Westchester Health Associates 
Carl E. Rosenkilde, M.D., Ph.D.
91 Smith Avenue
Mt Kisco, NY 10549
914.241.1717

Patient Insurance Information


Last Name:________________________First_______________________Mid Initial_____Date________
If patient is under 18, please indicate Legal Guardian_____________________________________
Social Security #:___________________________ Date of Birth_________________________________
Address____________________________________ City___________________State_______ Zip_______
Race_____________________ Language______________________ Marital Status_________________
Primary Care Physician ___________________________________________________________________
Home Phone #:__________________________ Cell Phone #:___________________________________
Work Phone#:____________________________ Preferred method of contact:___________________
Employer Name __________________________ Address_______________________________________
In case of emergency, who should we notify_______________________________________________
Phone number_______________________________ Relationship________________________________

Insurance Information- Primary Insurance

Plan Name_______________________Policy #:_______________________Group #________________
Name of Insured (policy holder)___________________________________________________________
Relationship to Patient___________________ Date of Birth______________ Soc Security#_________
Address___________________________________ City____________________State_______Zip________
Home Phone #:________________________________ Work Phone #____________________________

Secondary Insurance (if Applicable)

Plan Name________________________ Policy #:______________________Group #________________
Name of Insured (Policy Holder) __________________________________________________________
Relationship to Patient___________________ Date of Birth______________ Soc Security#_________
Address____________________________________ City___________________ State_________________
Home Phone #________________________________Work Phone #_____________________________

Responsible party: Print___________________________ Signature_______________________________
