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PATIENT INFORMATION
Name (Mr., Mrs., Ms., Dr.)
Home Address City State Zip
Mail Address City State Zip
DOB Age SS#
Day Phone Evening Phone Employer Phone
E-mail Emergency Contact Phone

Name, Address of Responsible Party (if other than Patient) |

Relationship to Patient

Employer Information | Name Occupation
Street City State Zip
How dld you hear about us? |

If referred by a physician, friend or patient, please give full name and address. If from another source, please be specific. For example, yellow pages,
article in The New York Times, television appearance, magazine article, etc.

=

Primary Care Physician | Name Phone

Mail Address City State Zip
Yes_____If yes, referred by

Does your insurance require a referral? No

Please present all INSURANCE and / or MEDICARE cards and referral to receptionist when returning this form.

Primary Insurance of Subscriber (insured) | Insurance Carrier i Phone

Mail Address City m State Zip
Insurance ID# Group.#

Subscriber's Name Subscriber's DOB

Patient's relationship to Subscriber

Secondary Insurance of Subscriber (insured) | |nsurance Carrier Phone

Mail Address City State Zip
Insurance ID# Group #

Subscriber's Name Subscriber's DOB

Patient's relationship to Subscriber

| authorize Dr. Rapaport / Dr. Boss to submit all claims on my behalf. | also authorize assignment of benefits directly to his office and release of any
medical records requested by my insurance carrier(s). | also acknowledge that if payment is not received that | will be held responsible for the entire
balance of the bill. | agree to be responsible for any colflection and court costs should my account be turned over to an attorney or collection agency,
[ agree to pay $20.00 for any returned check. | agree to be responsible for any charges not covered due to not obtaining a current and valid referral
from my physician.

Signed Date

(If patient under 18, parent or legal guardian must sign)

ENDM & MM 19 ne



PATIENT HISTORY

This Information is Confidential and Protected by NJ State Law

Please answer all questions as best as you can.

Reason (s) for visit:
Problems
1.

2.

3.

4.

How long have you had these problems?

What treatments have you been prescribed?

What have you tried on your own?

What makes problem(s) worse?

What improves problem(s)?

Do problem(s) vary with the season, time of day, heat, cold, food, other iliness, or medication?

If Yes, please explain:

What do you feel may be the cause of each problem?

Are you allergic to any medication?
If Yes, please list:

Problem 1.

Problem 3.

Problem 1.

Problem 3.

Problem 1.

Problem 3.

Problem 1.

Problem 3.

Problem 1.

Problem 3.

Problem 1.

Problem 3.

Problem 1.

Problem 3.

YES NO

Problem 2.
Problem 4.
Problem 2.
Problem 4.
Problem 2.
Problem 4.
Problem 2.
Problem 4.
Problem 2.
Problem 4.

YES

NO

Problem 2.
Problem 4.
Problem 2.
Problem 4.

What medication(s) are you presently taking? Please list ALL

List ALL hospital and surgical admissions with year(s):

Please complete the following:

YES

NO




Kindly complete:

REVIEW OF ORGAN SYSTEMS

Do you, or any family member have, or have had any of these problems?

Pain in back or neck
Pain in extremities
Overly hot or cold
Chills or fevers ...

Nervousnhous, Anxiety, Depression.................cooeceeveninnis

Diabetes

Hypo or Hyper thyroid ...
Lack of energy or motivation...........................o

Faintness, passing out, weakness, fatigue.........................
Paralysis of movements (muscle)...................ccoociiiiii .
Tremor or shaking movements ................cooioeiir e,
Dizziness, vertigo or trouble walking ................cco.oociii.

Vision, eye muscle or hearing disturbance
Problems with sensation

Convulsions

Swelling...........
Pounding in chest
Low blood pressure
High blood pressure

Heart attack or Heart disease

Heart surgery

Trouble swallowing

Indigestion

Ulcers or colitis

Loss of weight
Gain of weight

Kidney disease

Trouble with speech
Shortness of breath

Cough or coughing up blood
Problems with mouth, teeth or tongue

Loss of appetite, nausea, vomiting
Constipation, diarrhea, hemorrhoids

Throwing up blood
Dark “tar" color of stools
Jaundice or Hepatitis

Pain with urination

Personal Personal
Presently Past History
YES NO YES NO

YES

&

Family History
Member
NO WHOM




Kindly complete:
Do you, or any family member have, or have had any of these problems?
Personal
Presently
YES NO

Personal
Past History
YES NO

YES

Family History
Member
NO WHOM

Abnormality of menstruation..................................

Painfulintercourse..........................o

ACNB

SpiderorLeg Veins. ...

Insectbites. ...

Any other problems not listed?

How many packs of cigarettes do you smoke a day?

How many beers, or cocktails per day? Specify:

List any hobbies (gardening, tropical fish, etc.) or favorite sports:




