
EDWARD MAGAZINER, P.T., M.D. 
2186 ROUTE 27, SUITE 2D 

NORTH BRUNSWICK, NJ 08902 
(732) 297-2600 

 
 
DATE:                                                  ***REGISTRATION FORM***    (PLEASE USE BLACK INK) 
 
PRIMARY CARE PHYSICIAN:                                                    REFERRING PHYSICIAN:                                               

ADDRESS:                                                                      
PHONE:                                                                         
DIAGNOSIS:                                                                  

 
YOUR NAME                                                                                                                                                       
 
ADDRESS:                                                                                     CITY:                            STATE:             ZIP:                    
 
DATE OF BIRTH:                             HOME PHONE:                                        CELL PHONE:                                           
 

  E-MAIL ADDRESS:                                                                                                            
 
AGE:                MARITAL STATUS:                SOCIAL SECURITY #:                                                                               
 
EMPLOYER:                                                                                                                                  FULL/PART TIME 
ADDRESS:                                                                                                   WORK PHONE:                                                  
OCCUPATION:                                                       DRIVERS LICENSE #:                                                                            
 
SPOUSE OR EMERGENCY CONTACT:                                                                  DAYTIME PHONE:                             
ADDRESS:                                                                                                            HOME PHONE:                                          
RELATIONSHIP TO PATIENT:                                               OCCUPATION:                                                                     
SPOUSE EMPLOYER:                                                                                     WORK PHONE:                                             
ADDRESS:                                                                                                                                                                                 
SPOUSE SOCIAL SECURITY #:                                                      SPOUSE DATE OF BIRTH:                                         
PHARMACY NAME:                                                                                      PHONE #:                                                         
 

*INSURANCE INFORMATION  
PRIMARY COVERAGE (IF MOTOR VEHICLE ACCIDENT-LIST MOTOR VEHICLE INSURANCE FIRST): 

 
NAME OF INSURANCE COMPANY:                                                                                                                                     
ADDRESS:                                                                                                                       PHONE:                                            
CONTACT PERSON (ADJUSTER IF MVA):                                                                                                                          
POLICYHOLDER’S NAME & RELATIONSHIP:                                                                                                                   
GROUP #:                                                          ID / POLICY #:                                                                                               
 
SECONDARY COVERAGE:  (PLEASE WRITE “NONE” IF THERE IS NO SECONDARY INSURANCE) 
     NAME OF INSURANCE COMPANY:                                                                                                                               
     ADDRESS:                                                                                                                   PHONE:                                          
     POLICYHOLDER’S NAME & RELATIONSHIP:                                                                                                              
     GROUP #:                                                    ID / POLICY #:                                                                                                
 
CHECK IF APPLICABLE:  
       MOTOR VEHICLE ACCIDENT            WORK INJURY             DATE OF ACCIDENT:                                            
 

Dr. Magaziner has financial interest in the Oaktree and Middlesex Surgery Centers 


