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T H E  L A  J O L L A  
C A R D I O V A S C U L A R  
R E S E A R C H  I N S T I T U T E ® 

LJ 
 

Last Name: ___________________________ First Name: ___________________________________ 

DOB: ________________________________ SSN: _________________________________________ 

Address______________________________________________________________________________ 

City: ________________________________ State: _____________  Zip Code: _________________ 

Home Phone: ________________________  Cell: _________________Work: __________________ 

E-mail:_______________________________ Employer: ____________________________________ 

Preferred Pharmacy: ___________________  Phone: _____________________ City: _____________ 
 

 

Primary Insurance: ______________________  ID#:_________________________________________ 
 
Subscriber Name: ______________________ DOB: ________________________________________ 
 
SSN: _________________________________  Relation to Patient:_____________________________ 
 
Secondary Insurance: ___________________ ID #: ________________________________________ 
 
Subscriber Name: ______________________  DOB: _______________________________________ 
 
SSN: _________________________________  Relation to Patient: _____________________________ 

 

Emergency Contact: ____________________ Relationship: __________________________________  
 
Address: _____________________________________________________________________________ 
 
Home Phone: _________________________ Cell Phone: _________________________________ 
 

 
 
Proof of Insurance and payment is due at the time of service. I authorize Robert J. Russo MD, 
PhD/LJCVRI to bill my insurance for services rendered and authorize the release of any information 
required by my insurance company to process my claims (further detailed in the practices 
Assignment of Benefits document). Any amount not covered by my insurance company will be my 
responsibility (further detailed in the practices Financial Policy).___________ (initials) 

The above Information is true to the best of my knowledge. 

Patient Signature: ______________________________________ Date: _________________________  


