
Welcome to our practice!!! 
Mullica Hill Medical Associates PC 

    201 Bridgeton Pike, Mullica Hill NJ 08062 
 

Referred By: _____________________________________________________________________ 

Patient Name: _______________________________________ DOB: ______________Age:______ 

Address: ________________________________________________________________________ 

City: ________________________________________  State:__________ Zip:_________________ 

Home Phone: _________________________ SS#_____________________ Gender:  M ___   F ___. 

Emergency Contact: ________________________________________ Phone:  ________________ 

Employed By: _____________________________________ Occupation: _____________________ 

Business Address: ________________________________________________________________ 

City/State/Zip: ____________________________________________ Phone: ________________ 

Name of Pharmacy: _________________________________________ Phone: ________________ 

E-Mail: __________________________________________________________________________ 

Insurance   Information

Person Financially responsible for this account: ________________________________________ 

Primary Insurance: ____________________________________________ CoPay ($):___________ 

Policy #_________________________________________ Group # ________________________ 

Persons Name: ______________________________ DOB: ___________ SS#________________ 

Secondary Insurance: ___________________________ Person Responsible: _________________ 

Policy #: _________________________________________ Group # _______________________ 

 

Authorization: I hereby authorize Dr. Pooja Malik MD or her covering physician, to be my attending 
physician and to administer an examination, treatment, and medications she deems therapeutic to my 
presenting complaints.  I am aware of and agree to office policy that payment is to be rendered at the 
time of treatment, unless other arrangements are specifically made in advance. I will update the office 
of any insurance, address and contact information changes, as soon as I come to know of them. 
 

 
 

     ______________________________________                                          _____________________ 
                Signature of the Patient/Guardian                          Date  

 
***Please present Insurance card to the receptionist*** 


