
Able Orthopedic & Sports Medicine, P.C. 
Mehran Manouel, MD 

76-55 Austin Street 
Forest Hills, NY 11375 

Cell Phone#: ____________________ 

Date _______________________  Home Phone_________________________________ 

Name ______________________________________________  Social Security # __________________________________  

Address _____________________________________________________________________________________________  

City ________________________________ State ______________________Zip__________________________________  

Sex        M        F    Age ________       Birthdate__________________ Single        Married        Widowed        Divorced 

Patient Employed by _____________________________________________ Occupation ____________________________  

Business Address________________________________________________ Business Phone ________________________  

Whom may we thank for referring you?_____________________________________________________________________ 

In case of emergency who should be notified? __________________________________ Phone ________________________ 

P R I M A R Y  I N S U R A N C E  

Spouse (or responsible party) ____________________________________________________________________________  

Business Name & Address ______________________________________________________________________________  

Occupation_____________________________________________________ Business Phone ________________________ 

Social Security # _______________________________________  Birthdate _____________________________  

Who is responsible for this account? _________________________________ Relationship to Patient ___________________  

Insurance Company_____________________Policy Number ________________  Group Number ____________________  

Is your condition related to employment (current or previous)? No Yes 

Is your condition related to an auto accident? No Yes Date of Accident ______________  

State where accident occurred __________  

Other Accident? No Yes    Please describe _____________________________________________  

N O -  F A U L T   I N S U R A N C E  / W O R K M A N ' S  C O M P E N S A T I O N  

Insurance Company __________________________________________________ Phone ____________________________  

Insurance Co. Address__________________________________________________________________________________  

Claims Representative ______________________________________ Policy Holder ________________________________  

Policy Number______________________________________File Number _______________________________________  

Attorney's Name _________________________________________________ Phone _______________________________ 

Attorney's Address ___________________________________________________________________________________  

I hereby authorize Able Orthopaedic & Sports Medicine to release all information necessary to secure the payment of benefits. I 
assign directly to Able Orthopaedic & Sports Medicine all insurance benefits, if any, otherwise payable to me for services 
rendered. I understand that I am responsible for all charges whether or not paid by insurance. I authorize the use of this signature 
on all insurance submissions. 

Signature ______________________________________________________ Date _________________________________ 


