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PRIMARY CARE NEW PATIENT REGISTRATION FORM 

Call Center: (718) 734-2539 

Patient Information 

Last name:  First Name: Street: City, State, Zip Code 

Social Security Number: Date of Birth: Sex at Birth: 

 Male  Female 

Are you a Veteran? 

 Yes          No 

Email Address: Cell Phone Number: Home Phone Number: Preferred Language: 

❑ I consent to Acacia and its affiliates using my cell phone number or other info to contact me:

Regarding my appointment, treatment, insurance, preventative visits and my account: (select all that apply)

❑ Phone call

❑ Text

❑ Email

❑ Patient Portal, where applicable

❑ I deny consent

I understand that I can withdraw my consent at any time by calling (718) 734-2539. _______(initial)

Gender Identity: 

 Male 

 Female 

 Trans Male/ Female-to-

Male 

     Trans Female/Male-to 

Female 

 Choose not to disclose 

 Other: 

Ethnicity: 

 Hispanic/Latino 

 Non-Hispanic/Latino 

 Unreported/Refuse to 

report 

Sexual Orientation: 

 Lesbian/Gay 

 Straight (Not 

Lesbian or Gay) 

 Bisexual 

 Something Else 

 Don’t Know 

 Choose not to 

Disclose 

Race: 

 Native Hawaiian      White 

 Other Pacific Islander  Asian 

 Black/African American  Refuse 

 American Indian/Alaska Native 

 Unreported/Refused to Report 

 More than one race 

If Asian: 

 Chinese  Japanese 

 Filipino  Other: 

If Hispanic: 

 Mexican, Mexican American or Chicano/Chicana  Cuban 

 Puerto Rican      Other: 

Household Size: Annual  Income: 

Preferred Pharmacy: 

Address: 

Phone Number:  

Marital Status (Check One) 

     Single        Married      Widowed  Divorced  Separated 

How did you hear about us? 
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 HOUSING STATUS 

 Homeless Shelter        Street       Doubling up  Other: 

 Transitional Housing  Permanent Supportive Housing  Unknown 

 Not Homeless 

Emergency Contact 

Last Name:  First Name: Relationship: 

Address: Phone Number: 

RESPONSIBLE PERSON (IF OTHER THAN PATIENT) 

Last Name:  First Name: Relationship: 

Address: Phone Number: 

EMPLOYMENT INFORMATION 

Patient/Responsible Person’s Employer: Employer Address 

Phone Number: 

FIRST INSURANCE POLICY 

Policy Number Group Number Group Name (e.g. Employer, etc) 

Name of Policy Holder Relationship of Patient to policy Holder 

[  ] Self   [  ] Spouse   [  ] Dependent Child   [  ] Other 

Insurance Carrier Name Insurance Carrier Street Address 

City, State, Zip Insurance Phone Number 

SECOND INSURANCE POLICY 

Policy Number Group Number Group Name (e.g. Employer, etc) 

Name of Policy Holder Relationship of Patient to policy Holder 

[  ] Self   [  ] Spouse   [  ] Dependent Child   [  ] Other 
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ASSIGNMENT OF BENEFITS AND RELEASE OF INFORMATION 

The Medicare Patient 

“I request that payment of authorize Medicare benefits be made either to me or on my behalf to Acacia Network and its Affiliates for

any services furnished me by physicians or supplier. I authorize any holder of medical information about me to release to the center of 

Medicare Services and its agents any information needed to determine these benefits payable for related services.”  

I understand that information will be released to: 

 All health care professionals and Health Insurance carriers for chart audit reasons or insurance claims.

I understand that my physician and/or his staff and the billing office will not release any information to myself or family member over 

the phone without verification of my identity in order to comply with the privacy regulations. I also understand that my physician and 

his/her staff and the billing office will maintain the up most respect for privacy.   

By my signature, I state that I have read, understand, and agree to this Authorization and Release. 

Patient or Guardian Signature   Witness 

Date  Date 

The Non-Medicare Patient 

I authorize the release of any medical information necessary to process the payment of bills relevant to my medical care. I 

authorize payment to the provider Promesa, Inc., La Casa de Salud, Inc. or JCAP, Inc. This authorization will be in effect until

you decide to revoke it in writing. A copy of this authorization will be considered valid as the original. 

I understand that my information will be released to: 

• The Department of Finance and Collections of the medical practice.

• Also, I understand that my information will be released under certain circumstances for the following reasons:

1. To other professionals of health services with the purpose of coordinating my medical care and treatments.

2. Provider of medical insurance for quality purposes, audit or to process payments.

With my signature, I declare that I have read, understood and agree to the authorization and release of information. 

Patient or Guardian Signature   Witness 

Date  Date 



NOTICE TO PATIENTS 

This practice serves all patients regardless of ability to pay. Discounts for 
essential services are offered depending upon family size and income. 

****************************************** 

AVISO PARA PACIENTES 

Los centros de salud ofrecen servicios de atencion medica primaria y 
preventive, sin considerar la capacidad de los pacientes para pagar.  

Los cargos generados por servicios de salud son calculados de acuerdo al 
nivel de ingreso del paciente.  

Pacientes pueden aplicar para servicios medicos con la recepcionista en 
la clinica.  

Gracias 



Notice of Privacy Practices Acknowledgement 
I Understand that, under the Health Insurance Portability and Accountability act of 1996 (“HIPPA”), I have certain 
rights to privacy regarding my protected health information. I understand that this information can and will be 
used to conduct, plan and direct my treatment and follow-up among the multiple health care providers who may 
be involved in that treatment directly and indirectly; obtain payment from third-party payers; and conduct normal 
healthcare operations such as quality assessments and physician certification.  

I have received a copy of Acacia Network and its Affiliates Notice of Privacy for Protected health 
Information, which contains a more complete description of how medical information about me may be used 
and disclosed, and how I can get access to this information. 

Patient Name: __________________________ 

Relationship to Patient: _________________________________ 

Signature: ______________________ 

Date: ________________________  

OFFICE USE ONLY 

I attempted to obtain the patient’s signature in acknowledgement on the Notice of Privacy Practices 
Acknowledgement, but was unable to do so. 

Date: Initials: Reason: 



Consent for Medical Treatment 

Patient Name: _________________________________ 

Medical Record Number: _________________ 

Date of Birth: ________________ 

I,                                                                  Hereby authorize, Acacia Network and its Affiliates, through medical 
staff or its appropriate personnel to provide such medical and /or dental care to administer such routine 
diagnosis test and procedures including but not limited to diagnosis X-ray, the administration and/
or injection of Pharmaceutical products and medications and the drawing of blood, as in judgment of 
the above center personnel as is deemed necessary.  

_____________________  __________________________________________________ 
Date    Patient /Relative or Legal Guardian  

  __________________________________________________ 
  Witness 

The signature of this patient must be obtained unless the patient is a minor under the age of 18. 



FINANCIAL POLICY 

Thank you for choosing our practice! We are committed to the success of your medical treatment and care. Please 
understand that the payment of your bill is part of this treatment and care.  

For your convenience, we have developed a written statement of our financial policies. If you need further 
information about any of these policies, please ask to speak with the office manager or call our billing Manager at 
718-734-2539. Please note that patient statements are sent from our billing offices.

It is important for you to understand that your health insurance coverage is an agreement between you and your 
insurance company and your Doctor/s bill for services provided is an agreement between you and your Doctor.  

We participate with most but not all insurance companies. If you are not sure of your participation with your 
insurance company, please contact them to verify our participation.  

All co-pays and deductibles are the patient’s responsibility. You are responsible for payment of any co-pay or 
co- insurance at the time of service. If payment is not made at the time of service, a processing fee of $10.00 will be 
charged and added to your bill.  

If we do participate with your insurance company, all services performed in our office, will be submitted to them, 
unless we receive prior notification of non-covered services. Not all services are a covered benefit in all insurance 
contracts. Having more than one insurer does not necessarily mean that the services are a covered benefit in all 
insurance contracts. Having more than one insurer does not necessarily mean that the services you receive will be 
covered 100%. Secondary insurers pay as a function of what the primary carrier pays. We will bill your secondary 
insurance as a courtesy to you. You are responsible for any balances that remain after all insurance have processed your 
claim. 

Payment for services performed  
Our office accepts cash and a personal check for your convenience. Returned checks will be subject to $25.00 a 
service charge. Multiple returned checks will result in your being required to pay with cash or credit card only. 

Should we need to bill you for services performed, our office will send you a monthly statement.  Any outstanding 
balances are due within 30 days of the statement. All balances that reach 90 days will be subjected to collection 
procedures. Should your account be sent to a collection agency you will responsible for all collection and legal fees 
incurred during this process and your care through Promesa may be terminated. We realize that financial problems may 
affect timely payment of your account. If such problems do arise, we ask you contact us promptly for assistance in the 
management of your account.  

I have received the financial policy. 

Date: _________________________  

    Printed Name: _______________________ 

Signature: __________________________ 





 
 

CLIENT’S BILL OF RIGHTS 
 

Each client has the following rights: 

 

1. Receive service(s) without regard to age, race, color, sexual orientation, religion, marital 
status, sex, gender identity, national origin or sponsor; 

2. Be treated with consideration, respect and dignity including privacy in treatment; 

3. Be informed of the services available at the center; 

4. Be informed of the provisions for off-hour emergency coverage; 

5. Be informed of and receive an estimate of the charges for services, view a list of the health 

plans and the hospitals that the center participates with; eligibility for third-party 

reimbursements and, when applicable, the availability of free or reduced cost care; 

6. Receive an itemized copy of his/her account statement, upon request; 

7. Obtain from his/her health care practitioner, or the health care practitioner’s delegate, 

complete and current information concerning his/her diagnosis, treatment and prognosis in 

terms the patient can be reasonably expected to understand; 

8. Receive from his/her physician information necessary to give informed consent prior to the 

start of any nonemergency procedure or treatment or both. An informed consent shall include, 

as a minimum, the provision of information concerning the specific procedure or treatment or 

both, the reasonably foreseeable risks involved, and alternatives for care or treatment, if any, 

as a reasonable medical practitioner under similar circumstances would disclose in a manner 

permitting the patient to make a knowledgeable decision; 

9. Refuse treatment to the extent permitted by law and to be fully informed of the medical 

consequences of his/her action; 

10. Refuse to participate in experimental research; 

11. Voice grievances and recommend changes in policies and services to the center’s staff, the 

operator and the New York State Department of Health without fear of reprisal; 

12. Express complaints about the care and services provided and to have the center investigate 

such complaints. The center is responsible for providing the patient or his/her designee with a 



written response within 30 days if requested by the patient indicating the findings of the 

investigation. The center is also responsible for notifying the patient or his/her designee that if 

the patient is not satisfied by the center response, the patient may complain to the New York 

State Department of Health; 

13. Privacy and confidentiality of all information and records pertaining to the patient’s treatment;

14. Approve or refuse the release or disclosure of the contents of his/her medical record to any

health-care practitioner and/or health-care facility except as required by law or third-party

payment contract;

15. Access to his/her medical record per Section 18 of the Public Health Law, and Subpart 50-3.

For additional information link to:

http://www.health.ny.gov/publications/1449/section_1.htm#access;Access to Your Medical

Records and Do I Have the Right to See My Medical Records?

16. Authorize those family members and other adults who will be given priority to visit consistent

with your ability to receive visitors;

17. When applicable, make known your wishes in regard to anatomical gifts. Persons sixteen

years of age or older may document their consent to donate their organs, eyes and/or tissues,

upon their death, by enrolling in the NYS Donate Life Registry or by documenting their

authorization for organ and/or tissue donation in writing in a number of ways (such as health

care proxy, will, donor card, or other signed paper). The health care proxy is available from

the center;

18. View a list of the health plans and the hospitals that the center participates with; and

19. Receive an estimate of the amount that you will be billed after services are rendered.

https://www.health.ny.gov/publications/1449/section_1.htm#access
https://www.health.ny.gov/publications/1449/section_1.htm#access
https://www.health.ny.gov/publications/1443/


PATIENT PORTAL 

ACCESS YOUR 
MEDICAL 

INFORMATION 
ONLINE, FROM 

YOUR PHONE OR 
AT YOUR HEALTH 

CENTER 

View and download your medical
records within 24 hours 

Request prescription refills
Request referrals
Schedule appointments
View lab results

 Current features

Coming soon

WWW.NEXTMD.COM OR SCAN QR CODE
OR DOWNLOAD FROM THE APP STORE

La Casa de Salud, Inc.



To Access your lab results: 

1. Go to Biorefence.com/patient-portal

2. Click on Patient Portal

a. Create an account if you do not have  one

i. Follow steps 1-4.

ii. Follow verification process

b. Log in if you already have an account
 

mailto:leaveinquiries@acacianetwork.org



