
September 2023 

The Physicians and Staff of Woodbridge Internal Medical Associates would like to thank you for choosing our
Practice. Please remember to visit our website www.woodbridgemed.com for detailed information about the
Practice including office hours, information about the care we provide, forms and policies and useful resources
and links.
We consider you to be an important member of our Team; and believe that you should always play an
active role in your health.
Think you need to go to the Emergency Room? Call us first before heading to the ER. Your healthcare provider
can tell you whether emergency treatment is necessary. Our office has same day appointments available.
Our physicians remain on call for emergencies and urgent calls with access to your medical records. Save our
office number in your phone now, 732-634-0036. 

Our office is online: Our online patient portal gives you convenient24hour access to personal health
information from anywhere with an internet connection. Using a secureusername and password, patients can
request an appointment, request medication refills, change personaldemographics, request a copy of lab results,
and forward non urgent messages to your clinical team. All informationis encrypted and stored securely.
Register for our patient portal at www.woodbridgemed.com today!
 
Please take a moment to complete the necessary forms below priortoyour appointment. 

-Registration Form
-Notice of Privacy Practice & Acknowledgement
-Financial Agreement
-Medical History
-List of Other Physicians
-New Jersey Immunization Information System (NJIIS) 

On behalf of all the physicians and staff, we welcome the opportunity to get to know you better and work with
you to meet your health goals. 

Please note: If you're in a life-threatening situation, call 911. 

Woodbridge
Internal Medical Associates 

1000 Route9 North, Suite 302,Woodbridge, NewJersey07095
732/634-0036 ● Fax: 732/634-9182 ● www.woodbridgemed.com 

Gastroenterology
Seth M. Webber,M.D. 

Internal Medicine 
Mary T. O’Donnell, M.D. 
Lauren Maza, M.D. 
Louis Friedman, D.O.  
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Race: (

Ethnicity: 

eMail Address: 

Please indicate 

 Check 

Home Phone No.: 

( 

Street Address: 

) 

9/21/2023 

Subscriber’s Name: 

Subscriber’s Name: 

Patient’s Last Name: 

Emergency Phone No.: 

Patient’s relationship to subscriber: 

Name of Insurance Company

Contact Person & Phone Number: 

Date of Accident 

 insurance carrier: 

 Self 

Whi te

Patient’s relationship to subscriber:

Please indicate secondary insurance ( if applicable): 

❑ Self 

Cell Phone No.:

( ) 

Employer: 

 Workers Comp 

First: 

Subscriber’s S.S. No.: 

Subscriber’s S.S. No.: 

Asian

Native Hawaiian/Pacific Islander

Person to Notify/Relationship 

 Auto 

City: 

Birth Date: 

/ / 

Spouse 

Birth Date: 

/ / 

Spouse 

Other 

 Child 

 Child 

Black or African American

Social SecurityNo.: 

 Other 

 Other 

Middle: 

Claim No.: 

Group No.: 

Group No.: 

Medical Claims Address: 

Policy No.: 

Policy No.: 

Effective Date: 

Effective Date: 

American Indian or Alaska Native 

Employer Phone No.: 

( ) 

Language Preference ( circle one ) 

English / Spanish / Other ________________ 

Marital Status (circle one) 

Single / Mar / Div / Sep / Wid 

Birth Date: Age: Sex: 

❑ M 
/ / ❑

State: ZIP Code 

Co-payment: 

$ 

Co-payment: 

$ 

F

The above information is true to the best of my knowledge. I hereby authorize my insurance carrier to pay Woodbridge Internal Medical Associates directly for all bills incurred
for services that are provided by Woodbridge Internal Medical Associates, under the terms of my policy. Furthermore, I also authorize Woodbridge Internal Medical Associates to
release to my insurance company any information required to process my claims. I fully understand that no further authorization is necessary to release this information other

than this document. 

Woodbridge Internal Medical Associates 
REGISTRATION FORM 

( P L E A S E P R I N T ) 

(Please give your insurance card to the receptionist.) 

Today’s date: PCP: 

ONE) 

ACCIDENT CASES 

PATIENT INFORMATION

INSURANCE INFORMATION 

ASSIGNMENT OF BENEFITS / AUTHORIZATION TO RELEASE INFORMATION 

❑

❑

❑

❑

❑

❑

❑

❑

❑

□

□

 □

□

□

□

□ 

□ 

□ 

Hispanic or Latino Not Hispanic Unknown 

✓

primary

Patient/Guardian signature Date









CO-PAYMENTS/DEDUCTIBLES - By law we MUST collect your insurance carrier designated co-pay/deductible. This payment is 
expected at the time of service. Please be prepared to pay the co-pay/deductible at each visit, before seeing the physician, 
otherwise your appointment will be re-scheduled. 
OUTSTANDING BALANCES – Woodbridge Medical Associates, P.A. staff will ask for any outstanding balance for which the 
patient is responsible for within 30 days of billing. Any account that has gone 120 days without payments is subject to immediate 
collection process. Phone numbers, including cell phones, can be used to contact the patient or guarantor regarding your outstanding 
bill. 
MEDICARE / COMMERCIAL PLANS – I represent that I understand that my health insurance company has agreed to pay for 
services in accordance with their policies and directives whereby I am bound by their decisions pursuant to these policies, directives 
and procedures. I further understand that not ALL services may be covered by my insurance company in accordance with their 
aforestated policies, directives and procedures. I hereby authorize Woodbridge Medical Associates, PA to file insurance appeals on 
my behalf should my insurance company make such a determination that they are unwilling to pay for the services provided, or they 
apply them to my deductible, I agree to personally pay for the services provided by Woodbridge Medical Associates, PA. I further 
understand that Woodbridge Medical Associates, PA shall hold me personally responsible to pay for these services should coverage 
be denied, deemed not essential, not a covered service or applied to my deductible. We DO participate with Medicare. This means 
that we will submit your claim to Medicare. The 20% difference between what Medicare “allows” and what Medicare “pays” will be 
sent to your secondary insurance if you have one, or to you. You will also be responsible for payment of your yearly deductible. 
SELF-PAY PATIENTS/NON PARTICIPATING INSURANCES – Payment is expected at the time of service unless other 
financial arrangements have been made prior to your visit. If we do not participate with your insurance, the bill is your responsibility 
and is due at the time of service. 
APPOINTMENTS/ATTENDANCE POLICY – All patients are expected to arrive on time for scheduled appointments. There will 
be a no show/cancellation fee of not less than $35.00 should a patient fail to no show/cancel three (3) scheduled appointments 
without 24 hour notice within a year’s time. All fees are required to be paid prior to commencing treatment. Woodbridge Medical 
Associates also reserves the right to refuse to schedule an appointment for any New Patient who no shows/cancels their scheduled 
appointments (2) two or more times prior to becoming an established patient. 
REFERRALS – If your plan requires a referral from your primary care physician, (other than WMA) it is YOUR responsibility to 
obtain it prior to your appointment with Dr. Webber and have it with you at the time of your visit. If you do not have your referral, 
you will be personally responsible for that day’s service. 
RETURNED CHECK FEE - Our bank charges us a fee for any check that is returned for “insufficient funds” and this will be added 
to the patient’s bill if this occurs. 
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 Woodbridge 
Medical Associates, P.A. 

FINANCIAL AGREEMENT 
We are committed to providing you with the best possible care and are pleased to discuss our professional fees with you at any time. Your clear
understanding of our Financial Policy is important to our professional relationship. Please ask if you have any questions about our fees, financial
policy or your financial responsibility. 

• 

• 

• 

• 

• 

• 

• 

□ pay for this visit in full since I requested to have a second
“Annual Routine Physical” within 12 months. 

 Woodbridge Internal Medical has informed me that most insurance plans only cover one (1) “Annual Routine Physical” during a 12 month 

-----WE ACCEPT CASH, CHECKS, MASTERCARD, VISA, AMERICAN EXPRESS OR DISCOVER CARD ----- 

THANK YOU for taking the time to review our policies. Please feel free to ask any questions or share with us special concerns. 

_________________________________________________ 
Patients Name 
_________________________________________________ 
Responsible Party Signature 
 

_____________________________________ 
Date of Birth 
_____________________________________ 
Today’s Date 

03/03/2026 Financial Agreement 

1000 Route9 North, Suite 302,Woodbridge, NewJersey07095 
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Gastroenterology
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Outside Physician Form 9/21/2023 

Woodbridge
Internal Medical Associates 

1000 Route9 North,Suite302,Woodbridge,N.J. 07095
732/634-0036 ♦ Fax: 732/634-9182 ♦ www.woodbridgem ed.com 
 
Patient Name: ____________________________________________

(i.e. Gastroenterologist, Urologist, Nephrologist) : 

Patient Signature: __________________________________________

D.O.B.

Date:

Name: __________________________________________ Phone: _________________________________

Street Address: __________________________________________ Last Visit Date: _____________________

City: _______________________________________ State: _______________ Zip Code: _______________ 
GYNECOLOGIST: 
Name: __________________________________________ Phone: _________________________________

Street Address: __________________________________________ Last Visit Date: _____________________

City: _______________________________________ State: _______________ Zip Code: _______________ 
CARDIOLOGIST: 
Name: __________________________________________ Phone: _________________________________

Street Address: __________________________________________ Last Visit Date: _____________________

City: _______________________________________ State: _______________ Zip Code: _______________ 

Name: __________________________________________ Phone: _________________________________

Street Address: __________________________________________ Last Visit Date: _____________________

City: _______________________________________ State: _______________ Zip Code: _______________ 

 

□ 

Name: __________________________________________ Phone: _________________________________

Street Address: __________________________________________ Last Visit Date: _____________________

City: _______________________________________ State: _______________ Zip Code: _______________ 
EYE DOCTOR:

 /

 /

/ 

/ 

No Specialists Seen 

Dear Patient: Coordination of care is very important to us! Please take a moment to update us on the other 
physicians you may be seeing. 

OTHER PHYSICIANS

ENDOCRINOLOGIST:

Gastroenterology
Seth M. Webber,M.D. 

Internal Medicine 
Mary T. O’Donnell, M.D. 
Lauren Maza, M.D. 
Louis Friedman, D.O.  



Race: (

Ethnicity: 

eMail Address: 

Please indicate 

 Check 

Home Phone No.: 

( 

Street Address: 

) 

9/21/2023 

Subscriber’s Name: 

Subscriber’s Name: 

Patient’s Last Name: 

Emergency Phone No.: 

Patient’s relationship to subscriber: 

Name of Insurance Company

Contact Person & Phone Number: 

Date of Accident 

 insurance carrier: 

 Self 

Whi te

Patient’s relationship to subscriber:

Please indicate secondary insurance ( if applicable): 

❑ Self 

Cell Phone No.:

( ) 

Employer: 

 Workers Comp 

First: 

Subscriber’s S.S. No.: 

Subscriber’s S.S. No.: 

Asian

Native Hawaiian/Pacific Islander

Person to Notify/Relationship 

 Auto 

City: 

Birth Date: 

/ / 

Spouse 

Birth Date: 

/ / 

Spouse 

Other 

 Child 

 Child 

Black or African American

Social SecurityNo.: 

 Other 

 Other 

Middle: 

Claim No.: 

Group No.: 

Group No.: 

Medical Claims Address: 

Policy No.: 

Policy No.: 

Effective Date: 

Effective Date: 

American Indian or Alaska Native 

Employer Phone No.: 

( ) 

Language Preference ( circle one ) 

English / Spanish / Other ________________ 

Marital Status (circle one) 

Single / Mar / Div / Sep / Wid 

Birth Date: Age: Sex: 

❑ M 
/ / ❑

State: ZIP Code 

Co-payment: 

$ 

Co-payment: 

$ 

F

The above information is true to the best of my knowledge. I hereby authorize my insurance carrier to pay Woodbridge Internal Medical Associates directly for all bills incurred
for services that are provided by Woodbridge Internal Medical Associates, under the terms of my policy. Furthermore, I also authorize Woodbridge Internal Medical Associates to
release to my insurance company any information required to process my claims. I fully understand that no further authorization is necessary to release this information other

than this document. 

Woodbridge Internal Medical Associates 
REGISTRATION FORM 

( P L E A S E P R I N T ) 

(Please give your insurance card to the receptionist.) 

Today’s date: PCP: 

ONE) 

ACCIDENT CASES 

PATIENT INFORMATION

INSURANCE INFORMATION 

ASSIGNMENT OF BENEFITS / AUTHORIZATION TO RELEASE INFORMATION 

❑

❑

❑

❑

❑

❑

❑

❑

❑

□

□

 □

□

□

□

□ 

□ 

□ 

Hispanic or Latino Not Hispanic Unknown 

✓

primary

Patient/Guardian signature Date


	Woodbridge Internal Medical Associates
	1000 Route9 North, Suite 302,Woodbridge, NewJersey07095
	732/634-0036
	Fax: 732/634-9182 ● www.woodbridgemed.com
	Internal Medicine  Mary T. O’Donnell, M.D.  Lauren Maza, M.D.  Louis Friedman, D.O.

	The Physicians and Staff of Woodbridge Internal Medical Associates would like to thank you for choosing our Practice. Please remember to visit our website www.woodbridgemed.com for detailed information about the Practice including office hours, information about the care we provide, forms and policies and useful resources and links. We consider you to be an important member of our Team; and believe that you should always play an active role in your health. Think you need to go to the Emergency Room? Call us first before heading to the ER. Your healthcare provider can tell you whether emergency treatment is necessary. Our office has same day appointments available. Our physicians remain on call for emergencies and urgent calls with access to your medical records. Save our office number in your phone now, 732-634-0036.
	Please note: If you're in a life-threatening situation, call 911.
	Our office is online: Our online patient portal gives you convenient24hour access to personal health information from anywhere with an internet connection. Using a secureusername and password, patients can request an appointment, request medication refills, change personaldemographics, request a copy of lab results, and forward non urgent messages to your clinical team. All informationis encrypted and stored securely. Register for our patient portal at www.woodbridgemed.com today!
	Please take a moment to complete the necessary forms below priortoyour appointment.
	-Registration Form -Notice of Privacy Practice & Acknowledgement -Financial Agreement -Medical History -List of Other Physicians -New Jersey Immunization Information System (NJIIS)
	On behalf of all the physicians and staff, we welcome the opportunity to get to know you better and work with you to meet your health goals.
	September 2023
	Woodbridge Internal Medical Associates  REGISTRATION FORM

	Today’s date:
	( P L E A S E
	P R I N T )



	PCP:
	PATIENT INFORMATION
	ONE)
	primary


	INSURANCE INFORMATION
	(Please give your insurance card to the receptionist.)

	ACCIDENT CASES
	ASSIGNMENT OF BENEFITS / AUTHORIZATION TO RELEASE INFORMATION
	Woodbridge
	Medical Associates, P.A.
	1000 Route9 North, Suite 302,Woodbridge, NewJersey07095
	732/634-0036
	Fax: 732/634-9182 ● www.woodbridgemed.com
	Internal Medicine  Mary T. O’Donnell, M.D.  Lauren Maza, M.D.  Louis Friedman, D.O.

	FINANCIAL AGREEMENT
	We are committed to providing you with the best possible care and are pleased to discuss our professional fees with you at any time. Your clear understanding of our Financial Policy is important to our professional relationship. Please ask if you have any questions about our fees, financial policy or your financial responsibility.
	CO-PAYMENTS/DEDUCTIBLES - By law we MUST collect your insurance carrier designated co-pay/deductible. This payment is  expected at the time of service. Please be prepared to pay the co-pay/deductible at each visit, before seeing the physician,  otherwise your appointment will be re-scheduled.  OUTSTANDING BALANCES – Woodbridge Medical Associates, P.A. staff will ask for any outstanding balance for which the  patient is responsible for within 30 days of billing. Any account that has gone 120 days without payments is subject to immediate  collection process. Phone numbers, including cell phones, can be used to contact the patient or guarantor regarding your outstanding  bill.  MEDICARE / COMMERCIAL PLANS – I represent that I understand that my health insurance company has agreed to pay for  services in accordance with their policies and directives whereby I am bound by their decisions pursuant to these policies, directives  and procedures. I further understand that not ALL services may be covered by my insurance company in accordance with their  aforestated policies, directives and procedures. I hereby authorize Woodbridge Medical Associates, PA to file insurance appeals on  my behalf should my insurance company make such a determination that they are unwilling to pay for the services provided, or they  apply them to my deductible, I agree to personally pay for the services provided by Woodbridge Medical Associates, PA. I further  understand that Woodbridge Medical Associates, PA shall hold me personally responsible to pay for these services should coverage  be denied, deemed not essential, not a covered service or applied to my deductible. We DO participate with Medicare. This means  that we will submit your claim to Medicare. The 20% difference between what Medicare “allows” and what Medicare “pays” will be  sent to your secondary insurance if you have one, or to you. You will also be responsible for payment of your yearly deductible.  SELF-PAY PATIENTS/NON PARTICIPATING INSURANCES – Payment is expected at the time of service unless other  financial arrangements have been made prior to your visit. If we do not participate with your insurance, the bill is your responsibility  and is due at the time of service.  APPOINTMENTS/ATTENDANCE POLICY – All patients are expected to arrive on time for scheduled appointments. There will  be a no show/cancellation fee of not less than $35.00 should a patient fail to no show/cancel three (3) scheduled appointments  without 24 hour notice within a year’s time. All fees are required to be paid prior to commencing treatment. Woodbridge Medical  Associates also reserves the right to refuse to schedule an appointment for any New Patient who no shows/cancels their scheduled  appointments (2) two or more times prior to becoming an established patient.  REFERRALS – If your plan requires a referral from your primary care physician, (other than WMA) it is YOUR responsibility to  obtain it prior to your appointment with Dr. Webber and have it with you at the time of your visit. If you do not have your referral,  you will be personally responsible for that day’s service.  RETURNED CHECK FEE - Our bank charges us a fee for any check that is returned for “insufficient funds” and this will be added  to the patient’s bill if this occurs.
	□ Woodbridge Internal Medical has informed me that most insurance plans only cover one (1) “Annual Routine Physical” during a 12 month pay for this visit in full since I requested to have a second “Annual Routine Physical” within 12 months.

	-----WE ACCEPT CASH, CHECKS, MASTERCARD, VISA, AMERICAN EXPRESS OR DISCOVER CARD -----
	THANK YOU for taking the time to review our policies. Please feel free to ask any questions or share with us special concerns.
	_________________________________________________  Patients Name  _________________________________________________  Responsible Party Signature
	_____________________________________  Date of Birth  _____________________________________  Today’s Date
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	Woodbridge Internal Medical Associates
	1000 Route9 North,Suite302,Woodbridge,N.J. 07095 732/634-0036 ♦ Fax: 732/634-9182 ♦ www.woodbridgem ed.com
	Patient Name: ____________________________________________
	D.O.B.
	Dear Patient:
	Coordination of care is very important to us! Please take a moment to update us on the other
	physicians you may be seeing.

	ENDOCRINOLOGIST:
	Name: __________________________________________ Phone: _________________________________ Street Address: __________________________________________ Last Visit Date: _____________________ City: _______________________________________ State: _______________ Zip Code: _______________  EYE DOCTOR:
	Name: __________________________________________ Phone: _________________________________ Street Address: __________________________________________ Last Visit Date: _____________________ City: _______________________________________ State: _______________ Zip Code: _______________  GYNECOLOGIST:  Name: __________________________________________ Phone: _________________________________ Street Address: __________________________________________ Last Visit Date: _____________________ City: _______________________________________ State: _______________ Zip Code: _______________  CARDIOLOGIST:  Name: __________________________________________ Phone: _________________________________ Street Address: __________________________________________ Last Visit Date: _____________________ City: _______________________________________ State: _______________ Zip Code: _______________
	OTHER PHYSICIANS
	(i.e. Gastroenterologist, Urologist, Nephrologist)
	Name: __________________________________________ Phone: _________________________________ Street Address: __________________________________________ Last Visit Date: _____________________ City: _______________________________________ State: _______________ Zip Code: _______________
	□
	No Specialists Seen
	Patient Signature: __________________________________________
	Date:

	Woodbridge Internal Medical Associates  REGISTRATION FORM

	Today’s date:
	( P L E A S E
	P R I N T )



	PCP:
	PATIENT INFORMATION
	ONE)
	primary


	INSURANCE INFORMATION
	(Please give your insurance card to the receptionist.)

	ACCIDENT CASES
	ASSIGNMENT OF BENEFITS / AUTHORIZATION TO RELEASE INFORMATION

