
   
 NEW PATIENT REGISTRATION 

Roy M. Rubin, M.D. 
General & Pediatric Orthopedic Surgeon 

 
 
Patient Name                                                                              Date of Birth                                                M     /     F 
 
SSN:                                                                                            Martial Status:     Single   /   Married   /   Divorce 
 
Address: 
 
City/ST/Zip: 
 
Home Tel #:                                                                                Cell #: 

 
 
Occupation:                                                                                Employer: 
 
Address: 
 
City/ST/Zip: 
 
Work Tel #:                                                                                 EXT: 

Guarantor/Subscriber Information 
 
Name: 
 
Address: 
 
City/ST/Zip 
 
Relation to Patient 
 

(Only fill out if patient is a minor) 
 
Mother’s Name: 

 
Father’s Name: 

 
SSN: 

 
SSN: 

 
Date of Birth: 

 
Date of Birth: 

 
Address: 

 
Address: 

 
City/ST/Zip: 

 
City/ST/Zip: 

 
Home Tel #: 

 
Home Tel #: 

 
Cell #: 

 
Cell #: 

 
Occupation: 

 
Occupation: 

 
Employer:                                                                                      

 
Employer 

Insurance Information 
 
Primary Ins: 

 
Secondary Ins: 

 
ID#: 

 
ID#:  

 
Group #: 

 
Group #: 

 
Primary Care Physician: 

 
Primary Care Physician: 

 
Phone #: 

 
Phone #: 

 
___________________________________________________________________________________________________ 
Patient/Parent/Guardian Signature:        Date: 


