
 
 

PATIENT REGISTRATION (please print clearly) 
Patient Registration (Please Print Clearly)  
Legal Name: Date of Birth: 
Address:  
City:                                                 State:                                             Zip Code:  
Home Phone: Cell Phone: Work: 
E-mail address:  Social Security #:  
Which is the preferred contact number (please circle):   Home         Cell           Work  
Consent for Endocrinology Associates of Princeton to leave a message when you are not available:  
EAP, LLC may leave a message at the following numbers: □Home   □Cell   □Work. 
The message may include: □Appointment reminders   □Clinical information (lab values, radiology, etc…) 
SIGNATURE: Date: 

 
INSURANCE INFORMATION: Please note ALL COPAYS and REFERRALS must be collected at 
the time of visit.  If, for any reason, you do not present these, we may ask that you reschedule your 
appointment. 
Primary Insurance: 
Address of Insurer: 
Policy Holder: Holder’s Date of Birth: 
Holder’s SS#: Relationship to Holder: 
Insurance Type (circle one): HMO§/ PPO/ POS/ EPO                           §Referral Required 
Effective Date: Specialist Copay $: 
Policy Number: Group Number: 
 
Secondary Insurance: 
Address of Insurer: 
Policy Holder: Relationship to Holder: 
Insurance Type (circle one): HMO§/ PPO/ POS/ EPO                           §Referral Required 
Effective Date: Specialist Copay $: 
Policy Number: Group Number: 

 
Referral information: 
Referring Physician: Phone Number: 
Primary Care Physician: Phone Number: 

 
Emergency Contact: 
Who do we contact in the case of an emergency? 
Relation: Phone Number: 

 
I authorize Endocrinology Associates of Princeton, LLC to submit claims to my insurance carrier and 
accept payment for services rendered to me.  I understand that I am liable for any billable service 
rendered.  I authorize direct payment to be made. 
SIGNATURE: Date: 

 


