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  (Please Print)    PATIENT REGISTRATION FORM  Pharmacy: _______________________ 
    Plainsboro Medical Associates, P.A.  Pharmacy Phone: (___)_____________ 

Xiaomei Chen, M.D. 
 

 
(Please Print) PATIENT REGISTRATION FORM 

Zhuping Chang Karaisz, M.D. PA 
Pharmacy: __________________________ 

 Pharmacy Phone: ( ___ )_______________ 

 
PATIENT INFORMATION 

 
Name: _________________________________________     SSN: ______-______-______     Home Phone: ( ___ ) ________________ 
                 Last                  First                  Middle 
Cell Phone: ( ___ )______________   E-mail Address: _________________________________________________________________ 

Home Address: ________________________________________________________________________________________________ 
                                       Street                                                                                      City                     State                     Zip Code 

Sex: ◻ Male   ◻ Female      Date of Birth: _____/_____/________      Marital Status: ◻ Single   ◻ Married   ◻ Divorced   ◻ Widowed 

Ethnicity: _____________________________________________________________________      Hispanic or Latino: ◻ Yes   ◻ No  

Company Name: ______________________________________________     Business Phone: ( ___ )_______________ Ext. ________ 

Business Address:  _____________________________________________________________________________________________ 
                                        Street                                                                                      City                     State                     Zip Code 

Spouse Name: ________________________________________________     Business Phone: ( ___ )_______________ Ext. ________ 

In Case of Emergency Contact Person: ____________________    Relation to Patient: ____________    Phone: ( ___ ) _____________ 

Who should we thank for referring you? _________________________________________________     Phone: ( ___ ) _____________ 

PRIMARY INSURANCE 
 
Insurance Company: ______________________________     ID #: ________________________     Group #: _____________________ 

Insured’s Name: ___________________________________________________________     Home Phone: ( ___ )_________________ 
                                        Last                                     First                                   Middle 

Sex: ◻ Male   ◻ Female     SSN: ______-______-______     Date of Birth: _____/_____/________     Relation to Patient: ____________ 

Address (if different from patient’s): ________________________________________________________________________________ 
                                                                           Street                                                    City                     State                   Zip Code 

Insured’s Company Name : ____________________________________________     Business Phone: ( ___ ) ____________________ 
 

ADDITIONAL INSURANCE 

 
Is patient covered by additional insurance?     ◻ Yes       ◻ No          (If ‘Yes’, please fill out the following information) 

Insurance Company: ______________________________     ID #: ________________________     Group #: _____________________ 

Insured’s Name: ___________________________________________________________     Home Phone: ( ___ )_________________ 
                                        Last                                     First                                   Middle 

Sex: ◻ Male   ◻ Female     SSN: ______-______-______     Date of Birth: _____/_____/________     Relation to Patient: ____________ 

Address (if different from patient’s): ________________________________________________________________________________ 
                                                                           Street                                                    City                     State                   Zip Code 

Insured’s Company Name : ____________________________________________     Business Phone: ( ___ ) ____________________ 

ASSIGNMENT AND RELEASE 

 
I understand that I am financially responsible for all services rendered whether or not paid for by insurance. If a referral form is required by my insurance 
for a service and I neglect to secure it, I am financially responsible for the service provided. I authorize the release of medical information necessary to 
process claim forms. 
 
 
Patient’s Signature: ​____________________________________ ​                           Date: ___________________________________ 
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Plainsboro Medical Associates, P.A. 
Xiaomei Chen, M.D. 
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 Plainsboro Medical Associates, P.A. 
Xiaomei Chen, M.D. 
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New Jersey Department of Health  
Vaccine Preventable Disease Program  
P.O. Box 369, Trenton, NJ 08625-0369 

609-826-4860 (Fax 609-826-4866)  
www.njiis.nj.gov 

 
NEW JERSEY IMMUNIZATION INFORMATION SYSTEM (NJIIS)  

CONSENT TO PARTICIPATE 
 

- RETAIN A COPY OF THIS FORM IN THE MEDICAL RECORD – 

 
REGISTRANT INFORMATION 

PARENT GUARDIAN INFORMATION 
(If NJIIS Registrant is a Minor) 

Registrant Name (Print) Name (Print) 

Date of Birth (Before 1/1/98) Address (Street) 

 
 
(City, State, Zip Code) Country of Birth 

Name of Primary Health Care Provider  
           Dr. Xiaomei Chen 

 

Relationship to Registrant 

 
I have received information about the New Jersey Immunization Information System (NJIIS) and understand that the purpose of this 

program is to help remind me when my/my child's immunizations are due and to keep a central record of my/my child's 
immunization history.  

I understand that the medical information in the NJIIS may be shared with authorized health care providers, schools, licensed child 
care centers, colleges, public health agencies, health insurance companies, and others as permitted by New Jersey Law at 
N.J.S.A. 26:4-131 et seq. and rules at N.J.A.C. 8:57-3.  

I understand that I can get a copy of my/my child's record from my primary health care provider, my local health department, or the 
New Jersey Department of Health (NJDOH). The NJDOH may be contacted at the website or telephone number listed above.  

There is no cost to participate in this program.  

☐    Yes, I would like to participate in this program.  

☐    No, I do not want to participate in this program.  
 

Signature of Registrant  
(or Parent/Guardian, IF Registrant is Under 18 Years of Age) 

Date 

 

Name of NJIIS Enrollment Site 
 
       Plainsboro Medical Associates 
 

Registry ID Number Medical Record Number 

 
- RETAIN A COPY OF THIS FORM IN THE MEDICAL RECORD – 


