Oleg Kaim, MD, PC                                      Diplomate of the American Board of Internal Medicine  
214 Engle St, Ste 11, Englewood, NJ 07631                              Phone: (201)567-4488     Fax: (201)567-4771   

Patient Information
First Name _________________________________  Middle Name (optional)______________________  
Last Name____________________________________________________________________________
Male__  Female__  Date of Birth (mm/dd/yyyy)________________  Social Security #________________
Street Address_________________________________________________________________________
City_______________________________________  State________________  ZIP__________________
Contact Information
Mobile Phone__________________________________________________________________________
Home Phone__________________________________________________________________________
Work Phone___________________________________________________________________________
Emergency Contact Phone_______________________________________________________________
Email Address (optional)_________________________________________________________________
Additional Information
Occupation____________________________________________________________________________
Employer Name and Address_____________________________________________________________
Referred by___________________________________________________________________________
Your Other Doctors_____________________________________________________________________
Allergies______________________________________________________________________________
Pharmacy Name and Phone______________________________________________________________
_____________________________________________________________________________________


I authorize the release of any medical information necessary to process all insurance claims. I request payment of benefits to myself or to the provider of the service. I understand that I am financially responsible to Oleg Kaim, MD, PC for any balance not covered by this authorization.
Signature__________________________________________  Date______________________________

