
INFORMATION UPDATE
THE SIDNEY HILLMAN HEALTH CENTER OF ROCHESTER

750 EAST AVENUE, ROCHESTER, NY 14607
(585) 473-2000 TOLL FREE (800) 383-3797

HCN:

NEW MEMBERo

UPDATE PERSONAL INFORMATION  o UPDATE DOCTOR(S) o

APPROVAL 
CARDS 
CHECKED___

4. Sidney Hillman Participating Primary Care Physician _________________________________________________________

1. Member Data:  Mr. __  Mrs. __ Ms. __

DOB:

Member:

,  

AUTHORIZATION TO RELEASE INFORMATION
I HEREBY AUTHORIZE ANY PHYSICIAN, HOSPITAL OR CLINIC TO GIVE ALL INFORMATION REGARDING MY HEALTH TO THE SIDNEY HILLMAN 
HEALTH CENTER OF ROCHESTER AND I FURTHER AUTHORIZE THE SIDNEY HILLMAN HEALTH CENTER OF ROCHESTER AND ITS COOPERATING 
PHYSICIANS TO GIVE ANY INFORMATION REGARDING MY HEALTH TO ANY PRIVATE PHYSICIAN I MAY HAVE, UNLESS OTHERWISE RESTRICTED 
AS FOLLOWS;

SIGNATURE______________________________________________          DATE________________________________

 

Address1:

City-State: Phone:

3. Primary Health Insurance Plan              

Primary Health Insurance Policy Number

(UNABLE TO PROCESS WITHOUT COPY OF INSURANCE CARDS.)

Address2:

PLEASE NOTE: INFORMATION PERTAINING TO A MEMBERS HEALTH IS NOT AVAILABLE TO MEMBERS OR OFFICIALS OF THE 
UNION OR TO AN EMPLOYER EXCEPT TO ASSIST IN SCHEDULING OR BILLING ISSUES. IT IS HELD IN STRICTEST CONFIDENCE 
AT THE HEALTH CENTER AND WILL BE AVAILABLE ONLY TO THOSE IN THE MEDICAL PROFESSION IN ACCORDANCE WITH 
CURRENT REGULATIONS.

I HAVE READ THE FOREGOING AND ALL STATEMENTS AND REPRESENTATIONS MADE BY ME ARE TRUE AND CORRECT. I AGREE THAT, IN THE 
EVENT I FAIL TO KEEP A SCHEDULED APPOINTMENT, I SHALL BE RESPONSIBLE TO PAY TO THE HEALTH CENTER ANY EXPENSES INCURRED 
BY IT AS A RESULT OF SUCH FAILURE. 

6. If you are a spouse list member's name ________________________________________________________________

   Member's Employer  _________________________________    Check here if retired      

MEMBER'S SIGNATURE (if patient is not the member) ________________________________________________________
_

2. Member Medicare Number 

o

Employer:

Employee ID:

(If Applicable)  

Primary Insurance Policy Holder Name

5. Sidney Hillman Participating Eye Doctor ___________________________________________________________________

Email:

7. Please list all dependents (under 26) that are covered under you or your spouse’s Primary Health Insurance Plan

Pharmacy and Optical Benefits Only


