
OCEAN OTOLARYNGOLOGY ASSOCIATES 

Bruce Peters, DO                              Stephen Kupferberg, MD 

Phone: 732.281.0100 

 

Rajat Sood, MSN, APN-C 

Fax: 732.281.0400 

54 Bey Lea Road 

Toms River, NJ 08753 

1707 Atlantic Ave 

Manasquan, NJ 08736 

PATIENT DEMOGRAPHIC FORM 

First Name: ___________ _ 

Date of Birth: Sex: 

Address: 

------ ---

Date: 
-------

Last Name: M.I. ------------- ---

SSN: _______ _ Marital Status: 
------

----------------------

City: _____________ _ State: ____ _ Zip: ______ _ 

Home Phone: Cell: Work: x --------- ---------- ---------· ---

E-mail address: Do not wish to share e-mail 

Employment Status: 

Student Status: 

Full-time 

Full-time 

Part-time 

Part-time 

Retired Unemployed Other 

Not a student 

Do not have e-mail

Race: American Indian or Alaska Native Asian Native Hawaiian or Other Pacific Islander 

Black or African American Caucasian/White Hispanic Other 
--------------

Ethnicity: Hispanic or Latino Not Hispanic or Latino Language: 
----------

Responsible Party: Self Other: -------------------------

Are you a former patient? Yes No Year ----- Office Hospital 





                                         Bruce Peters, DO 

OCEAN OTOLARYNGOLOGY ASSOCIATES 

Stephen Kupferberg, MD  Rajat Sood, MSN, APN-C 

54 BEY LEA ROAD 1707 ATLANTIC AVENUE 

TOMS RIVER, NJ 08753 MANASQUAN, NJ 08736 

NOTICE OF PRIVACY ACTS 

This is to certify that I ___________ allow my medical information to be released to: 

D Family members (include relation): ____________________ _ 

□Medical Doctors :
---------------------------

OR 

□ I do not wish to have any of my health related information released to anyone other than myself.

PLEASE CHOOSE ONE: 

□ I give permission to leave a message in regards to blood work results, outside testing, appointments,

etc. either on my answering machine or with a family member who answers my home telephone. 
OR 

D If I am unable to be reached by phone, no messages pertaining to myself are to be left on my home 

answering machine or with a family member except for appointment reminders. 

Any changes of patient release information must be given in writing. 

Verbal requests for changes will not be honored. 

Print Name: _______________ _ Initial: 
-----

PATIENT FOLLOW-UP PLEDGE 

I, _____________ (print name), hereby acknowledge and understand that even with the 

best training, skill and experience, a medically trained professional is not always capable of solving my medical 

problems. Therefore, I understand it is important that any and all recommendations by doctors are followed 

completely in order to increase the likelihood of a positive and healthy treatment/outcome. 

I understand that it is solely my responsibility to follow any of the medical advice given by any medical person 

in this office and any bad health outcome from my failure to follow the advice of the doctors should be 

expected. 

Signature: __________________ _ Date: 
-------
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