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100 Melrose Avenue – Suite 106B 
Greenwich, CT 06830 
860-895-7076 
 

 

 
Welcome to my practice.  While you are waiting to meet with Dr. Rigling, I would ask that you complete these forms.  The information 
that you provide will be helpful in getting to know you, and in processing of any invoices.  I look forward to meeting with you. 
 
 

Patient Information 

Patient Name   
Date of Birth   

Address   
Social Security #   

Town, Zip   

 

Insured’s Name/DOB:__________________________/___/____ 

Insured’s Employer:   ___________________________________ 

                       Relationship to Insured(circle):    Self    Spouse   Child       Other    
 

Phone  Gender 

 

    Female              Male 
 

E-Mail  Marital Status 

 

    S      M       D      Sep.       W 
 

Do You Prefer?: Phone    e-mail        text Student Status 

 

     n/a        FT      PT Grade:       
 

Occupation 
                                                                  
___________________________  

Primary Care 
Physician    

Referred by:   PCP Phone    
 
 Insurance Card Information: 
 
Plan Name: _______________________________________________________________________________________ 
 
ID #: ______________________________       Group #:  ________________________________________ 
 
Emergency Contact/Responsible Person: 
 
Name:    ___________________________     Relationship:   _______________ Phone :  _______________ 
 
Address:  ___________________________    City:   ___________________    State:  ___    Zip:  __________ 
Reason For Referral:  
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________ 

 

Every Act Creates a 
Ripple 


