
Welcome Packet



Welcome to the Mount Sinai Selikoff 
Centers for Occupational Health 

Dear Patient:

Welcome to the Mount Sinai Selikoff Centers for Occupational Health.

To ensure the highest quality care, we need certain information from you. Please fill out 
this packet to the best of your ability and bring it with you to your first appointment, 
along with any relevant medical records.

The following sections are included in this packet: 

•	 Registration/Demographic Information

•	 Other Treating Physician Information

•	 Workers’ Compensation Information

•	 Employment Information

•	 Medical History Questionnaire

In advance of your first appointment, a benefits counselor on our staff will contact you 
to discuss our services and answer any questions you may have. You also can contact us 
with any questions or for directions to our clinical centers at 1.888.702.0630. Visit us on 
the web at www.mountsinai.org/selikoff.

We look forward to seeing you!

Sincerely,

The Mount Sinai Selikoff 
Centers for Occupational Health
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Demographic Information 

PATIENT INFORMATION 
Today’s Date: Visit Date: 

Last name:    

                                   

First:                   

                        

Middle:

Street address/PO Box: City: State:
   
   
County: Zip: Country of Birth: 
   
Email address: 

Cell/Mobile phone: Home phone: Work Phone:

(         )                                           Ext:(         )                                           (         )                                           

Marital status:        Single      Married        Divorced                                     
 Separated                     Widowed 

Date of Birth: Sex:                     
 M         F           /          / 

Race/ Ethnicity:  Asian                            Black                              Hispanic               Native American                White

IN CASE OF EMERGENCY 
Please notify in case of emergency: Relationship to patient:

 Check if address is the same as in patient information 

Address: City, State: Zip:

Home phone: (          ) Work/cell phone: (          ) 

REFFERAL SOURCE 

Please tell us how you found out about the Selikoff Centers for Occupational Health 
Referring Source (Please check all that apply):  

 Brochure  Employer   Internet      Physician/Clinic   NYCOSH    Family/friend/Co-worker  Lawyer Self                   

 Community Group   Government Agency  Media  Clergy   800-MD-SINAI   Mount Sinai Website   Insurance  

 Other:      __________________________________________________________________ 

Union/ Name of Union and Local number: ____________________________________________________________________      
 Check if this is a second opinion

Referral Name:
Referral E-mail:

Referral  Address:

Referral Phone:   (         ) Referral Fax:   (         ) 
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Workers’ Compensation Information 

Patient Last Name: Patient First Name: Patient DOB: 
   

WORKERS’ COMPENSATION 

Please provide the information below to the best of your ability.  If this is a new case, you may not have all of this 
information available to you today. Please complete as much information as possible.  Employers are required to 
post information about Workers’ Compensation coverage in their place of business.  Workers’ Compensation 
Carrier Information can also be obtained through your employer’s human resources department. 

Patient Information (A.) 

Workers’ Compensation Carrier Case #: Workers’ Compensation 
Case# (If known): Date of Injury/Onset of Illness: 

              /            / 

On the date of injury/illness what was your job title and description: 

On the date of injury/illness what were your work activities: 

Employer Information (B.) 
Employer When Injury Occurred: 

Employer Phone # 

Employer Address: 

City: State: Zip: Phone: 
    

Workers’ Compensation Carrier Information:  
Employer Insurance Carrier: Carrier Code:  

Insurance Carrier’s Address: 












