
Anil S. Ranawat, MD,  
535 East 70th Street, 6th Floor, Room 636 

New York, NY 10021 
PH (646) 797-8700 
Fax (646) 797-8777 

 
 

PATIENT REGISTRATION FORM  
 

PLEASE PRINT CLEARLY BOTH YOUR LEGAL FIRST AND LAST NAME 
 
Last Name___________________________First Name_______________________M.I.__________ 
 
Address______________________________________________________________________________________ 
 
City_______________________________  State_________________  Zip Code____________________________ 
 
Home Phone: ( _____)________________ Work Phone: (______)_________________________ 
 
Cell Phone: (______)________________________  Email:____________________________________      
 
Date of Birth_____________  Age_________  Social Security Number__________-________-_______________ 
 
Marital Status________________ Sex_________Ethnicity______________Religion____________________________ 
 
 
Employer_____________________________________________Occupation____________________________________ 
 
Employer Address___________________________________________________________________________________ 
 
City________________________________State_____________________ Zip Code_____________________________ 
 
 
Guarantor/Subscriber (person responsible for bill if other than patient/Insurance policy holder) 
 
Last Name_____________________First Name__________________Middle Initial______________________________ 
 
Address___________________________________________________________________________________________ 
 
City_______________________________  State_________________  Zip Code_________________________________ 
 
Home Phone: (_______)________________ Work: (______)_______________ Cell Phone:(______)____________ 
 
Date of Birth_____________  Age_________  Social Security Number________-______-_______________ 
 
Relationship to Patient__________________________ 
 
 

*******************PLEASE SEE PAGE 2**************** 
 



 
 
Primary Insurance (Circle One)    Medicare   Private Insurance   Workmen’s Compensation   No Fault 
 
Insurance Company Name__________________________________________________________________ 
 
Insurance Company Address________________________________________________________________ 
 
City_________________________________State____________________Zip Code____________________ 
 
Insurance Telephone Number(s)______________________________________________________________ 
 
Policy//ID#___________________________Group#___________________Claim#_____________________ 
 
WCB# (If Workmen’s Compensation)__________________Date of Accident___________________________ 
 
Insured’s Name_____________________________________Relationship to Patient_____________________  
 
 
Secondary Insurance (Circle One)    Medicare   Private Insurance   Workmen’s Compensation   No Fault 
 
Insurance Company Name____________________________________________________________________________ 
 
Insurance Company Address___________________________________________________________________________ 
 
City____________________________________State____________________Zip Code___________________________ 
 
Insurance Telephone Number(s)________________________________________________________________________ 
 
Policy//ID#___________________________Group#___________________Claim#______________________________ 
 
WCB# (if Workmen’s Compensation)__________________Date of Accident___________________________________ 
 
Insured’s Name_____________________________________Relationship to Patient______________________________ 
 
 
Primary Care Physician 
 
Name_____________________________________ 
 
Address___________________________________________________________________________________________ 
 
City______________________________________State______________________Zip Code_______________________ 
 
Office Phone: (______)________________Fax Number:(______)______________ 
 
I herby confirm that all of the above information is accurate. I understand that if my insurance carrier is inactive 
or not participating, I may be sent a bill for the remaining balance or co-payment. 
 
Patient or Guardian’s Signature_________________________________________Date_________________________ 


