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ot & 3 A PATIENTINFORMATION - -+ 1n ey Y

Last Name: First Name: Middle Initial:

Date of Birth: Social security # Sex: __ Male __ Female

Home Address: City: State: Zip:

Home #: Cell#: Work#:

Email Address:

Marital Status: __Single _ Married _ Divorced __ Separated _ Widowed

Employment Status: __Full Time __PartTime __NotEmployed _ Self Employed _ Retired _ Military
ACE}ETHNICITY: & ANGUAGEINFORMATION St enidas Damiaryi s

Race: __White . African American/Black _.. Hispanic . Asian . Other Refusud

Ethnicity: ___Hispanic/Latino __ Not HispaniciLatino __ Cther __Refused

Language: __English __ Spanish __Other

o

L E

Name: V ' - Phone# - ;Relationsh:p

anary lnsurance Company

Policy Holder Mame:

Member ID#:

Policy Holder Date of Birth: ! f

Retationship to Palient:

Group#:

Secondary Insurance Company:

Policy Holder Name;

Member ID#:

Policy Holder Date of Birth: / / i

e
R
K 5‘-2:-4’\& i ’E‘éf

Name and Phone number:

Rx 1D#: RxBIN: RxPCN: RxGrp:

Relationship to Patient:
Groupi#:

restriptioninsiranceinformationsist!

-RELATED)TOAN AUTO ACCIDENT, OR WORKER'SICOMPICLUAIM 22 il Y ES s

337 +Een

If you answered ves to the above queslion, we regret to inform vou we will not be able to see you.
PRIMARY CARE DOCTOR:

REFERRING DGCTOR:

Signature of Patient / Legal Representative Date




Patient Name

PAST MEDICAL HISTORY

Please check ALL that apply and list date(s} of diagnosis if known.

.Date of Bigh _ 7

__ Abdorninal / Aorfic Aneurysm .. Head trauma ... Restless legs

.. Addisor’s Disease  When? __ Selzures

s Alzheimer's Disease . Headaches . Severe headaches

... Anemia . Heart disease __ Migraines

__ Angina .__Heart aftack? __ Sleep apnea

__ Anxiety Age? . Stroke

__ Authritis <. Hemorrhoids — Syncope

.. Asthma _ Hepatitis . STD

... Atrial Fibrillation / Flutter _ High blood pressure What type?

- Benign Positional Vertigo __Hiv .. Thyroiditis

_.. Bipolar Disorder __ Hydrocephalus s TIA

... Blindness __ Hyperthyroidism - Trigeminal nsuralgla

. Blood clot ar clotling disorder . Hypothyroidism <, TUberenlosis
Type: : __ Urinary incontinence . UTls

.. Brain hemorrhage . Bowe! incontinence . Vertigofdizziness
When? _ Infraceanial / Brain aneurysm ... Visual problems

... Cancer ~ Intracranial / Brain tumor .. Walking difficutty
Type? . .. N __ lrregular heatbeat

... Cardiac murmur . dJalindice

___ Carotid disease .. Kidney failure __ Frequent fails

___:Cataracts ... Kidney stones .. Hearing Aids

_..Cirthosis of iver 2 Liver fallure . Wear glasses

__Colitis __ Back pain . Wear contacts

. Congestive Heart Failure Where?

. COPD / Bronchilis / Emphysema _.. Low platelet count

.. Crohn's Disease .. Lyme disease .. Other:

___~ Dementia . Macular degeneration

. Depression . Meningitis

. Diabetes Melfifus Type 1 _ Mitral valve prolapse

_... Diabetes Mellitus Type 2 .. Multiple sclerosis

—. DVT (deep venous thrombosis) __ Myasthenia gravis

.__ High cholesterol . Ostecporosis / Osteopenia.

.. Epilepsy . Parkinson's disease

. Essential / Familial fumor . Parkinsonism

.. Fibromyalgia —.. Peptic ulcer (stomach / jejunal)

__ GERD {acid reflux) ... Peripheral neuropathy

.. Gl hemorrhage .. PFO

.. Glaucoma __ Preumonia

__ Gout .. Psoriasis

.. Hallucination/Delusion - PT8D




CONSENT TO SHARE CONEIDENTIAL MEDICAL/BILLING INFORM
Palient's Legal Name: Patient's Date of Bisthy ___

{ HEREBY AUTHORIZE ADVANCED NEUROLOGY LLC TO SHARE ANY RELEVANT MEDICAL INFORMATION REGARDING
THE ABOVE-NAMED PATIENT, INCLUDING BUT NOT LIMITED TO, INFORMATION ABOUT APPOINTMENT TIME, DATE AND

REASON FOR VISIT, BILLING INFORMATION, MEDICATIONS AND MEDICAL INFORMATION WiTH THE FOLLOWING PEOFLE:

FULL'NANE - DOB, _RELATIONSHIE

FULLNAME DOB, RELATIONSHIP

| undersiand that | may cancel this consent at any time in writing to Advanced Neurology, LLC but that canceling it wili not
affect any information that has already been relcased.

Patient Signature: Date:

MEDICARE MEDICAL BENEFICIARIES PLEASE SIGN BELOW
Statement to permit payment of benefits from Medicare to provider, physicians, and patients

1 request that payment of authorized benefits be made to aither me or on my behailf for any services furnished to me by
Advanced Neuroloay Dr. Mahmood Alnahass, including physician services. | authorize uny holder of medical or ather
information about me to release to the heaith vare financing administration and its agents any information needed to
datermine these benefits or benefit related services,

Name of Beneficlary Medicare | HICN# Wiedigap { Supplement E?#

Signature of Beneficlary Date

FINANCIAL POLICY
Please inftial cach ine and sign below
[ authorize troatmant of the person namad ahove and agroe to pay ali feas and charges for such

sreatmant. | agres to pay all charges shown by statement, promptly upon presentmient, unless cradit
arrangements are made prier with the billing departmient.

i Heroby authorize the assignment of any instrance benefits and agree to be liable for any remalining
Balance not paid by Insurance or othar benefits. In.addition to the remalning balance, T agree to pay ali
collection costs and reasonable foes in the event tho delinquent account is turned over to our atlormeys
or collection agency.

§ authorlze the release of any medical or other Infarmation necessary fo procosy clalms.

| authorize Advanced Neurology LLC to communicate appolntment reminders and genetal messages
through all provided points of contatt, which may inclade 1.8, mailing addvesses, eoalt addresses
andlor telsphone numbersivalcemail,

E understand that 1 will be charged a no.shaw fee of $125 for new patients and $75 for established patients
IE] o not give 24 hotrs advance notice of cancellation.

1 have heen given the opportunity to review Advanced Neurology's Notice of Privacy Practices.
1 understand it Is my responsibitity to submit documentation If | have a Power of Atlerney.

| have been given the opportunify to review Advanced Neurology's financial policy and 1 agres to abide by
its guideiines.

signature of responsible party 7 Relation to patient Pate
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To comply with Govemment standards & improve our record keeping, itis imporiant that you iifl out thisform a
5o that we may gather information i & more meaningful way for your frealment & care.

Patient Name, S — Dale of Birihy

vy

Pharmacy Mame, Phone#, Cily/Stater ... ...
Refeming Physiclan name, Phoret, CityfStates )
Primary Care Physician name, Phones, City/State:, e

SOCIAL HISTORY

Mantal Status:  [ISingle [IMarded [ 8eparated [1Divorced OWidowed
Curentsmoker? [INe [Yes  ___ packsperdayfor ___ years

Fomersmeker? ONo  [IYes ___ packs perdayfor ___ years When did you quit?
Do you drink aloobiclic beverages? {JNo  [iYes if yes, ____quanlity & how offen
Druguse? (INe  [IYes lfves, please list, SR
Education:  [JHighscheol  [fTradesschool [ College  []Other . ,
Exercise regularty? [JNo  [IYes Sexvally sctive? {INe  [JYes Praclice safe sex? [GNo []Yes

Doyoulvealone? [No  [IYes  Ifno, please list the name & refationship N,
GYNECQLOGICAL HISTORY

Date of last menstival A How raany children?

w0l #pregnancies  ___ Fulltem  __ Predemn . Luing ___ Miscamiages

e tEnapassal —Postmenopausal  ___ Premenopausal

IMMUNIZATIONS/PROCEDURES

Approximate date (MO/YR) of tast Influsnza Varcine 2 . [1Declined [INever received
Approximale date (MO/YR) of last Pneumania Vaccine [IDeclined {Hever received
Approximale date (MOIYR) of fast Colonoscopy } [0sclined {"tNever recaived
Approximate date (MOIYR) of last Mammogram____ ' » {Dedlined JNever recelved
Appraximate date (MO/YR) of last Pap smear [1Declined [IMever recalved

Do you have ALLERGIES fo medication?




Palient Nama

Daie of Birlh

FAMILY HISTORY

**Check all that apply™ Bis iy 18 |2 = o | =

Tl lz |2 lz 51869 15 |5

- = XN O 77 ] O ] =2 = il o

» Health status {A)-afive (D) deceased ADTA A " ADIADIADIADIA D7 A iJ( A

Alzhelmer's disease

Asthnitis/Joint.pain i ;

tAdrial fibrillation ¥ =

-Bleeding disosder E| -

:Blood clots/clotiing disorder

Brain malignaney .~

Y Cancer  Wnatype?

‘LCoronary-artery disease
t'Dementia

Diabetes Mellitus __Type,1 or_lype 2

1 Elevated cholesterol

1 Epilepsy / Seizures

1 Headaches [ Migraines

Heart attack/il. Age

4 Heart Disease

4 High blocd pressure

Intracranial/Brain aneurysnt

Intracranial/brain tumor

Mental/lEmotional lllness

1 Miscarriages

Movement disarder

Miltiple Selerosis

Muscle weaknetsfdisease

Nerve disease. . .

1 Parkinson's disease

Stroke/TIA age

1 Thyroid diseases

1 Tramorls

Ottfgr Family Fistory not mentioneds ;




Patient Nama

Dale of Bisth

PAST SURGICAL HISTORY

Plezse check ALL that apply and list date(s) of surgery if knowns

... Abdominal surgery
... Aortic aneurysm repalr
__Aortic valve replacement
___Appendectomy surgery
___ Bariatric surgery (gasiric bypass surgery)
... Bilaterai fubal ligations
_.. Bone fraciure surgery
.. Brain tumor resecfion
___Breast biopsy
... Breast removal (mastectomy)
__ Cancerbiopsy
. Cancer resection *
___Carotid endarterectomy
... Carotid stent placement
. Carpal tunnel releass
... Cataract exiraction
__ Cerebral angiogram
__ Cervical surgery:
_.. Microdiscactomy
___Spinal fusion
. Spinal laminectomy
... Cesarean section
. Cholecystectomy (galtbiadder)
___Coronary angiogram
... Coronary angioplasty
... Coronary bypass surgery/CABG
. Coronaty stent placement
.. Crantectomy/Cranictomy
.. Detached refina surgery
... Dilation and curetiage
_ Foot surgery
___Hip arthroplasty surgery
___Hip replacament surgery
. Hysterectomy surgery
__ Inguinal hernia repair surgery
___Infracranial aneurysm clipping/coiling
___Knee arthroplasty procedure
.. Knee surgery/replacement

L

- LASIK surgery
.. Lithotripsy for kidney stones
__Lumbosacral surgery:
—_ Microdiscectomy
-._ Spinal fusion
... Spinal laminectomy
o bung surgery
. Mitral valve replacement
.. Nasal septum surgery
.. Nephrectomy (kidney resection)
.. PacemaketiDefibrillator placement
. PEG tube placement
e PTOSTale resection
.. Radiation therapy
. Rotator cuff repair surgery
... Shoulder reconstruction
... Sinuses surgery
... Skin cancer rasection
. Spinal stimulator insertion
__ Subdural hematoma removal
.. Tonsillectomy/adenoid resection
__ Thoracic surgery:
___ Microdiscectomy
__ Spinal fusion
- Spinal laminectomy
... TURP for prostate :
... Ulnar narve release
. Uvuloplasty
.. Vasectomy procedure
__ VP shunt placement
.. Wrist surgery

— Others




