Daté: Whois responsible for this account?
. ) Relationship to-Batient:
 Patient: ~Birthday; _ SS#
Address: . Insurgnee Co. :
- ‘ " Group #: .
City ot Zi s patient covered by additional insurance? - Yes [WNo
Sex: [OM [OF Age ‘Birthday:  Subscriber Nime?’
L . Birthday: SS#
[ Single [J Married [ Widowed []'Separated [ Divarced, Insurance Co.:
Patient SS# - || G
Occupd[ion: . i ASSIGNMENT AND RELEASE |
L ) ‘ ] 'l the undersigned, certify that | .{Gr my dependent) have insurance
clipoyen ., e _ -  Coverage with- . and assign -
. dtrecl!y to-Andrew Feldman, MD all. insurance benelits, If any,, otherwise
.| Employer Address: | 1 payable to.mefor services rendered. 1.understand that | am financially
f Empl Phone: respensible for all charges, whether or .not pald by insurance. | hereby
mploycer Fhone: ' * ['authorize the dator to refease all infarmration necessary to secuire. the
) . 3 - payment of benglits, | authorize-the use of this signature onall i insurance«
Spouse’s Name! submissions.
Spouse's Phone: ‘
' Responsible Party Signature
Referring Physician Name: e A
. ) Relaticnship: Date:
Ref Physictan Address:
- MEDICARE. AUTHORIZATION ]
| request that'payment of authorized Medicare benefils be made- giifier lo-
. Ref Physician Phone: L - | me or on.my bebalf to Andrew Feidman, MD-{or any-services furnished
to me by Andrew Feldman; MD. | authorize any holder of ‘medlcal
- informafion about me fo release lo ihe Heallh Care Finanging
. v . Administralicn and its agents any information needed to determine thesé
PHONE NUMBERS ‘benefits or the benefits payable for related services. | understand. my
ey signalure requests that. payment bé rade and authorizes release of |
medical information necessary to- pay the clalm. 1 “ather health
Home: Work:. Ext: ) Insurance® is indicaled in item 9 of the HCFA 1500 form or-elsewhere-on
olher approved claim forms. or elécirenically submitted claims, my
Cell/Pager: _ signature authorizes release of infanmation to the: insurer or dgency
B 4 L . shown, Irr Medicare assigned cases, the physician- or sipplier agrees to.
¢st ume and place to-feach you: —— : : accept the charge determination of the Medicare carrier as the full
= o . charge, and the palient Is responsible only for the deductible;
IN CASE OF EMERGENCY, CONTACT: “olnsurance, and non-covered services. Colnsurance and the deductible
e are based-upon the charge determination of tha. Medicare carrier.
Name: . ___ Retationship:
Phone: Home: Work: Bencary Signaire ' Date

ANDREW FELDMAN, l‘mD
University Place Orthopdedics
'740 Broadway # 605 'Floor, New York, NY 10003
(212) 604-1340 (212) 604-1338 FAX

INSURANCE

What injury/problem? Knee ' P Right Bi,lzit__eral/Both
Shoulder [JLeft [ ] Right [ ] Bilateral/Both
Other [Left (] Right [_] Bilateral/Both

When did the injury occur?

; Were you injured-{_Jon the job [] in a vehicular accident [ISports injury [Jat the gym?
11 Other -

Patient’s Signature: _ _ Date _ %




| H MEDICAL HISTORY (All information

Check symptorms YOU currently have or have had in the past year.

‘MusclelJoint/Bone
Pair, weakness, humbness in:
Arms ] Hips

{1 Back [ Legs

] Feet £ Neck

[C] Hands [T} Shoulders

[ Arthritis
‘Cardiovascular

[ Cardiovascular discase

CJ Chest pain

L] High/Tow biﬂt;ici‘ pressure
] liregular/Rapid heart beat
(] Pacemaker

1 Poor circulation

L] Swelling:of ankles

£ Varicose veins

General
FlChills 7] Sweats
1 [ Depression/Nervousngss
[ ] Dizziness/Fainting
[} Forgetfulness
‘] Headache. [} Migraine
| [ Loss of Sleep
| [J‘Numbness

‘Gastrointestinal

] Appetite poor

[ Bowel changes

(] Censtipation [ Diarrthea
[ Excessive thirst

[ Gas [ Bloating
[] Hemorthoids.

'] Indigestion

L] Nausea

[} Reetal bleeding
‘{_} Stomach pain

{J Ulcers
[ Vomiting
[ Vomiting bleod

Pulmonary/Lung
L1 Asthma.

[ ] Emphysema

[ Pneumonia

[ Tuberculosis

Ski

(] Bruise easily
[ Hives [Jiching/Rash

:I:l Chinge in-molcs

) scars
] Sorss tharwon't heal
[J-Qthier skin-problems

Ear, Eye, Nose &Throat ~ YourAge:
[J.Glaucoma [T Cataracts He"._g_ht-"
[] Crossed eyes Weight:
[] Difficulty swallowing Sex: Male or Female
E,Doublé vision
Earache/Ear discharge: . . .
[7] Hay fever Family History Checklist
L] Loss of hearing
L] Noscbleeds Check illnesses which have occitired

[7] Persistént cough

[] Ringing in‘ears

L] Sinus problems
[7]-Vision — Flashes/Halos

Genital-Urinary
(] Herpes,

L Venereal Disease
[ Bladder problems

Womeljl Only

Date of last

‘menstrual period
-Are you pregnant?

| Check symptoms/ilinesses.you have or have hiad in the past:

CJADS [ HIV positive.
[] Appendicitis

[J Bleeding Disorders

[} Breast Lump

[] Cancer

0 Chemical Pependency

Oa Chicken:pox

[ Diabetes

3 Drug Use (Marijuana, etc.)
L Epilepsy

[J Hepatitis
[J-High:Chalesterol

[ Kidney Discasc

[ Liver Disease

O Measles 1 Mumps

-] Multiple Sclerosis
[ Polio -

[ Prostate Problem
(] Rheumatic Fever
7 Scarlet Fever

1 Stroke

] Thyroid Problems:

Have you ever been under the cara of a psychiatristpsychalogisi? [] Yes {J No

1 Have you ever been under the care of a neurologist?

| Do you smoke? [} Yes (JNo Do you:drink alcohol? [J Yes [JNo

[ Yes [INo

s strictly confi

Do you drink caffeinated beverages? [J Yes [1No

dential)

in.any gf yoir B1.OOD RELATIVES:

[_IDiabetes

[ClCancer

[]Bleeding Tendency
OKidricy Dis¢ase
[JTuberculasis
[(IHeart Discase
[JStroke.

[JHigh Biood Pressure
[Nervois Iiness
{_JAllergy

Clother

Father
Mother

[ Alive [JDeceased
[] Alive [ ]Deceased

Surgeries/Operations you had:

List medications you are currently taking

K3 MEDICATIONS/ALLERGIES

List gllergies to medications or substances

OFFICE USE ONLY
PRESCRIPTIONS: [] Voltaren (] Other _
[_IPhysical Therapy
ClBrace:
[“1Foot Orthotics ] Glucosamine
[_]Synvisc Injections
() MRI/CT Scan
) Reférred To

[} Action Patch ] Lidoderm Patch

I certify that the above information is.correct te the best of my knowl_édgm 1 will niot hold hrf. Feldmian or any

members of his staff responsible:for any errors or omissions that I may have made in the campletion of this form.

Signature

Date

OFFICEUSE: BODYPART

PRINT PT.NAME .




Dr. Andrew J. Feldman

Patient Name: ‘ _ i

Race:

Alaskan Native

American Indian ;
Asian

Black/African American

Caucasian

Hispanic¢/Latino

Prefer not to answer

0O 0 0O 0 0 0 0O

Have you had a flu shot? Yes __ No

Are you diabetic? Yes No

Do you have any Drug Allergies? If so please fist them.

Please list current medications.

Pharmacy:

Address:

Phone Number:

Email:

Patient Signature: _ Date:




o

University Place

:Ort-hi)pa“edics TH0 Broadway EHE| & 605 /New YorK, NY 10003
Phone (212) 604-1340  Fax: (212) 604 1338

Consent to the Use and Disclosure of Health Information

Name:

Birthday: _ Social Security: |

T'understand that as part of my orthopaedic care under the:auspices of Dr. Andrew J. Feldman and his affiliate staffs
(administrative, billing, phone service etc.) the office-generates. and maintains original medical records inclusive of my
nmedical history, examination (s), test results and all pertinent data relating-to my care. Iunderstand that this information
SErves as:

0 Abasis for planning my care and treatment

0i A means of communication. amongst the various healthcare professionals whio are involved in my-care and
treatnient

£ A source of informatjon for billing purposes/claim submissions

1 Asource of proof for third-party payers that services billed were actually provided

;A point of reference for routine healthcare operations to monitor quality of care

[ understand and consent to the use of my medical/biilingiinfonnation being used in cénnection-with.any other providers
of service directly/indirectly involved with my care knowing that this will be donc with prudence under mandatory
parameters.

Funderstand that there is no expiration on this document, as it will be used for the.duration of my orthopaedic care.

X _ ~ Date:
(Signature of patient or legal guardian)

<




