
 
 

hera sambaziotis, md, mph, facog & martina frandina, md, facog 
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PLEASE FILL OUT ALL INFORMATION COMPLETELY AND ACCURATELY 
Failure to do so may give you a larger out of pocket expense 

 
Last Name ______________________________  First Name ______________________________  MI ________ 
 
Address _________________________________________________________________________   Apt # _____  
 
City ___________________________         State _________    Zip ________       Date of Birth _____/_____/_____  
 
Home Phone _______________ Cell Phone _______________ Work Phone ______________ Preferred #: □ H □ C □ W 
 
Email Address _________________________________________________          Marital Status:   S    M    W    D 
 

 
Leave detailed messages including results on:  □ Cell Phone    □ Home Phone    □ Work Phone   □ None 
 
Leave message with callback number Only:  □ Cell Phone    □ Home Phone    □ Work Phone   
 
In case we cannot reach you please provide us with someone we can contact in an Emergency: 
 
Name: _______________________ Phone #: ____________________   Relationship to you: ____________________ 
 
Do you have any person that you authorize to receive and discuss information regarding your personal health 
information (medical results, surgical, financial, etc.)?    □ No    □ Yes (List Below) 
 
Name: _______________________ Phone #: ____________________   Relationship to you: ____________________ 
 
Pharmacy Name, Phone # & Address ________________________________________________________________ 
 
Name & Phone # of Referring Physician or PCP _______________________________________________________ 
 

 
Primary Language:   □ English   □ Spanish   □ Greek   □ Italian    □ Other _________________    
 
Race:   □ American Indian or Native Alaskan   □ Asian   □ Black or African American  
□ Native Hawaiian or Other Pacific Island   □ Other Race   □ White 
 
Ethnicity:   □ Hispanic or Latino   □ Not Hispanic or Latino   □ Unknown 
 
Student Status:  □ Not a Student   □ Part-time   □ Full-time    Mother’s Maiden Name _______________________ 
 

 
 

 



 
 

PLEASE COMPLETE YOUR INSURANCE INFORMATION AND 
 

PROVIDE A COPY OF CURRENT INSURANCE CARD 
 
Primary Insurance _______________________   
 
Insurance mailing address______________________________________ 
          
          _______________________________________      
 
Insurance ID or Policy #___________________________   
 
Policy Holder’s Full Name ____________________________________        □ Male    □ Female    
 
Policy Holder’s Date of Birth _____/_____/_____ 
 
Relationship to Patient:   □ Self    □ Spouse    □ Child    □ Other: _________________ 
 
 

 
Secondary Insurance____________________  
 
Insurance mailing address__________________________________ 
 
          __________________________________   
 
Insurance ID or Policy # ______________________ 
 
Policy Holder’s Full Name ____________________________________        □ Male    □ Female     
 
Policy Holder’s Date of Birth _____/_____/_____ 
 
Relationship to Patient:   □ Self    □ Spouse    □ Child    □ Other:  _________________ 

 
 

FAILURE TO PROVIDE YOUR CORRECT INSURANCE COVERAGE WILL RESULT IN YOU BEING 
 RESPONSIBLE FOR THE ENTIRE BALANCE 

 
 
The Insurance information I have provided above is correct and complete 
 
 
Signature _________________________________               Date _____/_____/_____ 

 
 
 
 
 
 

 
 
 



 

 
 

AUTHORIZATION INFORMATION 
 

PLEASE READ AND SIGN BELOW 
 
 
We are now required by Federal Law to: 

 
Maintain the privacy of Protected Health Information and give you notice of our legal duties and 
privacy practices regarding health information about you.  We are also required to protect your identity.  
As a result you will be required to provide proof of identity at all encounters with the office.  In 
addition, we will ask you to fill out a new demographics sheet every year and confirm your information 
every 6 months.  

 
Please be assured that this office has always considered the privacy and confidentiality of your medical 
records.  We must have your written authorization to have your records sent to you or another 
physician.  If you wish to read the full text, please ask our Office Manager. 
 
Please be advised that as per contractual agreement with your insurance carrier as in-network providers, 
it is mandatory that we collect ALL co-pays, deductibles, and coinsurance as determined by your plan.  
In addition, you must provide us with up-to-date insurance information and elected the proper 
physician as your GYN, if required. Regrettably, we may not be able to determine the extent of your 
payment responsibility at the time of your visit.  In addition you must present your current insurance 
card at every visit. 
 
I, ____________________________, understand that I am responsible for payment of any applicable 
deductibles, co-payments and co-insurance for services rendered by hsmf women’s care.  I also understand 
that I will receive a separate bill from a lab for any lab testing performed. I understand that I am 
responsible for providing hsmf women’s care with up to date insurance information and to bring my 
insurance card to every visit.  If I fail to provide this information, I understand that I may be responsible 
for the entire bill or portion thereof that my insurance has not covered. 
 
I understand and agree to all of the above 
   
 
Signature ___________________________________            Date _____/_____/_____ 
              
  

             
 
 
 
 
 
 
 
 

 
 

 
 



 

 
 

hera sambaziotis, md, mph, facog & martina frandina, md, facog 
anthony bozza, md, 

 
 

1991 Marcus Avenue, Suite M101, Lake Success, New York 11042 
516.437.2020  516.437.2019 (fax) 

 
 
 
 
 
 
I, ______________________________________, hereby authorize HSMF Women’s Care to obtain or release 

any and all pertinent information regarding my medical care, as needed, to assist in my ongoing treatment 

to or from other health care providers, labs, radiology facilities, or other institutions. 

 

This authorization remains in effect until revoked. 

 

 

DOB: _____/_____/_____ 

 

 

Signature __________________________________________                Date  ____/____/_____ 

 

 

 

 

 
 
 
 

 
 
 
          

 



 
 

 
            Patient Signature: ________________________________________________ 


