
Carmen Roman, MD        Dx Code:    
611 Veterans Blvd., #217, Redwood City, CA 94063    (Ofc. use) 
Tel: (650) 465-3129  Fax: (650) 260-2953  cromanmd@gmail.com    
 
PATIENT INFORMATION       Date: ___________________________ 
 
Last Name: _________________________________ First Name: ______________________________________ 
 
Date of Birth:  _____________ Social Security Number: _________________ Sex: Male ______ Female ______ 
 
Home Address: _________________________City: __________________ State: _____ Zip Code: ___________ 
 
Home Phone: ___________________ Work Phone: __________________ Cell Phone:_____________________ 
 
Employer Name: _________________________Marital Status:  Married ___ Divorced ___ Single ___ Other ___ 
 
INSURANCE INFORMATION 
 
Primary Insurance: ______________________________ Insured Name: _________________________________  
 
Address: ______________________________________ Insured DOB: __________ Employer: ______________ 
 
City/State/Zip: _________________________________ Insured ID#: ___________________________________ 
 
Phone : _______________________________________ Group # : _____________________________________ 
Please send a copy of your primary insurance card (front and back) to Dr. Roman. 
 
Secondary Insurance: ____________________________ Insured Name: _________________________________  
 
Address: ______________________________________ Insured DOB: __________ Employer: ______________ 
 
City/State/Zip: _________________________________ Insured ID#: ___________________________________ 
 
Phone:________________________________________ Group #: _____________________________________ 

Assignment of Benefits/Release of Information 

I hereby authorize payment directly to Carmen Roman, M.D. of any medical benefits payable to me under the 
condition of my policy for services rendered. I hereby give consent for release to authorized persons of financial 
and medical information concerning care, treatment, and charges as may be required to complete all claims for 
benefit. Initials. _____  

l understand it is my responsibility to pay any deductible amount, co-pay, co-insurance amount or any other 
balance not paid by insurance the day and time services are provided. Initials. _____  

I understand that I am responsible for all charges, regardless of insurance coverage. Initials. _____  

I understand that if I do not give 24 hours notice of cancellation I will be charged a $100.00 fee. Initials. _____  

 
 
___________________________________________________ __________________ ________________ 
SIGNATURE OF RESPONSIBLE PARTY    RELATIONSHIP DATE SIGNED  
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