
MALEK MEDICAL CENTER 
SHERIF MALEK, MD 

232 NORWOOD AVENUE, WEST LONG BRANCH, NJ 07764 
TEL (732)222-6637   fax (732)222-6645 

                             
PATIENT INFORMATION 

 
LAST NAME___________________________________FIRST_______________________________       (   ) MALE      (   ) FEMALE            
 
STREET ADDRESS________________________________________ CITY, STATE, ZIP_____________________________________  
 
HOME PHONE________________________________CELL PHONE______________________________ 
 
SOCIAL SECURITY# _____________________________ DATE OF BIRTH   MO______ DAY_______ YEAR______ 
 
(   ) MARRIED      (   ) DIVORCED     (   ) SINGLE      (   ) WIDOWED    NAME OF SPOUSE_________________________________ 
 
 
EMERGENGY CONTACT PATIENT                                 EMPLOYER INFORMATION 
 
NAME ____________________________________________        COMPANY NAME ___________________________________ 
 
RELATIONSHIP TO PATIENT __________________________   WORK PHONE _______________________ 
 
WORK PHONE __________________________________             WORK ADDRESS ________________________________________ 
 
HOME / CELL PHONE ____________________________             CITY, STATE, ZIP _______________________________ 
 
 

PRIMARY INSURANCE INFORMATION 
 
INSURANCE NAME__________________________ ID#__________________________ GROUP #__________________ 
 
NAME OF POLICY HOLDER__________________________________________DATE OF BIRTH__________________ 
 
SOCIAL SECURITY______________________________RELATIONSHIP TO PATIENT___________________________ 
 
PHONE NUMBER________________________ADDRESS____________________________________________________ 
 
                                                                                City, State, Zip ________________________________________________ 
 

SECONDARY INSURANCE INFORMATION 
 
INSURANCE NAME__________________________ ID#__________________________ GROUP #__________________ 
 
NAME OF POLICY HOLDER__________________________________________DATE OF BIRTH__________________ 
 
SOCIAL SECURITY______________________________RELATIONSHIP TO PATIENT___________________________ 
 
PHONE NUMBER________________________ADDRESS____________________________________________________ 
 
                                                                                City, State, Zip ________________________________________________ 
 
RELEASE AND ASSIGNEMENT: “I HERBY ASSIGN ALL MEDICAL AND/OR SURGICAL BENEFITS, TO INCLUDE MAJOR 
MEDICAL BENEFITS TO WICH I AM ENTITLED, INCLUDING MEDICARE, BLUE SHIELD, HMO’S AND COMMERCIAL 
INSURANCE TO MALEK MEDICAL CENTER.IUNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES 
THAT ARE NOT COVERED BY MY INSURANCE (S).I HEREBY AUTHORIZE SAID ASSIGNEE TO RELEASE ALL 
INFORMATION NECESSARY TO SECURE PAYMENT ON MY BEHALF.” 
 
 
PATIENT OR LEGAL GUARDIAN SIGNATURE____________________________________       DATE_____________________ 
 


