
Dr.	Violina	Frenkel	M.D.	LLC	
Adult	&	Adolescent	Psychiatrist	

Medical	Arts	Center	I	
33	Overlook	Road	Suite	210	

Summit,	NJ	07901	
	

New	Patient	Form	

NAME	(LAST,	FIRST)	
	
	
	

BIRTH	DATE	 SOCIAL	SECURITY	#	

STREET	ADDRESS	
	
	
	

CITY	 STATE/ZIP	

HOME	PHONE	 CELL	PHONE	 EMAIL	
	
	
	

	

Insurance	Information	

INSURANCE	PLAN	NAME	
	
	
	

POLICY	ID	#	 EMPLOYERS	NAME	

NAME	OF	POLICY	HOLDER	
	
	
	

POLICY	GROUP	#	 IS	THIS	YOUR	ONLY	PLAN?	

POLICY	HOLDER	STREET	ADDRESS	
	
	
	

CITY	 STATE/ZIP	

PHONE	 DATE	OF	BIRTH	 RELATIONSHIP	TO	INSURED	
	
	
	

	
Emergency	Contact	

NAME	 PHONE	 RELATIONSHIP	
	
	

	

PHARMACY	NAME		
	
	
	

PHARMACY	NUMBER	

THERAPIST	NAME		
	
	
	

THERAPIST	NUMBER	

	

Permission	is	herby	granted	to	Dr.	Violina	Frenkel	MD	to	administer	such	testing,	examinations,	treatment,	and	procedures	as	are	deemed	
necessary	in	the	course	of	my	care.	Information	about	me	necessary	to	substantiate	insurance	claims	may	be	released	by	the	healthcare	
provider	involved	in	my	care.	I	authorize	payment	directly	to	the	provider’s	office	of	all	insurance	benefits	otherwise	payable	to	me	for	
services	rendered.	I	understand	I’m	financially	responsible	for	all	charges	whether	or	not	paid	by	my	insurance,	for	all	services	rendered	on	
my	behalf	or	on	my	dependents.			

	

Patient	Signature		 	 	 	 	 	 														 																															Date		 	 	 	


