
Deena Abbe, PhD 
Children and Family Practice 

	  

E-mail: dabbephd@gmail.com  Telephone: 631-656-6055 
Address: 356 Veterans Memorial Highway, Suite: 6, 
Commack, New York 11725 
	  

 

Name:_____________________________________ Date of Birth: ___________ 

Address:____________________________________City:_________________ 

State:_______________Zip:_______________ Social Security:___________________ 

Home Phone:___________________Work Phone:____________________ 

Email:___________________________Cell Phone:______________________________________ 

Primary Doctor:____________________________________________ 

Employer or School:____________________________________________________________ 

Referred By:___________________________________________________________________ 

Mother’s Name:_____________________ Phone:__________________________________ 

Father’s Name:______________________ Phone:_______________________________ 

Spouse’s Name:______________________ Phone:__________________________________ 

Emergency Contact:__________________ Phone:______________________________ 

Siblings: 

1. ____________________________________ 

2.__________________________________________ 

3.__________________________________________ 

4.____________________________________________ 

Insurance Information: 

Insured’s Name :________________________________________________________ 

Insured’s Address:________________________________________________________ 

Relationship:___________________________________________________________ 

Insured’s Work Name: __________________________________________________ 

Address:__________________________________Phone:______________________  



Deena Abbe, PhD 
Children and Family Practice 

	  

E-mail: dabbephd@gmail.com  Telephone: 631-656-6055 
Address: 356 Veterans Memorial Highway, Suite: 6, 
Commack, New York 11725 
	  

Social Security #_______________ Date of Birth:_____________ Home Phone:___________ 

Cell Phone:_______________________ 

Insurance Company:______________________________________________________ 

Policy Number:____________________________ Group Number:__________________ 

 

Other Responsible Party: 

Name :________________________________________________________ 

Address:________________________________________________________ 

Relationship:___________________________________________________________ 

Work Name: __________________________________________________ 

Address:__________________________________Phone:______________________  

Date of Birth:_____________ Home Phone:___________ Cell Phone:_________________ 

 

 

 

Insured’s or Authorized Person’s Signature: I authorize the release of any medical or other 
information necessary to process an insurance claim. 

Signed:___________________________________ Date:_______________________ 

	  


