Merrimack Valley Cardidlogy Associates, Inc.

Robert M. Shulman, MD,FACC James B. Waters, MD, FACC Cmar A. Ali, MD, FACC
Jose M. Carrion, MD, FACC Harsh C. Sanchorawala, MD, FACC Kirk J. MacNaught, MD, FACC
Richard G, Birkhead, MD, FACC Walter M. Jo, MD, FACC Arash Tabaee, MD, FACC
. Eric J. Ewald, MD, FACC Benjamin R. Smith, MD
Date:

Patient Name; ' Referred by:

Street Address:

City: State: Zip Code:

Mailing Address, if different from above:

Telephone:  Home ( ) Work ( )

Cell ( ),
Date of Birth: Social Security #: : Sexx M F
Marital Status: S M D w

Primary Care Physician Name, Address and Phone:

Employer Name, Address and Phone:;

Name of insurance Carrier: : _ 1D#
Subscriber: Subscriber Date of Birth:

Emergency Contact Name:
Relationship: ' : _____Phone:

Pharmacy Name and Address:

Signatures Required:

Authorization for Release of Medical Recards:

| authorize the release of any medical records to and/or from Merrimack Valley Cardiology
Associates, Inc. as needed to provide me with medical care. ‘

Patient/Guardian Signature
HIPAA - Notice of Privacy: :

| acknowledge having received a copy of the practice's Notice of Privacy Practices.

Patient/Guardian Signature
Patient Financial Responsibility:

Your signature on this form indicates that you are responsible for all fees and charges for services you receive that
are not covered under your health plan. Please remember that it is your responsibility to confirm with your
health plan whether the services provided to you will be covered by your insurance.

Patient/Guardian Signature




