Jefirey I. Mechanick, M.D. gtise M. Bret, I

PATIENT INFORMATION

Name: JEFEREN L. EPSTE i~ Sﬁcimﬂecuﬁty#_

Sweet: 4 EAST F13T ST Date of Birth:__J A . 20,14 S3
City:_ N  sateNY Zip:/ 00Z) Sex: D ¥
Marital Status: @M D W Partnered Spouse’s Name: - .

o phone. I, O P

Occupation: __ A A YE [ Employer:_[= I~ A ALCA B L1 RUWST
Business Phcmﬂ!— Fax:

Pharmacy: Phone: -
Address:
Primary Care Physician. Phone:

Emergency Contact: Relationship: = E] ‘D. )

Home Phone: Business Phone: s

Referred by:_ D EVA ANDERSS exl Phone:_ .
Hea T rran _R,IMARY INSURANCE

ME -

Policy #: Group #—:lnsured Jerr 2EN E. HE_?S‘TEUJ

Insurance Co: (4~ I TED e CA = Relationship to Pauent: SELFE

Address: PO ROY FHRO T Date of Birth: , 853

City: AT LANTA State: A Zip: 3054 SS# )

» g=le
SECONDARY INSURANCE

Policy: Group # Insured _

Insurance Co: Relationship to Patent______

Address: Date of Birth —

City: State - Zip: SS#:

FaT A

—_—

e—— — —

I hereby authorize Jeffrey L Mechanick, M.D. and Elise M. Breti, M.D. to furnish information
concerning my illness and (reatment to my insurance carriers. 1 authorize payment of medical benefits
10 Jeffrey 1. Mechanick, M.D. and Elise M. Brett, M.D. 1 understand that I am responsible for any part
of the charges that are not covered by medical coverage.

Signed: - Date:
(Parent or Guardian if patient is a minor)
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SAMPLE HIPAA PRIVACY NOTICE

1§ NOTICE DESCRIBES HOW MEDICAL INFORNATION
~s0UT YOU MAY BE USED AND DISCLOSED AND HOW YOu
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW
ITCAREFULLY.

INTRODLCTION

jinsert the name of the Practice| understands That your medical
sfarmataan o5 proate and confidenbial Funther. we arc required by law to
maimain the privacy of “praiceied health information.™ “Protecied health
inlnegtian” ncludes any indvodually wdennfiable information that we
abtan from you or sabers that relates 1o your past, present of future physical
ar mental healih, the health care vou have received, of payment for your
health cane

A required by law, thes notice provades you with information
sbout your nights and our legal dutics and privacy practices with respect 10
the provacy of protecied health information. This notice also discusses the
uzes and disclosures we will make of your preiccied health information
e must comply with the provisions of this notice as currcnily i effect,
although we reserve the nght 1o change the terms of this nobwe [rom time
10 e and 1o make the revised nonice effecuve for all protecied healih
informatian we mantain  You can always request a wntien copy of our
migst currenl privacy nolice from the Pragtice’s Privacy Officer or youw can
acceis M on our websitc |Nate: The
referenct 1o the website should be included only if the Practice has a

ite.]

10 LSES AND DISCLOSURES

wil

We can usc or disclose your protecied heulth information for
purposes of tentment, payment und health cave operations. For cach of
these caiegorics of uses and disclosures, we have provided a description and
an caamp-c below However, notovery particular usc or disclasure in every
category vl be lisied

: Tredmnginl means the provision, coardination of managemen: of

your health care, including consuliations betwecn health gare
providers regarding your care and referrals for health care from

SAMPLE ACKNOWLEDGMENT

one health car provider 1o anather, For cxample, adoclorircating
for 3 broken leg may nced 1o know if you have diabetes bec:
diabetes may slow the healhing process. I addition, the docior may o
(o contact a physical therapist 10 creale the exerc 15T FEEINEN ARPTOP
10 yOur £are

* Pavinen! means the activitses we underiake o obtan resmburscmcr

the health care prowded to you, including bilhng. collectons, €l
management, dercrminations of chigibility and eaverage and vl
revicw activiies. For example, priorio praviding health care sery
we may need to provide imformanion 10 your Thord Purty Pavor 3
your medical condition 1o determine whether the proposed cour
wreatment will be covered. When we subscquently bl the Third |
Payor for the scrvices rendered to you, we ean provide the Thrd
Payor with iaformation regarding your cart if necessary 1o e
payment. Federal or State iaw nay require us to oblan @ widlen ré
from you prior to disclosing certan specially protecied b
infarmation for payment purposcs., and we will 3gk you 10 S1LA 4 1¢
when necessaty under applicable law

. Health care npergimns means the support funguons al our pri
related 1o trestment and payment, such 25 qualily assurance ain
case management, receiving and respanding 10 palent commenl
complaints. physician revicws, compliance programs. audis, bu
planning, development, management and admimisiralive achlig
example, we may use your protected health mfarmation 1o evalu:
performance of our stall when caring for you. Wemay alo co
health information about many patients 1o decde what «dd
services we should offer, what services are not nevded, and w
certain new treatmens are cffective {n addmian, we may (i
ynformation that dentifics you from your palent inflormation 1
glhers can use the de-wdeniified infarmation io study health ca
health care delivery without learning who you arc.

OTHER WUSES __AMND DISCLOSURES _OF PROTECTED HE
|NE’QEMATION

In addition 1o using and disclossng your iformation fior trei
payiment and health care gpcrations, we may wse your protected healthinfor
in the following ways:

I, _acknowledge that | have been provided with a copy of [Insert nai

Practice|'s privacy notice.

Date: ,200_

[Note: As discussed in the Step 7 of the Privacy Guide, the privacy regulations require health care provid

with direct treatment relationships to make a good faith effort to obtain an individual's written

acknowledgement of his/her receipt of the Practice’s privacy notice at the time of the first service delivery
apt in emergencies). This sample acknowledgment is included for the Practice’s use for this purpose.|
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Date

HEALTH HISTORY - please check symptoms you currently have or have had since your last visit here.

General

— Unexplained weight loss /
gain

__ Urnexplained fatigue /
weakness

____Fall asleep during day
when sitting

___ Fever, chills

____No problems

Skin

___New or change in mole
__Rash [ itching

____No problems

Breast

___Breast lump / pain / nipple
discharge

—__No problems

Ears/Nose/Throat
____MNosebleeds, trouble
swallowing

— Frequent sore throat,
hoarseness

—Hearing loss / ringing in
ears

___No problems

Eyes

___Change in vision / eye
pain / redness

___No problems

Cardiovascular

____ Chest pain / discomfort
___ Palpitations (fast or
irregular hearibeat)

____No problems

Respiratory
___ Cough/ wheeze

___lLoud snoring / altered breathing

during sleep
Short of breath with exertion

: No problems

Gastrointestinal
Heartburn / reflux [ indigestion

" Blood or change in bowel

movement
___ Conslipation
___No problems

Genitourinary

___Leaking urine

____Blood in urine

____ Nighttime wrination or increased
frequency

__ Discharge: penis or vagina

___ Congern with sexual function
___No problems

Musculoskeletal

__ Meck pain
___Back pain

_ Muscle [ joint pain
___ Mo problems

Endocrine
__Heat or cold sensitivity
___No problems

Hematologic/Lymphatic
___ Swolien glands
____Easy bruising
___No problems

Neurological
____Headache

Memory loss
Fainting

Dizziness
Mumnbness / tingling
Unsteady gait

___ Frequent falls

___ Mo problems

Allergic/immune
____Hay fever [ allergies
___ Frequent infections
___ No problems

Psychiatric

___ Anxiety / stress / irritability
___ Sleep problem

____Lack of concentration
Mo problems

Women only

____ Pre-menstrual symptoms (bloating
cramps, irritability)

____ Problem with menstrual periods
___Hot flashes / night sweats

____No problems

Men only
____Errection problems
Lump in testicle
Prostate cancer
Enlarged Prosiate
No Problems

To the best of my knowledge, the above information is complete and correct. I understand that is my
responsibility to inform my doctor if I, or my minor child ever have a change in health, I assign directly to Dr.
Elise M. Brett and Dr. Jeffrey I. Mechanick at 1192 Park Avenue, all insurances rendered. I understand I am
financially responsible for all charges. I also authorize the disclosure of medical records to other providers for
the management of my care in the extent permitied by law, I request payment 1o be made directly 1o Dr. Elise M.
Brett and Dr. Jeffrey I Mechanick at 1192 Park Avenue on my behalf.

Signature

Print DOB
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