
Kings Park Family Medicine 
Weymin G Hago MD 

Elana Coscetta RPA‐C 
93 Main St. Suite A Kings Park, NY 11754 

 
 

Name:                                                                        _____       Today’s Date:_____________     

Date of birth:                _______      Soc. Sec. No.           Sex:   M__  F__           

Address:____________________________________       Home Tel. No.  __________ ______ 

City:_________________ State: ______Zip:_______  _     Cell Phone: ______________ _____ 

Emergency Contact: ___________________________     Tel No. _______________________ 

Relationship To Patient_________________________ 

Employer Name: ______________________________     Tel. No._______________________ 

Spouse / Parent Name: __________________________   Tel No.________________________ 

Spouse / Parent Employer Name: __________________   Tel No. _______________________ 

Email Address __________________________________________ 

PRIMARY INSURANCE 

Primary Card Holder____________________________   Relationship:____________________ 

Date of Birth: __________________________________  Soc. Sec. No. ____________________ 

Insurance Name: ________________________________ Tel No. _________________________ 

Address: ______________________________________________________________________ 

ID Number: ____________________________________ Group Number:___________________ 

SUPPLEMENTAL INSURANCE 

Subscriber Name: ______________________________   Relationship: ____________________ 

Insurance Name: _______________________________ Address: _________________________ 

ID Number: ___________________________________ Group Number: ___________________ 

I  have  received  and  understand  Kings  Park  Family  Medicine  Notice  of  Privacy  Practices,  and  all  of  my  questions 
have been answered to my satisfaction  
Signature: _______________________________   Date: ______________________ 

I  authorize  Kings  Park  Family  Medicine  to  submit  claims  for  services  rendered  on  my  behalf  and  request  that 

payment for services be made directly to Kings Park Family Medicine 

Signature: _____________________________________   Date: _______________________ 

I  authorize  the  release  of  medical  information  about  me  to  the  health  care  financing  administration,  insurance 

company and other health care providers. 

Signature : ________________________________ Date: ___________________________ 

 
 



Weymin G Hago MD 
Elana Coscetta RPA‐C 

93 Main Street, Suite A 
Kings Park, NY 11754 

Phone: 631‐292‐ 2725 
Fax: 631‐292‐2727 

Persons  who are involved in your care (family, friends, other doctors, etc.) may inquire about your treatment, lab results, 
prescriptions, etc.  Please let us know what persons we may share information with. (Please note: In emergency situations or other 
situations outlined in our Notice of Privacy Practice we may share information with others who are not specifically listed on this  form.) 

Please list those persons (including Family, Friends, Previous Treating Physicians, other doctors/specialists) with whom we may 
share your information: 
_________________________________________          ____________________________________ 

_________________________________________          ____________________________________ 

_________________________________________          ____________________________________ 

_________________________________________          ____________________________________ 

_________________________________________          ____________________________________ 

 

What is the best phone number for us to contact you?  ____________________________________________ 

What is this number? (Home, Work, Cell, Other)? ________________________________________ 

From time to time we will leave a message for you (as stated in our Notice of Privacy Practices) on an answering machine, voice mail, 
or with another individual in your absence. 
 Is it ok for such message to include details (such as diagnosis and medication information) at this number? ______________ 

 

What other ways may we contact you? Please list all that are acceptable ways to reach you. 

   
Home Phone Number: ___________________________________ 
Is it ok to leave a detailed message at this number in your absence? ___________________________________ 
 
Work Number: _______________________________________________________________________ 
Is it ok to leave a detailed message at this number in your absence ? 
 
Cell Phone Number: ___________________________________________________________________ 
Is it ok to leave a detailed message at this number in your absence? ___________________________________ 
 
Other: ______________________________________________________________________________ 
Is it ok to leave a detailed message at this number in your absence?_______________________ 
 
____________________________________  
Signature of Patient or Legal Representative   
 
___________________________________   
  

    

    

    

    

  

  ________________ 
                               Date 

  ________________                        
Date of Birth                                                     SSN 

 
___________________________________         ________________ 
                            Print name                                 Relationship 

         

FAMILY AND FRIENDS CONTACT FORM 

















Weymin Hago M.D. 
Elana Coscetta RPA-C

93 Main Street, Suite A
Kings Park, NY 11754
Phone: 631-292- 2725

Fax: 631-292-2727

Name: __________________________________ DOB: _______

Signature: ___________________________________________

Date: _______________________________________________

Witness: _____________________________________________ 

MISSED APPOINTMENT & CANCELLATION POLICY 

If you are unable to keep a scheduled appointment, please give 24 
hours advance notice, to ensure that you will not be charged for the 

appointment. 

If less than 24 hour notice is givenyou will be expected to pay a $30.00 
No Show fee forthat appointment. 
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