdate _____________ Soc. Sec# _______________________________________________________

Address (if different from patient's) ______________________________________ Phone __________________________________________________________

City _________________________________________________________________ State ________________________ Zip _______________________________

Person Responsible Employed by _______________________________________ Occupation _____________________________________________________

Business Address _____________________________________________________ Business Phone _________________________________________________

Insurance Company _____________________________________________________________________________________________________________________

Contract # ___________________________________________________________Group #  _______________________ Subscriber # _______________________

Names of other dependents covered under this plan ________________________________________________________________________________________

ADDITIONAL INSURANCE

Is patient covered by additional insurance?  o Yes o No

Subscriber Name _______________________________ Birthdate _____________ Relation to Patient _______________________________________________

Address (if different from patient's) ______________________________________ Phone __________________________________________________________

City _________________________________________________________________ State ________________________ Zip _______________________________

Subscriber Employed by _______________________________________________ Business Phone _________________________________________________

Insurance Company ___________________________________________________ Soc. Sec # ______________________________________________________

Contract # ___________________________________________________________Group #  _______________________ Subscriber # _______________________

Names of other dependents covered under this plan ________________________________________________________________________________________

ASSIGNMENT AND RELEASE

I certify that I, and/or my dependent(s), have insurance coverage with _____________________________________  and assign directly to 
 Name of Insurance Company(ies)

Dr. __________________________  all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsi-
ble for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance submissions.

The abovename doctor may use my health care information and may disclose such information to the abovenamed Insurance Company(ies) and their 
agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services. 

__________________________________________________________________   _______________________________________________________
 Signature of Patient, Parent, Guardian or Personal Representative Date

__________________________________________________________________   _______________________________________________________
 Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient

Dr. Victor Drabkin • 536 Estudillo Avenue • San Leandro, CA 94577
510-483-2244 phone • 510-483-0825 fax • drdrabkin@yahoo.com • www.drdrabkin.com


