
Patient Information

North American
HEROES'MEDICAL

Patient Name:

Patient Address:

State:

Patient SS#:

Pharmacy:

Gender:   M    /    F       E-mai\:

Home phone: (               )

Patientstatus: (Circle)    Single    Married   Other

Patient's Employer or School:

Date of Birth:

Pharmacyphone: (              )

_Cell Phone: (
Town:

Employed: (Circle)  Y  /   N                              Student: (Circle)  Full-time      Part-time

Employer or school phone: (              )

Patient representative name(print), relationship to patient, and phone number:

Ext:

Current Primary Care Provider:

lnsured's(po\icyholder)  Name:

Provi der Phone:

Patientrelationshiptoinsured:     Self     Spouse       Child        Other

I ns ured's Address :

lnsured's DOB:

State:

Ce\\ Phone: (                )

Gender:  M    /    F       Homephone:(               )

Insurance ID Number:

lnsured's Employsr or School Name:

Insurance Plan or Program Name:

Prirnerylnsurance(GrouporFECANumber):

Secondary or CIther Insurance Policyholder Name:

SecondarypolicyHolder'§D0B: Gender:  M    /    F

Secondary Insurance Plan Name or Program Name:

Emergency Contact:

Home phone: (               )

Who referred you to us?

Cell phone: (                )

ReLationshiptopatient:

I requ eat th at payment of authonzed [n al ran ce ben Ofits, in cfu ding Medicare, if I am a Medicare ben eficiary, b e mad e on my bch alf to the orga"zat]on llsted before for a'`y
services,  su pplies, or eq u ipment provided to me by the organ Lzation .

I authorize the rctease of any med ical or otli er informatlon n eces§ary to determ ine these benefits or the benefits payab le or related services or equ ipment to the
organization, the Centerof Medlcare and Medicaid Services (CMS), my insurance carrier orother medical entity  A copy of thls authorization will be sentto my CMS, my
insurance company or other entity if requested . The o rlglnat ALith o nzato n wlll be kept on file by my organ ization .

I und erstand that I am financially responsible to th e organ izatl.on for any ch arges that are not covered by health care benefits. It is my respo n sibitfty to n otify th e
organization of any ch anc3s in my h ealth care coverage. I n some cases. exact in su ran ce ben efts cann ct be d etermined untll the Insurance com pany recer\/es the claim I
am responsible for the entire bill or balance of the bill a8 determ in ed  by the a rgan ieatio n and/or my health care ln §u rer if th e su bmitted clains or any part of them are
denied for paym ent. I u nderstand that by sign ing th is form I am acceptin g fin anciaL respon sibilfty as explaln ed fo r all payme nt p rod u cts reeeived .

O rganjzatjon : N orth Amencan Hcoes Medical

Nameofpatlentorrepresentath/e(pnnt):

Signatureofpedent

Relat'on sh ip to patent:

Date:



North froerican
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Name:
CO N FI DE NTIAL H EALTH  H ISTOBY QUESTION NAIRE

Gender:M /F                      DOB:
Last Exam: Pleason for today's visit:

Symptoms (Check / if you cu rrently have or had I n the past year)
General

IJch''lls

DDepression

l]Dizziness

lJFalnting

lJFever

EHeadache

•] Loss of sleep

lJweight ,oss

lIAnxiety

l]Numbness

IJsweating

l]Seizures

lJothers:

M en 0 n lv

1] Breast lu mp

I]Erectiledysfunction

l]Testicular pain

I]Penjsdischarge

l]Sore on penis

l]Swollen scrotu in

Hother:

Gastrolntestinal

HPoorappetite

l=Btoat,ng

l]Constipatton

l]Diawhea

DExcesivehunger

1]Excessivethirst

DGaspain

l]Hemowholds

l]Nousea

ERectat bleeding

•]Stomach palm

I]AbdorrMnalpaln

lvomit'ng

l]Vonitingbtood

Hother:

Women Only
l]Ab no rmal pap smear

lJBleeding

1] Breast lu mp

I]Menstrualpain

I]Hotflashes

l]Nippledischarge

I]Miscarriage

Eve Ear NoseThroat

I]Bleedinggums

]Bfunyvision

• Cfro ssed eyes

EDoublevision

1] Earache

1] Ear discharge

•]Hayfever

l]Hoarseness

l]Nosebleeds

1]Persistentcough

•Hearingloss

1] Rlnglng in  ears

l]Sinusprobtems

I)Vrsienprobfro

lJother:

l]Painfulintercourse

l]Vaginal discharge

• Date of last menstrual:

l]Mammogram:

J o I nt/M u scle/Bo n e

l]Arms     DHips

l]Back     l]Legs

l]Feet      ENeck

1] H ends 1] Shou lders

Cardiovascular

l] Ch est pain

]Hypertension

I]Lowpressure

1] Irregu lar  pu Lse

I=pa,pitations

•Ankleswelling

l]Varicose veins

Dother:

1] Last pap smear:

a Currently pregnant? Yes / N o

1]  No. Of Children:

e±££!s./ifvoucurrenttwhaveorhadanvOfthefollowlng:
l]Alcoholism                               I]Cancer                                        l] Bleeding disorders

•]Anorexia                                     l]Kidneydisease                        l]Chickenpox

E]Buumia                                         I]Measles                                       l] Psychiatric issiles

l]Diabetes                                   I] M umps                                      l]Glaucoma

l]Epitepsy                                     l] Mononucleosis                      l] Hepatitis

EGolter                                        l] Heart disease                         l] Herpes zoster

l]Gonorrhea                                l] High cholesterol                    l]Venereal  disease

I] Pacemaker                                l] Arth riti a                                      l] An em ia

•Chemical dependeney       l]Cataract surgery                   I]HIV-positive

l]Appendicitis                              l]Scarlet Fever                             l] Migraine

lJGout

IJHernia

l]Thyro id fever

DAsthma

l]Bronchltls

I]Emphysema

qstroke

1 ulcers

l]Multiplesclerosis

D other:

lsyour asthmamoderateto severe?   Yes/ NoorN/A
Do you have  a hi§toryof re§plratorydisease?  Yes / No
Have you ever  had an anaphylactic  reaction requiring medical attention?    Yes / No
ln the past year,  have you had an allergy scratch test or immunotherapy medication made foryou?         Yes / No
Haveyou ever taken anyallergy  medication includingallergyshots?Y/N     lfyes,  please list:
Have you ever taken any steroid§? (oral, inhaled, ortopical) Y / N                       lf yes,  please list:

Patientsignature:

Sk'n

|Brulseeasjty

IJ H ives

I]Molechanges

I) Itching

lJ Rash

IJscars

• Sores wont h eal

lJothers:

Genitourinarv

1] Blood  in  urine

I]Frequenturination

1]Nobeddercontro1

l]Painfulurination

lJother:

Allerg,es:

Auto lmmune Disorders:

Physician signature:
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PRIVACY  NOTICE

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION  ABOUT  YOU  MAY BE USED AND  DISCLOSED  AND HOW
YOU  CAN GET ACCESS  T0 THIS INFORMATION.  PLEASE  REVIEW IT CAREFULLY.

Effective April 14th, 2003

The privacy of your medical information is important to us. You may be aware that U.S. government regulations established privacy
rule  (HIPAA)  governing protected health information. This notice tells you about how it may be used, and about certain rights  that
you have. The Office Manager oversees privacy matters at your facility. You can contact hin/her at 732-5034373  if you desire to
have any questions or concerns.

USE AND  DISCLOSURE  0F PROTECTED  INFORMATION

Federal law provides that we may use your medica I information Q'rotected Health Info) for treatment of you without further no tice to
you. For example, we may send your referring physician a copy of your initial evaluation or a periodic progress report to let them
know how your care is progressing.  Federal law provides thatwe may use yourpHI for healthcare operations without fulther no tice to
you, or whtten authorization by you. For example, our accountants may see your name, dates, or treatments and procedure codes
during audits for our records. We may use or disclose your medical infomation, without further notice to you, or specific
authorization by you. Required by law, for pubhc health purposes, in judicial or administrative proceedings, to report child  abuse, by
health oversite agency for oversite activities. Authorized by law,  such as the Department of Health, Office of Professional Discblme
Medical Conduct. Pemitted by law to a funeral director, law for organ donation purposes, to avert a  serious threat to health  or safety,
by military authonties if you are a member of the amed foroes for the United States, and for researoh purposes. Newjersey law
provides additional protection for information regarding HIV/AIDS. We will  continue with New  Jersey  State law with respect to such
infomation. We may contact you by emaiL text message, or phone at your residence, or on your cellular phone to remind you o f
appointments or to provide infomation about treatment alternatives. Unless you instruct othelwise, we may leave a message for you
on any answermg device or with any person who answers the phone at your residence. You can make reasonable requests, in wnting,
for us to use alternative methods of communication with you in a confidential manner. Other uses or disclosure of your medical
infomation will be made only with your wntten authonzation. You have the right to revoke any whtten authoriz ation that you give.

RIGHTS THAT YOU HAVE

You have the right to request restrictions on some of the uses or disclosures described  in the previous document. Except as stated
below, we  are not required to agree to such restrictions.  You have the richt to inspect and ol)tain copies of yo ur medical infomation (a
reasonable fee will be charged.)

You have the right to yourmedical information. Such requests must be in whmg and must state the reason for the requested
amendment. If we disagree with any requested amendment, we will further notify you of your rights.

You have the richt to request accounting of any disclosures we make of your medical information, except for disclosures we rna ke to

you, to carry out treatment, payment, or health care operations, or as requested by your written authorization, or as permitt ed of
requied under 45 CFR  164.502 or for emergency or notification purposes, or for national securlty or intelligence purposes as
permitted by law (or for research orpublic health purposes after being de-identified or llmited to remove personally identifiable
information) or disclosure made before April 14!h, 2003 .

OBLIGATIONS  WE HAVE

We  are required by law to maintain the privacy of protected health information and to provide individuals with notice of our legal
duties and our privacy policies. We  are required to abide by the tens of this notice as long as it is currently in  effect. We reserve the
right  to revise this notice and make a new notice effective for all protected health information we maintain. Any revised notice  will be
posted in  our facihty, and copies will  be available here. Ifyou want to file a complaint about violations of yourprrvac y right,  you have
the richt  to file a complaint with the Secretary of the Department of Health and Human Services of the United States. You may also
file  a complaint with us. Complamts will be directed to the Office Manager. No retaliatory.

Signature:
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HIPM Form
NorthAmchcanHeroesMedicalwouldti<eyoutoknowhowyourpatentHealthlnformationtryll)isgoingtobeusedinthis

officeandyourrgrtsconceningthosereeords.Beforewebqgivanyhcalthcareoperatiens,wemustrequireyoutoreedandsgiv

thisconsentformstathgthatyouunderstandandapee\^fthhowyourrecordswhlbeused.

1.    The patient understandsand agreesto allow North American Heroes Medical to use their Patient Health

Information for the purpose of treatment, payment healthcare operations, and coordination of care.

2.    The patient has the right to obtain a copy of his or her own health records at any time and request

corrections. The patient may request to know what disclosure has been made and submit in writing any

further restrictions on the use of their PHl. Our office is not obligated to agree to those restrictions.

3.    A patient's consent needs only be obtained onetime for all subsequent care given to the patient in this

office.

4.    The patient may provideawrittenrequesttorevokeconsentatanytimeduringcare.This would not affect

the use of those records for the care given prior to the written requ est to revoke consent but would apply

to any care given after the request has been presented.

5.     Foryoursecurityand righttoprivacy, allstaffhavebeentrained inthe area of patient record privacy and a

privacy official has been designated to enforce those procedures in the office. We have taken all

precautions that are known by the office to assu re you that your records are not readily available to those
who do not need them.

6.     Patients have full rightstofiLeaformatcomplaintwithour privacyofficiaLabout any possiblevioLations of

this policy and its procedures.

7.    Ifthe patient refusesto sign this consent for the purpose of treatment, payment, and/or health care

operations, the doctor has the right to refuse to give care.

I have read and understand how my Patient Health  Information will be used and agree to these policies and

procedures.

Name Signature Date
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CONSENT FOR OUTPATIENT TREATMENT AUTHORIZATION

1.       I hereby authorize the hospital, the physicians, dentists, and other healthcare professionals to provide such medical care and to

administer such treatment, including immunizations, as doomed necessaryor advisable to me or the named patient each time I or the

named patient presents to an ambulatory care servlce. To the extent pos9ible,I have been informed Of rl`sks and compllcations that

may occur and that may be available.

2.       I acknowledge that no guarantees orassurances have been made to me concernJngthe results Intended for mytreatment.

MEDICARE PATIENTS
3.       18uthorize any holderof medical orother information about meto rolease the social securityAdmlnistration, its intermediates or

carriers Of any information needed for his or related Medicare class. I perm it a copy of this authorization to be used in p` ace Of the

original, and request payment of medical insurance benefits either to myself or to the partywho accepts assignment below .

GUARANTEE OF ACCOUNT
4.       For and in consideration of service rendered to (name of patient) bythis facility,I  hereby

agree to pay the full bill for all the charges which are not covered by Bluecross, Workers Compensation,  or any balance due which is

not covered by insurance or excluded by a co-I nsurance clause.

RELEASE OF INFORMATION
5.       I permit the hospitaltodisclose allor part oftho above patient's medical records to anyperson, corporation, or agencywhen required

for the collection of benefits or payment of hospital charges.

ASSIGNMENT OF BENEFITS
6.      I assign tothe hospital all benefits from anycorporation, agencies, and person for these services. I authorize payments of these

benefits directly to the hospital

DISCLOSURE OF FINANCIAL INTEREST

7.      State requirements and the center for Medicare & Medicaid sermces requjrethatwe disctoseto patients a physician's financi al

interest i n an am bu`atory surgical center or other health center to which the physician refers his or her petients. The follo wing

physicians have a 100q/a economic interest in Heroes Medical CIInic, Located in New Jersey.

Dr. Abhijeet Rastogi. MD

Dr. Kieran Slevin, MD

8.      I confirm that I have read andful`y understandthe above.

Pati ent/I]e`ative or Guardi an :

Pri nt Name

Relationship(ifslgnedbyotherthanpatient):

Interpreter(if required):

Witness:

Print Name

OuARANTOR:

Print Name

Signature

Signature

Signature
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PAYMENT NOTIFICATION ACKNOWLEDGEMENT

Please be advised that we are an OUT OF NETWORK  facility and you will receive payment from your insurance
camer for the services that we have provided for you. This payment will be in YOUR NAME  and the provider listed
will  be

payment for services rendered.

1'

. The payments you received must be endorsed and submitted to us for

understand and acknowledge that I may be personally reinbursed
for medical services rendered to me by North American Heroes Medical from my insurance camer and that I am
liable  for the remittance of all payments. I understand that all Checks and Explanation of Benefits should be

endorsed and submitted to North American Heroes Medical within 30 days of receipt of payment.  Should I cash the
checks, I legally  assume full responsibhity  for any and all outstanding ba lances. If payment is not submitted within
30 days, you will be refened to our collection agency.

Patient:

Signature:

Witness:

North American Heroes Medical
202 Rt. 37 W

Suite  5

Toms River, NJ 08755

Any questions or concerns, please contact the Office Manager at 732 -5034373 , Ext.1511.
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I hereby authorize North American  Heroes  MedicaLto use pictures of me (or mychiLd/ward)

taken in a photograph, digital image, videotape, motion picture, and/ortestimonial (written

words). The undersigned hereby releases North American Heroes  Medical, its agents or
employees, as well as any and all users and exhibitors or said pictures, from any and all

claims, demands, accountings, and causes forwhich the aforesaid videotape, testimonial,

motion picture, digital image, or photograph likeness may be used pursuant to this
consent and general release.  It is also my understanding that I will receive  no

com pensation for my li keness or testi mania l.

Date:

Name(Print):

Signature:

Name of person(§) in photo:

Address:

Phone Number:

Email:

Witness Name (Print):

Witness Signature:
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Date:                                                                                                    **For staff use only**
Attention :                                                                    Fax:
RE:                                                                               Date of Birth:

RELEASE 0F MEDICAL RECORDS
Authorization for Use or Disclosure of Protected Health Information

I . Authorization
I authorize (healthcare provider) to use

and disclose the protected health information described below to North American Heroes
Medical.

2. Effective Period (Choose One)
This authorization for release of information covers the period of healthcare

from:
A.   I                                 to

OR
8.   I all past, present, and future periods.

3. Extent of Authorization (Choose One)
A. I I authorize the release of my complete health record (including records

relating to mental healthcare, communicable diseases, HIV or AIDS, and treatment of
alcohol or drug abuse, other pertinent infomation unless excluded (see below)).
OR

8. E I authorize the release of my complete health record with the exception
of the following information:

I Mental health records
I Communicable diseases (including HIV and AIDS)
I Alcohol/drug abuse treatment
I Genetic Testing Results
I Other ®lease specify):

4. This medical information may be used by the person I authorize to receive
this information for medical treatment or consultation, billing or claims payment, or
other purposes as I may direct.

5. This authorization shall be in force and effect until
or event), at which time this authorization expires.

(date
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6. I understand that I have the right to revoke this authorization, in writing,
at any time. I understand that a revocation is not effective to the extent that any

person or entity has already acted in reliance on my authorization or if my
authorization was obtained as a condition of obtaining insurance coverage and the
insurer has a legal right to contest a claim.

7. I understand that my treatment, payment, enrollment, or eligibility for
benefits will not be conditioned on whether I sign this authorization.

8. I understand that information used or disclosed pursuant to this
authorization may be disclosed by the recipient and may no longer be protected by
federal or state law.

Signature of patient or personal representative

Printed name of patient or personal representative and his or her relationship to patient

Patient Initials:
Today's Date:

Patient's Date of Birth:


