
Primary Care Partners 
llffllforedwflll 

Atlantic Health System 

Adult Registration Form D New Patient D Edit Information 
Today's Date: _________ _ 

Please complete this form in order to ensure proper bllllng of your services. Please Print. 

Patient Information- Please provide Photo ID 

Patient last Name: __________________ _ Social Security Number: ____________ _ 

First Name: _______________ ....:.:M~l!.....------ Date of Birth: _________ _ 

Alias/Preferred Name: ___________________ _ 

Marital Status: 

Sex Assigned at Birth: 

Preferred Language: 

Hearing Impaired? 
Vision Impaired? 

□ Single □ .Married □ Widowed 
□ Separated □ Divorced □ Life Partner 
□ Significant Other □ Other 
□ M □ F □ Uncertain □ Unknown 
□ Choose not to disclose 
□ Not Recorded on Birth Certificate 

□ English □ Spanish □ Other: ____ _ 

□ YES □ NO Comments: _____ _ 
□ YES □ NO 'Comments: _____ _ 

Ethnicity: (Data Is used for statlstlcal reporting.) 
□ Central/S Am □ Cuban □ Hispanic or Latino □ Not Hispanic or Latino 
D Mexican □ Puerto Rlcan □ Rather Not Say D Other ____ _ 
Religion: __________________ _ 

Patient's Contact Information 

Preferred Method of Contact: b Home D Cell D Work 
. D Alt Phone □ Letter D Email 

Automated Reminder Calls/Text about Appointment D YES D NO 

Sex: □ M □ F □ Non binary D Other □ Unknown DX 

Gender Identity: D M □ F □ Other □ Transgender Female/Male-to-Female 
D Transgender Male/Female-to-Male 
□ Choose not to disclose 

Sexual Orientation: D Bisexual D Choose not to disclose D Don't know 
□ Lesbian or Gay D Something Else □ Straight (Not Lesbian or Gay 

Race: (Data Is used for statistical reporting.) 
□ American Indian □ Asian □ African American □ White 
□ Native Ha:,vallan/Paclfic Islander □ Unknown □ Rather Not Say 

Home Phone: 
Cell Phone: 
Work Phone: 
AltPhon,;i: 

E-Mail: ___________________ _ □ No Email 

Patient's Primary Address 

Address: ______________________ _ Oty, State, Zip: _________________ _ 

County:------'----------------,---- Country: ____________________ _ 

Patient's Employment Information 

Emp, Status: D Full lime □ Part Time □ Retired Employer: ___________________ _ 
□ Unemployed □ Disabled Address: ________________ _ 
□ Student □ Active Military D Self-Employed City, State, Zip: _________________ _ 
□ Other ___ _ County: _________ _ Country: ____ _ 

Patient's Emergency Contact 

Emergency Contact Name.: _____________________ Home Phone:{ ... ___ _, ____________ _ 

Patient's Relationship to Emerg. Cont.: _________________ Cell Phone:{._ ___ _, _____________ _ 

Pharmacy Name,Address & Phone II: ________________________________________ _ 
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INSURANCE INFORMATION - Please provide copies of all cards 
(A separate form is required for worker's compensation, automobile liability, or legal servlces.) 

PRIMARY CARRRIER: ------------------ Telephone#:( ____ --------------

Address: ____________________ _ ID/Cert #: _________________ _ 

Group/Plan#: ________ Effective Date: ________ _ Subscriber's Name: ________________ _ 

Subscriber's DOB: __ SSN: ________ Sex: D M □ F □ Other Relationship to Patient: ______________ _ 

SECONDARY CARRIER: __________________ _ Telephone#:,_( _________________ _ 

Address: ____________________ _ ID/Cert#=------------------

Group/Plan#: _________ Effective Date: ________ _ Subscriber's Name:_::,..... ______________ _ 

Subscriber's DOB: __ SSN: _______ Sex: □ M □ F □ Other Relationship to Patient: ______________ _ 

Guarantor Information {Guarantor is the person financlally responsible for this patient's bl/I.) 

Please complete If guarantor Is other than self 

Guarantor: ________________________ _ Patient's Relationship to Guarantor: _______ _ 

Addr: _____________ ....:.. _________ _ Soclal Securlty"Number: ______________ _ 

City, State, Zip: _____________________ _ Date of Birth: ___________ _ 

.County:,.. _____________ Country: ______ _ Sex: □ M □ F □ Other 

Home Phone:(._ ___ .., __________________ _ Cell Phone:(._ __ __.)_· _____________ _ 

{Billing company utilizes TEXT/NG) 
Guarantor's Employer: ___________________ _ Work Phone:.._( __ __.) _________ ....,... __ _ 

Address: ____ ....,... __________ .......,. ________________________ _ 

Clty,State, Zip: ____________________________________________ _ 

Assignment of Benefits/Authorization/Notice of Collectlon Action 
I understand I am responsible for knowing the benefits my Insurance plan provides. In doing so, It Is also my responsibility to verl(y proof of Insurance by ensuring that the office 
staff has the most current/valld Insurance card on file. I further understand that all co-payments are due at time or service and I am also responsible to pay other amounts due; • 
these amounts may Include a·nnual deductibles, charges denied by my Insurance company as not covered or not medically necessary, and/or any fees Incurred should my account' 
require collectlon action. (E.G. late fees, collection agency, court or attorney costs), Also, please be advised our office may contact you via an automated system· regarding 
appointments and/or account status. I agree this authorization shall remain valid unless/until I rescind In writing. (Please see the Primary Care Partners Payment Polley and Notice 
of Privacy Practices for more Information) 

Signature,_.. ___________ ....a... __ PrlntName ___________________ .Oate ___________ _ 

Piease:colnplete-tiiiS:se·ct10ii
0

lHhe
0 

patlentiScovereci by Medicare 
In order to comply with Medicare regulations, please answer the following questions: 

Are you or your spouse employed? 
Do you or your spouse have other Insurance? 
Are you disabled or have end stage-renal disease? 
Is illness/injury the result-of an auto accident? 

□ YES 
□ YES 

□ YES 
□ YES 

□ NO 
□ NO 

□ NO 
□ NO 

Has treatment been.authorized by the V.A.? 
Are you covered under the Black Lung Program? 
Is there Medlgap coverage secondary to Medicare? 
Is there insurance coverage primary to Medicare? 
Is there employer supplemental coverage secondary 

□ YES 
□ YES 
□ YES 

□ YES 

□ NO 
□ NO' 
□ NO 
□ NO 

to Medicare? □ YES □ NO 
The undersigned certifies that the questions hove been answered truthfufly and hereby authorize any holder of medical lnformarlon about me to release to the Centers for Medicdr, 
and Medicold Services and its agents any lnformatlon needed to determine these benefits or the benefits payable for related services 

Slgnature, _______________ Prlnt Name: ___________________ Oa,te'--------------
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Atlantic 
Health Syste_m 

CentraStat& 
-Healthcaie System• 
ANIIIIC IIUUllffllDI f.Alfflllll 

CONSENT FOR TREATMENT, PAYMENT AND HEALTH 
CARE QPERATIDN!1,.INCLUDING ADMISSION AND 

MEDICAL TR1:11TMENT AUTHORIZATION 
Thls.fonni:snnat a mod lie ,Ally an wrttenobangestoth anna a1111a bBIBD lybln ngor.BllforcaebtiJ• ',._ • 

OENERAl. CONSENT. AUTHOBIZATIDN, PATIENT RIGHTS AND RESPON&IBl~ITIES, PATIENT CONTACT . . 
I alilllorlze AtlaldlcHeallh 5Yslem (Which Includes CentraSIBle, Chlltlln, Hackettstuwn Morristown Nawtonand overtoalc Medical Centers. conecuvery rd to as "Hospl!al"), Allanllc 
Medical Sroup (~AMG11-AtfanUcAffilfales. Hosp Ital slalf, AMS staff am! the p~yslclan(s) •siaif1111 In my care to r&ndar hospital and meiflcal cara fDTfllY. ltlon, wltlch may lnalude 
iuutJne dlaQnOBllcpmi:edomaand such other medical traatmantumay'~eileemed.ill\ilsable tiY Iha pllyslcian(s) participating (!I my care. This maY orm lnuludeadmlsslon toths 
Hosp!lal. I actcnow!adgatltal no guarantees have bean made to mn~out the outcome bf my madlcal carsandtr11atrilent. I unda~d an~ acknoWledge oftha pbysk:lans 
at Iha Hospltal ara members of Iha Volunta,y Medical Staff and are not employees or agen1s of.the HDSDltal, but are ettber Independent colibaat'Dl8 or ~c,ners who 
have been gianted .the p~e of uslna Iha Hospital's facilities for Iha care and treatment of tllalr_ Pal/81\ls, lids Includes, :hut rs I\Ol llmllad·l!J. _ . physicians, 
aneslheslolllglsls., i;ardlologlSts, neoilatologlals, obstatrlclans, pathol11111sts. radiologists, surgeons 1h11 i;,n call_phyalolan, '{elahealth pJovlders,al'id Ci1h who may treat 111e. 
I undaJS1and that teleheallli Involves the use ol lnlorinalioii and communications technologies, 1naudlng 1elePl!Dnas-, ramola patlentmonilortng llavlc er elec:lnmtc means,~ 
supp_ortcllillcal health care. provlder-consullatton, patient and professional heallb-mlaled BdiwaUon, public hiallh; health admlnlstratlan. aricJ011ter consent to natmantanw 
care by Hosll!W affiliates and bytherrphySlclans and health cam providers, lncludlng thosewhDare locatedatsites otherlhan the ona atWhlch I am P.resentl!lli! 
care through tslilheal!h. I understand1hat phys I clans In 1111lnlno, medical and nursing students, and paiamedlaal 111usonnal may observe and participate . i I 
ottha HosPllal or' AMG staff and l11Y DllYS!clan(s). I alllharlza the Hospftal to anange 1or the dlsposlllan of all siieclmensand tissues. Th~ conpnts a nzallons sh

1
~Jjls)ot appkely : , 

lo tha admlsslon and medlcal tmamten{ o1 a newborn IJi1antWho Is deliVered by me during my hospltallzallon. I underatand lllal lt_may ~ n~ for prov ..... ,s o ta , • 
photographs, films. recordings end/or other Ilka Images and thattha pl'8S6Jice of a vendorreprasentall\18 mayh raqul~ foi;_medlcat, educallonal an ,t1nal1Y of care PIIIIIDses. : : 

□ I beraby aclmawledt!11 ncelpt Df e SI.Qtement or PaUant Rlghls and 11a,panslbllllles. I undars1311d that professional personnel are avalial!!a UI llllP~b·tliaStalement UJ)On 
request. • . :''' :f' 
The Hospital maintains a currant 11st of paUents and their locatlon In Iha hospital. ti I harebJ permll my lomtlon to be provided lo fdamls, ~amltv ai,~T visitors. 

I authorize Hoapllal, AMG and Allantlc Altlllataa, all clinical providers Who have provided Calli ID me, anil thel!'Blllhorlzed 1111ents, Including but n~ Dm!IQitii any bWlng·servlces, 
collectlon agenclas, a!tllmays or other agents who may woik on their behall, ID contact me V!J electronlc mall, teict and.for telephone on my ceU phi>na a).l~ar home phone using 
automal!o mlephona dialing systems or other computer assisted technology. □ I berebv autllorfD sudl contact at this time. • :t ~:1.: 
FIIIANGIAL ARRAffGEMENTB . . :; : 
I amlBJSland the Hospital chalges dQ notlnclude the fees of my treating phY&lclan or Iha fees torsarvlca& provlt!ad by o1herVoluntery Malflcal Slpff who treat ma. I undemtand1hat 
I am linanclally rasponslbla for the PBY111ent Df my physician fess and my hospital blll; these fees m&N 11ot be cavered by my lnsulllllC8 plan. I aalllortza ent of medical lnstJtallce 
banll1!ts (ll)cludlng m,gaged caro, MGilloare and Medicaid, when applicable) directly ID Iha Hospital andfor·anyphyslalan(s) pattlclpatlng In my airs. I • ml that some Insurance 
and managed care entiliesraqulra pre-appmval of certain hospllalllatlons, erocailum and su!llm'les. and ltmaytiemy ~onslbIDtYto oblaln appropriate rovals. Ir I am receiving 
hospllal blllad services. a copy of "An Important Messaga fram Medicare or-"An Important Message from 'JRICARE", as 8J1Pllcabla, and "Notice or Char and Reduced Charjle 
~ Care" have been mad"a-avallabla to ma. I umlerstand my rlglds as outllnad In Iha documant{s) I have received. A depo5ll may be requested. If I am a d banaflclaly, I certify 

' 'I 

that I am recelvlno.lhaservlces covered by Ibis aonsenland I raquest that payment forlhese services be made. Not appDcabla tD Emarganq·oepamq,j}hpeatment Alltl11illraUon. 
PRIJTECTED HEALlH INFORMATION • ~ ;:: ·: '. 
I have racell!ed a i:opy of Iha Notice or Privacy Practices for Protected Heallh lnfvrmauon (lhil "Notice"}. The Noti"8. provfdn a CJJfflP.1"9:~ •·· ptlon of Iha ~ and i , 
disclosures. ol _my Per&onal Pr.oteated Health Information ("PHlj, I have had an opportunity 10 ~aw this lnlonnatJon before slgnlng lllfil fo nsant to the Hospital, l 
Atlantlc Aftnates, AMG and/or any P.hyslclan(s) l!Bltlclpallng In f!IY care l'elaaslng my PHI (elt~r In wdUng or varba!IY) 'In order lo carry Qut ent. or health cara 
operations. ihls lrrcludes any medical lnfariliallon (Including drug and alcohol a~use !realment Information, psycfifallla trealment lilfo,rmatlon, "HIV J8laled lnformaUon 
Including IW lssllng r'esulls (If appllcsble), Whlcb may be needed 10 process clalms for medical ln911rance (or managed cara) benefits ralallva to spltaD?atlon (Including 
preceltlficallon or varlllcaUon, If necessary), or which may be nasdad to conduct conUnued care planning, which may Include mease of ·piy PHI . me heallhcara agencies. , 
AUTHDRllATIDNTO. DRAW BLOOD . • :~ t i 
In the event 1hat any lndiVldual partlclp_allng In ~ care 1s accldenlally exposed to !!!.l blood or bodUy 11ulds, I autllortza Iha Hospllal ·10 draw . jllood and test It ID( the~ ·, 
piesence of blood home palhoganuuch as the Human Immunodeficiency Virus ("H1v1. I understend that H such tasting Js necessary tl)e H , my physician wm mak& ; 
all raasonabl~ elfol1S to notify me. I consent to the coilllden!lal dlsclasure of the test results to Iha authorized medical proVlder treating the o has been axpDSed to I 
my blood or bodily fluids, so t!lat appropriate treati:nent delennlnations may be.made. I unders1an·d fhat I do not have to agree to tasting an or we of niy test results. , 

- a, lnlUallng bare I agree ID be tesbld ror lrload iiarna palho11anssucb as Iha Human lmnunodellclencr Virus c•wv")and I i:ansa~i ta the q~ 11s1ire of my bland !Ht 1 • 
resulls. • • • ,:

1
., _!' , 

/ •I 
VALUABLES . i' 11 

:1 I under&tand that. the Hospital recommends all personal belon11Jngs and valuables be sent homa wllh a famlly member or fJ!end. I assume =alj:'~ak for loss or damage : , 
to any personal blllo~glngs retained by ma. 'Illa Hospltaf will not raplact or relmbaraa me for any; personal belongings which are IDSt, broken or ffo!in during my admission. , • 
OUTPATIENT SERVl~_IN HOSPITAL SElllNG • ~ : I 
I U!_dftslBlld OJBI ! ~.!1!Jl,.n11 "'!'L. tslf/ng, prai:sdJJn{sJ or tmatmenl tb11I Is callfidsretl ali outpatisnt procedure In a llo~llal sattlag. As 81/t:h, lir~.117.ey 118 dlllerent i ! 
re,.,;111meats ,ar uBuUwu, es anf!lllr copays tbsn /or a phy61elaa off/GB Vfslt, I amtemtand tbal Ills my respoaslblmy to (DffY undelSIBlldt//s requllffll.1pts at my /murant:e , l 
camP!Jl1 or m1U1Bgsdr:111s entn; aad lhal.t am m111oastble tor peyment ol an1 t:Dpi1Y1!f11nltl dedmilltas, aad t:bargu u mqulr2d. lf11t,:s11mi:,; Mff'dBrsd qualify ma to, I,.' 
teDOn,ng 1tat111, my~lgnatl/18 on tbluoanat sllill be valid frir card rsadamil 1/rioughDllt lnls period. - . f.'f~ 
Hot11lll~?IU111} t-11/l/JeaiJHUI t/18I lli818 WIII._IJB ~ componm tu my bll~ the pralBnlallBI senl11ea provided fly myphllft:lsn 1111d Iha tsst, and,'or!if:1!f"",ss oonrlui:ted by tbe !: 

SIGNAlURE OF PATIENT OR PERSON SIGNING./ CONSENTING ON BEHAl.f Of PMIENT •• • . Dale 11mil,.:.: (am) (pm) 
111 am s!gn!ng / r.onsanUng an behalf of lhs paUent. I raco1111lze that signing/ consenUng on behall of tlm pal!Bnl Is not an acceptance of flnanrJal responslblllb' wtilcli f'Yiollld not otherwise have 
tor Iha services renderad. • • ';''!: ~ ' • . : 

PRINTED NAME Of PBlSON SIGNING/CONSENTING.ON BEHALF OF PATIENT Relal!Dnslllp ; .. , .. 

far verbal consenl,s, print full name Iii employe11 witness: (am)(Pm) 
Dale llff ~J 

Fcrve"1al consanls, print lull rqma of employee witness: (am) (pm) 
Onie Tlff!Q-

PATIENT UNABLElO SIGN BECAUSE:_ ",--; 
·•'· 

AH10324JV IOS,"aJ ..... \~·. 
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Primary Care Partners, 
Affi/tareilwllh . 

Atlantic Health System 

Authorization to Use or Disclo$ure PHI 

Protected Health Information (PHI) Use an~/or Disclosure 

I do hereby i;onsent to and authorize Primary Care Partners _____________ (Name of Care Center to 
disclose to the person(s) named, Information from my medlcal records relating to my treatment, payment, and healthcare 
operations as I have Indicated below. I Understa~d that this consent shall operate as a complete release of liablllty to Primary 
Care Partners, the Care Center-and to Its employees for the release of Information as specified below. 

(Name) (Relationship) 

(Name) (Relationship) 

(Name) JRelatlonship) 

This authorization permits Primary Care Partners, --'-..--------------(Name of Care Center) to use 
and/or share with the individual~ noted above any part of rny Individual, Identifiable health Information, with the exception of 
Information related to: 

□ Alcohol &. Drug Use D Sexual Activity or Sexually Transmitted Disease □ Pregnancy □ Other _____ _ 

I have the right to refuse to sign this authorization and that my. refusal WIii not affect my ability to obtain treatment, Insurance 
Payment, oi' eligibility benefits. When my Information Is used or shared based on this authorization, the recipient ·may share It 
with others and my PHI may·no longer be protect~d by the federal HIPAA Privacy Rule. 

• I have the right to revoke tlils authorization In writing except to the extent that the Care Center has acted upon the 
_authorizatloh. My written rev1>catlon must be submitted to the Primary care Partners care Center. • 

I have read and understand the terms of this.Authorization ,and I have had the·oppoi"tunlty to·ask questions about the use-and 
disclosure of my health Information. I hereby, knowingly a.nd voluntarily, authorize Primary Care Partners to use or disclose my • 
health lnfbm,ation In the mimner' described above. 

Patient Signature_· ________________ _ Date of Birth ___ ~-------

Patient Pr_lnted Name _______________ _ Witnes.s __________ --'---

; I 
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·M Primary . 
/·· Care Partners 
. -~ . Atlantic Health System 

n .. 

PATIENT/FAMILY CONTACT LIST 
I 

Patl$nt's Name: DOB: 

Cont~cts 
People Who have. permission to receive detailed Information about your care·(PHI): 

PRIMARY CONTACT 

Name: Phone Numbers 

Cell: . 
Relationship: Home: ----
□ Check he_re If you would llkE! us to involve this pers~n in discussions Other: 

about your health care 

SECONDARY CONTACT(S) 

~ame: 
l 

Phone Numbers 

Cell:·· 

Relationship: Home: 

□ Check here if you would like.us to Involve this person in discussions Other: -about your health care 

Name: Phone Numbers 

Cell:. -
Rela1ionship: Homa: -
□ Check here If you would Ilka us to Involve this parson in discussions Other: 

about your health care 
-

□ I decline to designate a representative at this time. 

Coi:nments/Other Information: 

This fonn is •effective upon execu.tlon and Will remain In effect-unless revo~d by me. 

Patient/Guardian Signature: ________________ Date: _____ Time: ___ _ 

Relationship to Patient; _________________ _ 

PCP1000& (04/211 Slde20l2 



Vaccine Policy Statement 

• We, the physicians of Primary Care Partners, believe in the safety and the 
effectiveness of vaccines to prevent serious illness and save lives. 

• We firmly believe that both children and adults should receive all the 
recommended vaccines. 

• We firmly believe, based on all available evidence from peer reviewed medical 
studies, that vaccine are not the cause of developmental disabilities nor autism 
spectrum disorders. 

• We firmly believe that vaccinating children and adults is among the most 
important preventive measures we can take for overall health and well-being. 
The recommended vaccinations and vaccine schedule are the result of an 
enormous volume of scientific study and data gathered over many decades. This 
information has undergone rigorous review, in the United States as well as 
around the globe, by experts who are the most educated and informed on the 
subject. 

• In recent years there has been a re-emergence of many vaccine-preventable 
diseases. It is most often the unvaccinated individuals in the community, both 
children and adults, that serve as the primary reservoir for spread. 

• Not all adults or children are able to receive all vaccines, and some may not be 
able to mount the appropriate immune response to a vaccine, leaving them 
vulnerable. Reasons for this may include age as well as medical conditions. We 
believe it is our responsibility to consider these friends and family members and 
provide them protection by becoming vaccinated ourselves. 

• We provide this education to emphasize the importance of vaccinations. If you 
have questions or concerns about vaccines, please discuss them with your 
healthcare provider. They are reliable and accurate sources of information and 
can direct you to further accurate and reliable information regarding the vaccine 
schedule and each vaccine. 

• Any changes to the recommended vaccine schedule would need to be agreed to 
by you and your healthcare provider. Please be advised, however, that delaying 
or deviating from the recommended schedule for vaccines goes against expert 
recommendations, can put your child at risk for serious illness or death, and goes 
against our advice as extensively trained medical providers. There are no 
studies available on schedules that deviate from' the approved schedule to 
demonstrate equivalent efficacy or protection. 

• As medical professionals, it is our goal to keep each one of our patients safe and 
healthy. We feel strongly that vaccinating on schedule is the right decision to 



protect all children and adults. Please recognize that by not vaccinating yourself 
or your child you are at unnecessary risk for life-threatening illness, disability, or 
death. 

• COVID Vaccine- Covid vaccines are not currently mandated by the State of NJ 
and will not be required until they are mandatory. 

• It is our policy to have all our patients follow the recommended vaccine schedule. 
• If vaccines are already drawn up after parents have discussed with the provider a 

particular vaccine to be administered and the parent changes their mind, they are 
then responsible for the cost of the vaccine (not the admin fee). The child will 
then need to come back when they are ready for the vaccine to be administered. 
This vaccine will go through the insurance to be paid. 

• If you choose not to vaccinate your child in the recommended manner, we may 
ask you to find another primary care physician and will assist you in the process. 

10/29/2025 



Primary Car.e .. Partners -· ~tlantlc.Health System 

.Skylands Pedi~trics 
' 

I, ______________ .,..,.._..Jhave received a copy of~e 

-$_kylands Pedla.trics vaccine policy. 

Qilld/Chlldren's name(s): 

__________ ,DOB: ____ _ 

_________ --,1DOB: ___ _ 

_______ __,,_..,._.oo,e: _______ _ 

Signature Parent/Guardian: ____ .__ ________________ _ 

• Date: ____ _ 

SlgnatureofWltness: ___________________ _ 

Qate:.,_.. ___ _ 

0 Will be vaccinating 

D Will NOT be vaccinati~g 

.- I. 

j· 


