
Hayman Salib, M.D.
REGISTRATION INFORMATION

P lease P rint Date: ________________________ Home P hone: __________________________________________

P atient (Last Name, First Name, Initial) : _______________________________________________________________________________________

R esponsible P arty (if a minor): _____________________________________________________________________________________________

S treet Address : _________________________________________________________________________________________________________

C ity: ____________________________________________________________ S tate: ________________________ Zip: ____________________

S ex:   M   F        Age________   B irthdate__________   S ingle     Married     Widowed     S eparated     Divorced

P atient E mployed B y: ____________________________________________________________________________________________________

B usiness  Address : ____________________________________________________________________________________________________

Occupation: _________________________________________________________ B usiness  P hone: _________________________________

S pouse (or responsible party) E mployed B y: ________________________________________________________________________________

B usiness  Address : ____________________________________________________________________________________________________

Occupation: _________________________________________________________ B usiness  P hone: _________________________________

P urpose of Vis it:_________________________________________________________________________________________________________

Who is  responsible for this  account? _____________________________________ R elationship to P atient: ___________________________

S ocial S ecurity #: ___________________________________________ S pouse’s  S ocial S ecurity #: __________________________________

Do you have Medical Insurance?      No     Yes    If yes ,

Name of P rimary Insurer: ______________________________________________________________________________________________

C ontract #: _______________________________ G roup #: _____________________________ S ubscriber #: _______________________

Name of S econdary Insurer (if any):______________________________________________________________________________________

C ontract #: _______________________________ G roup #: _____________________________ S ubscriber #: _______________________

Medicare     Medicaid     C laim ID # __________________________________________________________________________________

If Welfare, your #: ____________________________________________ C ounty of: _________________________________________________

I prefer to: P ay my balance in full at time of service. P ay my balance in full upon receipt of firs t s tatement.
Make payment arrangements  prior to services  being rendered.

In case of emergency,
who should be notified? _______________________________________________________________ P hone: ___________________________

Your Drugstore Name: _________________________________________________________________ P hone: ___________________________

How did you learn of our practice? ________________________________________________________________________________________

ASSIGNMENT OF INSURANCE BENEFITS
The undersigned hereby authorizes the release of any information relating to all claims for benefits submitted on behalf of myself and/or dependents. I further expressly agree and
acknowledge that my signature on this document authorizes my physician to submit claims for benefits, for services rendered or for services to be rendered, without obtaining my
signature on each and every claim to be submitted for myself and/or dependents, and that I will be bound by this signature as though the undersigned had personally signed the
particular claim.

I _______________________________________________ hereby authorize ______________________________________________________________________
(Name of Insured) (Name of Insurance Company)

to pay and hereby assign directly to _____________________________________________________________________________all benefits, if any, otherwise payable
(Provider’s Name)

to me for his/her services as described on the attached forms. I understand I am financially responsible for all charges incurred. I further acknowledge that any insurance 

benefits, when received by and paid to ______________________________________________________________________________________________________
(Provider’s Name)

will be credited to my account, in accordance with the above said assignment.

Disclaimer for Patient: Patient is responsible for collection fees and or percentages assessed.  Make note these fees are accrued by non-payment of debt.

Authorized Signature of Subscriber_______________________________________________________________________________ Date _____________________xx

Salib Oncology
Medical Oncology / Hematology
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