
  MEWS ROUSSEAU, M.D.
Psychiatric Office
      30 HEMPSTEAD AVENUE, SUITE 152
   ROCKVILLE CENTRE, NY 11570
Patient Demographics
Patient Last Name: _____________________________________________      Patient First Name:   ____________________________  Middle Name _____________________
Social Security #:_________________________________          Date of Birth: ___________/__________/_______________             Sex:   M ____________ F _____________ 
[bookmark: _GoBack]Race:  African-American / Black _________    Asian __________  Latino/Hispanic____________  Native American___________ White____________  

Marital Status:  Single____   Married____  Divorced____  Widowed____ Separated____      Student: Part-time ____    Full Time____                    
Address:________________________________________         City_____________________________         State__________     Zip Code (9 digit): _____________/___________
Home Phone: _______________________________       Cell__________________________________    Work Phone: _________________________
Fax Number: _________________________________                            	 Email Address: ____________________________________________

Best Place to Call: Home _____        Cell _____       Work _____      Best Time to Call:    Morning ____     Afternoon____    Evening ____ 

Patient Financial & Insurance Information/Eligibility & Benefits
***Private Pay: (Indicate if paying or not the doctor directly):   Yes_______   No_______ (if no, please fill the insurance info below)

1. Primary Insurance Name:______________________________________________________________ 		Payer ID#: _________________________   
Policy Holder’s Relationship to Patient (check one): Self (patient) _______   Spouse ______    Child _______    Other (specify) _________
Policy ID#: ________________________________________     Insurance Phone# (Providers line): ____________/_____________/___________________ 
Send Claims To: _______________________________ PO Box  ____________ City____________________ State __________ Zip Code_________/_________ 
Insured /Policy Holder’s Last Name: ________________________________________    	                  First Name: ________________________________ 
Insured Date of Birth:  __________/____________/_________________				           Insured Sex:   M ________ F __________                      
Insured Social security#:_______________________________________              Insured Telephone: __________/_________/_____________
Insured’s Address: ________________________________   City ____________________    State___________     Zip Code_________/_________

Plan Effective Date ______/_______/__________ Plan Expiration Date: ______/_______/__________ Copay $_________  Deductible $_____________   

2. Secondary Insurance Name:___________________________________________                        Payer ID#: __________________
Policy Holder’s Relationship to Patient:       Self ________ 	       Spouse ________                Other (specify) ___________________________
Policy ID#: _____________________________________                                        Insurance Telephone#: _________/_________/____________
Send Claims To: ______________________PO Box___________ City____________________ State __________ Zip Code_________/______
Insured /Policy Holder’s Last Name: _________________________________    	                      First Name: ______________________________                    
Insured Date of Birth:  __________/____________/_________________                                                     Insured Sex:   M _______ F _________                      
Insured Social security#:_______________________________________              Insured Telephone: __________/_________/____________
Insured’s Address: ________________________________ City ____________________    State___________    Zip Code__________/___________

Patient’s/Guardian’s Signature:________________________________________    	Date: __________/_________/___________________
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