
Advanced Rehab & Wellness Center, PC 
REGISTRATION FORM 

(Please Print) 
PATIENT INFORMATION 

Patient’s last name: First: Middle: 

   

 Mr.         Mrs.         Miss  
          Ms.           Dr.  

 Single      Married       Divorced    
         Separated         Widowed Birth date:        /         / Age:  Male    

Female    

Spouse’s Name Children:    
  No     Yes    # ____ Other family members 

seen here:  

Street address: Social Security #: Home Phone: 

                    --               -- (          ) 

City: State: Zip Code Cell Phone: 

   (          ) 

Occupation: Employer: Work Address: Work Phone: 

   (          ) 

Referred by (name)  Dr.   

Email Address:  

 
INSURANCE INFORMATION 

Person responsible for bill: Birth date: Address (if different): Home Phone : 

 /         /  (          ) 

Occupation: Employer: Work Address: Work Phone: 

   (          ) 

Insurance Co: Insured’s SS #: Group #: Policy #: 

          -       -          

Patient’s relationship to insured:   Self    Spouse    Child   Other Co-pay/Co-insurance = $ 

Name of secondary insurance (if applicable): Insured’s name: Group #: Policy #: 

    

Patient’s relationship to insured:   Self    Spouse    Child    Other Insured’s SS# Co-pay $ 
 
The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially 
responsible for any balance. I also authorize ABC Billing, LLC or insurance company to release any information required to process my claims. 

Patient/Guardian signature ________________________________________________ Date ____________________ 
 

For Office Use Only 
Diagnosis 

     

     

Provider Signature Date 
 



Advanced Rehab & Wellness Center, PC 
1135 Clifton Ave 

Suite 208 
Clifton, NJ 07013 

973-928-3575 
973-928-3574 

 
Notice of Privacy Practices 
Patient Acknowledgement 

 
Patient Name:        Date of Birth:      
I have received this practice's Notice of Privacy Practices written in plain language. The notice provides in detail the uses and disclosures of my protected health 
information that may be made by this practice, my individual rights and the practice's legal duties with respect to my protected health information. The notice includes: 

• A statement that this practice is required by law to maintain the privacy of protected health information. 
• A statement that this practice is required to abide by the terms of the notice currently in effect. 
• Types of uses and disclosures that this practice is permitted to make for each of the following purposes: treatment, 

payment, and health care operations. 
• A description of each of the other purposes for which this practice is permitted or required to use or disclose 

protected health information without my written consent or authorization. 
• A description of uses and disclosures that are prohibited or materially limited by law. 
• A description of other uses and disclosures that will be made only with my written authorization and that I may 

revoke such authorization. 
• My individual rights with respect to protected health information and a brief description of how I may exercise 

these rights in relation to: 
o The right to complain to this practice and to the Secretary of HHS if I believe my privacy rights have been 

violated, and that no retaliatory actions will be used against me in the event of such a complaint. 
o The right to request restrictions on certain uses and disclosures of my protected health information, and 

that this practice is not required to agree to a requested restriction. 
o The right to receive confidential communications of protected health information. 
o The right to inspect and copy protected health information. 
o The right to amend protected health information. 
o The right to accounting of disclosures of protected health information. 
o The right to obtain a paper copy of the Notice of Privacy Practices from this practice upon request. 

This practice reserves the right to change the terms of its Notice of Privacy Practices and to make new provisions effective for all protected health information that it 
maintains. I understand that I can obtain this practice's current Notice Privacy Practices on request. 
 
Signature:         Date:      
 
Relationship to patient (if signed by a personal representative of patient):      
 
 
 
 
 
 
 
 


	Advanced Rehab & Wellness Center, PC
	REGISTRATION FORM
	PATIENT INFORMATION
	INSURANCE INFORMATION

