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PREMIER HEALTH CENTER
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HACKENSACK, NJ 07601
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CONFIDENTIAL PATIENT INFORMATION
==L ALEN] INFORMATION

GENERAL IN FORMATION

Name: SSN:
Cell Phone: :
Address: Home Phone:
City: Age:
State: Zip: Birth Date:
Sex: Height: Weight: Occupation:
Employer:
Address: Work Phone:
_— _
-_

Marital Status: M S W D How many children?
-_—
Insured name if patient is a dependant:
-
Name of Insurance Company:

Policy Holder Name: Relationship to Policy Holder:
-_

Policy Holders Address:

Policy Holder’s Birth Date:
-

Email Address:

Name of Husband and/or Wife: Occupation:

Patients nearest relative: Phone #:

—_—_—

P

- HEALTH INFORMATION

Is your condition work related: oYes o No

The date symptoms appeared or accident happened:
-_—

)

Date of last phglgical: Female: Are you pregnant:

What operations have you had:
Serious illness:




HAVE YOU EVER SUFFERED FROM?

oAllergy aFoot trouble oSinus Infection oHeadache
oDizziness oLow Back Pain oHigh Blood Pressure Poor Posture
oFatigue aoNeck Pain oLow Blood Pressure  ©Poor circulation
oLoss of Sleep OSciatica oRapid Heart Beat oUlcers
oArthritis OAsthma oDifficulty breathing  oSpinal Curvature
oBursitis oEar noises oVaricose Veins oSlow heart beat
nEnlarged thyroid oKidney infection oDepression oEye pain
oProstate trouble oSwollen joints oFailing vision olrregular cycle
oStroke OVenereal disease oColon trouble oTuberculosis
oDiabetes oChest pain

TINGLING AND NUMBNESS IN:

__Shoulder ____Hip

____Arms _ Legs

___Elbows ___knees

___Hands _ Feet

HABITS HEAVY MODERATE LIGHT NONE

Alcohol

Coffee

Tobacco

Drugs

Exercise

Sleep

The purpose of this appoihtment (major complaint):

What activities aggravate your condition

Is this condition getting progressively worse? 0 Yes o No o Constant 0 comes and goes

Is this condition interfering with you? o work o Daily routine o Sleep © other

How long has it been since you really felt good?

What do you believe is wrong with you?

Other doctor’s seen for this condition?

Have you been treated for any health conditions by a physician in the last year: O Yes o0 No
Describe




What medication or drugs are you taking?

Remarks and additional information:

Are you insured? o Yes 0 No Insurance Company:
Type of Plan: 0t HMO oPPO
oPOS oEPO

I'understand and agree that health and accident insurance policies are an arrangement between
the insurance carrier and my self. Furthermore, I understand that this office will prepare any
necessary reports or forms to assist me making collections from the insurance company and
than any amount authorized to be paid directly to this office will be credited to my account on
receipt. I also give this office power of attorney to endorse checks made out to me, to be
credited to my account. However, I clearly understand and agree that all services rendered are
to be charged directly to me and that I am personally responsible for payment. 1 also
understand that if 1 suspend or terminate my care and treatment, any fees for professional
services rendered to me will be immediately due and payable.

Patient signature: Date:

Guardian or Spouse’s Authorizing Care Date:

Comments:




: on behalf of myself
-by' making ‘t'hismre'q'uest I'am responsib_le for all charges
Ncurred during the Course of sajg services, | Understand that gl fees for said services are due_ and

Assignment of Insurance Benefits .

| hereby assign ap applicable heaith insurance benefits 1o which | and/or my dependents are entitied to
Provider. | certify that the health insurance information that | provided to Provider is accurate as of the
date set forth below angd that lam responsible for keeping it updated.

I'hereby authorize Proviger to submjt claims, on My andfor my dependent's behalf, to the benefit plan {or
its administrator} listed on the Current insurance carg | provided to Provider, in good faith. | also hereby
instruct my benefit pian (or its administrator) 1o pay Provider directly for services rendere‘d to me Oi m}j
dependents. 10 the extent that my current policy prohibits direct payment o Provider, | nereiay mSLrUf:L
and direct my benefit pian (orits administrator) 1o provide documentation siating such non-a_SSigﬂmem_LO
myself and Proviger upon request. Upopp proof of such non-assignment, | instruct my benefit plan {or its
administrator) o make out the check to me and mail it directly 1o Provider

lam fully aware that having heaith Insurance does not absolve me of my responsibility to ensure thas my

bills for professiona SEVices from Provider are Paid in full | also understand hat lam responfable for all
8MmOunts not covered by my health insurance, including C0-paymenis, co-insurance, and deductibles,

Authorization to Release Information , ol i
| hereby authorize Provider to- {1) release any information necessary to my health benefit Plan (or its

adminisiraior) T€garding my illness and ireatmenis; (2) process insurance claims generated in Iije ooursi
of examination or ireatment; ang (3) allow g photocopy of My signature 1o be used to process insurance
Claims. This order will remain in effect unij revoked by me in writing.

ERISA Authorization
1 hereby designate, authorize, apd Convey 1o Provider 1o the fyj extent permissible under law and under
any applicable insurance Policy and/or empioyes health care beneft plan: {1) the right and-ability to act
on my behalf in Connsction with Bny claim, right or Cause in action that | may have under such JHS_UFiﬂCE
policy and/or benefit plan: and (2) the right and ability o act on my behalf to pursue suich ciaim_, right, or
cause of action jp Connection with sagjd insurance policy and/or benefit plan (including but not hmﬁeq to,
the right 1o act On my behalf in T€spect to a benesit plan governed by the provisions of ERiSA a5 provided
in28 CFR §2560.5031(b)(4) with respect to any healthcare expense incurred as a result of the services
I received from Provider ang, 1o the Extent permissible under the law, to claim on my behalf, such
benefits, claims, or reimbursement, and any other applicable remedy, including fines. Furthermore, the
Provider shall haye every right and i hereby authorize the Provider to request a Summary Plan
Description {(*SPD") on my behaif »

A photocopy of this Assignment/Authorization shall be as effective ang valid as the original,

Patient Date

~ : '\_\
. Poiicyhoider/msured . Date



