
Patient Registration Form (please print) Suffolk Rehabilitation Medicine, PLLC.  Mike M. Pappas, D.O. 

 

 
Last Name______________________________________ First Name _______________________________MI______ 

 

Street Address______________________________Apt#________City______________State_______Zip____________

  
Home Phone (    ) __________________________ Cell Phone (    ) __________________________________________ 

 

Emergency Contact_________________________ Relationship_____________ Phone (      ) ______________________ 

 

Social Security# _________________________________________Date of Birth____/____/____ Sex F 

 

Reason for initial visit_______________________________________________________________________________ 

 

Name of Referring Doctor/Person_____________________ Address _________________________________________ 

 

City_____________________ State_______ Zip_________ Ref Doctor Phone # ________________________________ 

 

Family Physician__________________________________ Phone # __________________________________________ 

 

 

 

Name of Employer______________________________Address_____________________________________________ 

 

City___________________ _______State ________ Zip _______________Phone# _____________________________ 

 

    

 

 

Primary Insurance Name __________________________________________Phone # ___________________________ 

 

Policy # ___________________________Group # ______________Co-pay amt$ ______ Effective date ____/____/___ 

 

Name of Insured ___________________________ Relationship to patient  

 

Insured Date of Birth _____/_____/_____ Insured Social Security #___________________________________________ 

 

 

Secondary Insurance Name _______________________________________Phone # ____________________________ 

 

Policy # ___________________________Group # ______________Co-pay amt$ ______ Effective date ____/____/___ 

 

 

 

Insured Date of Birth ____/_____/_____ Insured Social Security#_____________________________________________ 

 

 

_________________________________________ 

 

Attorney Name/Address______________________________________________________________________________ 

 

Attorney Phone #____________________Fax# ___________________ Contact Person ___________________________ 

1) I authorize the release of my personal information necessary to process my insurance claim(s) to Suffolk Rehabilitation 

Medicine, PLLC 

2)  I authorize and request payment of medical benefits directly to my physician, Dr. Mike M. Pappas, Suffolk 

Rehabilitation Medicine, PLLC 

3)  I agree that a photocopy of this form may be used as the original 

4)  I agree to pay all charges not covered by my insurance carrier.  These charges include but are not limited to deductible 

co-payments, co-insurance and non-covered service. 

 

_____________________________                                                                _________________________ 

 Patient/Authorized Signature                         Date 


