Rahil Patel M.D. FAAFP
98 James St #105

Edison NJ 08820  

732-548-0040

732-548-0042 fax
www.drrahilpatel.com

Name ________________________________________________________________________

Address   _____________________________________________________________________
City______________   State_______________________     Zip Code ____________________

Telephone (home)   _______________Work ________________Cell_____________________
Email Address _______________________ Date of Birth ____________Gender (M/F) ____
Marital Status _____________

Preferred Pharmacy
 ______________________
Race:    Caucasian       Black/African American   
Asian       Latino       American Indian        Pacific Islander Refused


Other:
Language:  __________________________________________
Employer _____________________   Occupation ___________________________

Emergency Contact ___________________     Relationship __________________________

Phone number ________________________

Spouse   ___________________________ Spouse DOB ____________________

Insurance Carrier ____________________________________________________________

Policy #_______________________            Group # ________________________________

PLEASE READ and SIGN BELOW:

       I hereby authorize this office to release any information in the course of medical examination or treatment for insurance claim filing and authorize payment for services rendered to me by the doctor 

be paid directly to him.  Photocopy of this authorization shall be considered as effective and valid as the original

Signature   ____________________________  
Date  _______________________
