Pulmonary and Allergy Associates, P.A.

The Practice Of Pulmonary Diseases, Critical Care Medicine, Allergy And Immunology, Sleep Disorders, And Clinical Research

Please give our Registrar your insurance card(s) to copy for our records, as well as any Referral

Date: Physician:
CHECK HERE IF YOU ARE ALLERGIC TO LATEX| |
| PATIENT INFORMATION |
Patient name: Single [_] Married [_] Widow []
Home address:
City, State, Zip: Home Phone: ( )
E Mail Cell Phone: (___ )
Date of birth: Age: SS#:
Occupation: Employer Name:
Employer's address: Phone:
Emergency Contact: Phone:
REFERRAL SOURCE
Patient referred by: Physician[_| Friend[_] Other[ ] Is this a second opinion? Yes [ |
Referring Physician:
Address: Phone:

Primary Care Physician:

(If different from above)

Address: Phone:
PRIMARY INSURANCE
Policyholder is: Patient Spouse Parent Managed Care? Yes [ | No[_|
Policyholder name: SS # DOB
Insured Employer: Work Phone #:
Insurance company: Phone:

Insurance address:

ID Number: Group: Plan:

SECONDARY INSURANCE

Policyholder is: Patient Spouse Parent Managed Care? Yes [ | No[_]
Policyholder name: SS # DOB

Insured Employer: Work Phone #:

Insurance company: Phone:

Insurance address:

ID Number: Group: Plan:
PHARMACY INFORMATION

Name & Address:

Phone Fax




Pulmonary and Allergy Associates, P.A.

The Practice of Pulmonary Diseases, Critical Care Medicine, Allergy And Immunology, Sleep Disorders, And Clinical Research

INSURANCE/PAYMENT ISSUES

We are committed to providing you with the best possible service. If you have insurance, we will help you receive
your maximum allowabl e benefits. In order to achieve this goal, we need your assistance and understanding our
policies.

You should be knowledgeable of your health insurance benefits. Do not assume that we know what your
benefitsare. Y our insurance contract is between you and the insurance company unless you have been advised by
our staff that your Physician isaparticipant. If thisisnot the case, then we are not a part of your contract nor are we
bound by its rules.

Non Covered Services. All Services/Supplies deemed NON COVERED as noted in your carrier coverage manual
are the sole financial responsibility of the patient. These itemsinclude but are not limited to Supplies, Equipment,
Bandages, Splints, and Braces. Any and all charges that are Above the Reasonable and Customary are also the sole
responsibility of the patient.

Payment/co-payment for servicesisdue at thetime servicesarerendered unless payment arrangements have
been negotiated with your insurance carrier. Upon payment we will help you process your insurance claim for your
reimbursement.

If your carrier requiresa REFERRAL one must be presented at the time of service. By law a patient may not
be treated without a current, valid referral from your primary care physician, to authorize all services, including X -
Rays and Supplies. If your referral isnot available, your appointment may be rescheduled.

Laboratory Services. You must notify uswith name of your insurance carrier’ s participating lab. If thisisnot
available, you will be responsible for al lab fees.

Precertifications and Preauthorizations. You are responsible for confirming with our office any
preauthorizations/precertifications for procedures, test, and studies. Y ou must also alert us of any change in the date
and time of said procedures.

Patient Cancellations. We require 24 hour prior notification of appointment cancellation. If thisis not achieved,
we reserve the right to impose a cancellation fee for that visit.

PATIENT AUTHORIZATIONS

Claims Authorization- | hereby authorize any treating physician to furnish any and all records, medical history,
services rendered or treatment given to me or any dependent for purposes of review, investigation or evaluation of
any claim submitted to my health insurance carrier(s). | also authorize my insurance carrier(s) to discloseto a
hospital or health care service plan, self-insurer, or other insurer any medical information obtained if such disclosure
is necessary to allow the processing of any claim. If my coverage is under a group contract held by my employer, an
association, trust fund, union or similar entity, this authorization also permits disclosure to them for purposes of
utilization review or audit. Thisauthorization shall become effective immediately upon execution and shall remain
in effect for the duration of any claim or term of coverage with my insurer(s) including a reasonabl e time thereafter,
until its final consummation. This authorization is binding upon me, my dependents, heirs, executors and
administrators.

Assignment of Benefits - Private and Federal (Medicare) - | authorize payments of medical and surgical benefits,
including Medicare benefits, to be made either to me or on my behalf to this office for any services furnished by my
physician(s) to me. | authorize any holder of medical information about me to release to the Health Care Financing
Administration and its agents any information needed to determine these benefits payable for related services.

Litigation Disclaimer - It is understood and agreed that | am requesting examination and treatment for medical
purposes only, and not in connection with pending or proposed litigation. Should such litigation arise, it isfurther
understood and agreed that the treating physician will not participate in any way in litigation except to provide atrue
and accurate copy of any medical record and X ray in the possession and control of this office, pursuant to receipt of
aproperly notarized consent for medical information, requested by the patient or his/her legal guardian, and upon
payment of the usual fee.

Date: Signature/Print:




PULMONARY & ALLERGY ASSOCIATES, PA

NAME: DATE:

Thank you for trusting uswith your health care.
In order to provide you with the best of care, we ask that you take a few moments and fill out the information below.

What isyour reason for today’svisit?

Have you had any of the following symptoms recently? (please circle all that apply)

chest pain, chills, cough, fever, headaches, heartburn, hives, hoarseness, indigestion, nasal congestion, post nasal drip,
rash, sinus pain, shortness of breath, sore throat, swelling in legs or ankles, vomiting, weight loss, wheezing

MEDICAL HISTORY CURRENT OR PAST
NEL_JROLOGICAL/PSYCH ENDOCRINE
CARDIAC RESPIRATORY Sty Cholesterol
i epression Diabetes
Atrial fibrillation Asthma . . .
Angina Bronchiectais Multiple Sclerosis Thyroid (over/under)
_ ronchiectaisis Neuropathy Other:
Arrythmia Chronic Bronchitis hosi :
Congestive heart failure Collapsed lung ECS{]?ZS s'hsreni N
Heart Attack COPD e URNINARY
Hypertension Cystic Fibrosis Stroke Bladder
Mitral Valve Prolapse Emphysema TIA Kidney failure
Other: Lung Cancer ) Kidney Stones
Pneumonia Other: Enlarged Prostate
Pulmonary Fibrosis Urinary tract infection
GASTROINTESTINAL gar Co'ios's Other:
Acid Reflux Ot?']eg" pnea ALLERGY/SINUS
Anemia ' Eczema Gynecology
i Hives :
Bleeding Bieeding
Colitis Nasal p0|yps Breast Cancer
Cancer RHEUMATOLOGY Ra_sh_ . . Cervica Cancer
Diverticulosis Arthritis Rhinitis/seasonal allergies Hysterectomy
Hiatal Hernia Lupus Sinusitus Other-
Irritable Bowel Osteoporosis Other: .
Ulcer Rheumatoid Arthritis
Other: Scleroderma
EYES
Glaucoma
Describe any seriousillnesses or operations Cataracts
Other:

HEALTH HABITS

Have you ever smoked cigarettes? Yes/No
smoking? Yes/ No If no, what age did you quit?
Yes No

regularly
What is your current occupation?

Do you drink?

Do you exercise

occasionally

If yes, how old were you when you started?

If yes, how many drinks per week?

not at all

Areyou currently

About how many packs/day on average did you smoke?

Areyou or have you been exposed to dust, fumes, solvents, ashestos or silica? Yes No

FAMILY Alive

HISTORY

Deceased

Present state of health or cause of death

M other

Father

Siblings

Other significant family medical history




Pulmonary and Allergy Associates, P.A.

The Practice Of Pulmonary Diseases, Critical Care Medicine, Allergy And Immunology, Sleep Disorders, And Clinical Research

NAME DATE

Please fill out the information below and bring it with you on the day of your appointment.
THANK YOU.

ALLERGIES Check here is None

DRUG/ OR ALLERGEN REACTION

CURRENT ASTHMA OR BREATHING MEDICATIONS if any (ex: inhalers)

MEDICATION DOSAGE/FREQUENCY DATE STARTED

OTHER CURRENT MEDICATIONS

MEDICATION DOSAGE/FREQUENCY DATE STARTED

PRIOR ASTHMA OR BREATHING MEDICATIONS LAST 6 MOMTHS

MEDICATION DOSAGE/FREQUENCY DATE STARTED
Offices Located at: 1 Springfield Ave. 8 Saddle Rd.
Summit, NJ 07901 Cedar Knolls, NJ 07927
908-934-0555 973-267-9393

FAX: 908-934-0556 FAX: 973-540-0472




Pulmonary and Allergy Associates, P.A.

The Practice Of Pulmonary Diseases, Critical Care Medicine, Allergy And Immunology, Sleep Disorders, And Clinical Research

ACKNOWLEDGEMENT OF PRIVACY PRACTICE NOTICE
AND DESIGNATION OF DISCLOSURE

1. Acknowledgement of Privacy Practice Notice

I have received a copy of the Pulmonary & Allergy Associates’ Notice of
Privacy Practices:

SIGNATURE OF PATIENT /7 PARENT /7 GUARDIAN DATE

PRINT PATIENT’S NAME

[ JCHECK HERE IF YOU DO NOT WISH VOICE MESSAGES TO BE
LEFT ON YOUR ANSWERING MACHINE OR VOICEMAIL.

Il. DESIGNATION OF RELATIVE AND / OR CAREGIVERS TO
RECEIVE PRIVATE HEALTH INFORMATION
I designate the person (s) listed below as individual (s) involved
With my health care and/ or payment for services provided by PAA and they
have my permission to receive and / or discuss
Private Health Information with a PAA Health Care Provider. |
Also understand that | may change this list at any time by submitting a
written request to Pulmonary & Allergy Associates.

Print Name: Date of Birth (Month/Date)
Print Name: Date of Birth(Month / Date)
Signature of Patient/Parent/Guardian Date
Offices Located at: 1 Springfield Avenue 8 Saddle Rd.
Summit, NJ 07901 Cedar Knolls, NJ 07927

908-934-0555 973-267-9393
FAX: 908-934-0556 FAX: 973-540-0472





