
PATIENT NAME 

DOB: 

ADDRESS: 

HOME PHONE: 

EMPLOYER: 

EMPLOYER ADDRESS: 

WORK PHONE: 

PATIENT INFORMATION 

ENDOCRINE CONSULTANTS OF MORRIS COUNTY 

10 JAMES ST. SUITE 140 

FLORHAM PARK, NJ 07932 

SEX: MARITAL STATUS: SOCIAL SECURITY#. 

CITY: STATE: 

CELLPHONE: 

OCCUPATION: 

CITY: STATE: 

EMAIL ADDRESS: 

EMERGENCY CONTACT INFORMATION 

ZIP: 

ZIP: 

NAME: ____________ PHONE: _____________ RELATIONSHIP: _________ _ 

NAME: ____________ PHONE: _____________ RELATIONSHIP: _________ _ 

MAY WE LEAVE CONFIDENTIAL MESSAGES WITH A FAMILY MEMBER? YES NO 

PLEASE INDICATE NAMES: ____________________________________ _ 

MAY WE LEAVE CONFIDENTIAL MESSAGES ON YOUR ANSWERING MACHINE? YES NO 

GUARANTOR OR G�ARDIAN INFORMATION 

NAME: ___________________ DOB: _____________________ _ 

ADDRESS: _________________ CITY: _________ STATE: ______ ZIP: ___ _ 

HOME PHONE: _________________ WORK PHONE: _________________ _ 

EMPLOYER: ________________________________________ _ 

EMPLOYER ADDRESS: _______________ CITY: STATE: ______ ZIP: ___ _ 

AUTHORIZATION FOR INSURANCE PAYMENT/CONSENT FOR TREATMENT 

I HEREBY AUTHORIZE PAYMENT DIRECTLY TO ENDOCRINE CONSULTANTS OF MORRIS COUNTY (ECMC), I UNDERSTAND THAT I AM 
FINANCIALLY RESPONSIBLE TO MY PHYSICIAN FOR ALL FEES INCURRED. I HEREBY AUTHORIZE ECMC TO RELEASE MY MEDICAL 
INFORMATION TO MY THIRD PARTY TO OBTAIN PAYMENT. I UNDERSTAND THAT PAYMENT IS EXPECTED AT THE TIME OF SERVICES ARE 
RENDERED UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE PRIOR. I HEREBY CONSENT TO TREATMENT FOR ANY CONDITIONS OR 
INJURIES. I HAVE COMPLETED THIS FULLY AND TRUTHFULLY AND CERTIFY THAT I AM THE PATIENT OR GUARDIAN OF PATIENT AUTHORIZED 
TO FURNISH THE INFORMATION REQUESTED. 

SIGNATURE. _________________________ _ 









ECMC MISSED APPOINTMENT POLICY 

Please cancel your appointment at least 24 hours in advance if you want to cancel 
or make a change to your appointment. This will allow us to fill your spot with a 

patient who is waiting to be seen by the doctor. ECMC will charge a missed 

appointment fee if a patient fails to cancel an appointment at least 24 hours in 
advance according to the following fee schedule: 

1. Established patient follow up visit: $50

2. New patient initial consultation: $100

3. Ultrasound with or without Biopsy: $150

4. A second missed appointment will result in an additional $50 charge of
above.

5. Patient who misses 3 appointments without the required 24-hour
notification may be asked to transfer their records to another doctor.

This policy will hopefully prevent last-minute cancellations. 

I have received, understand and accept the terms of this policy. 

Signed Date 


