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PATRICK F. SAULINO, M.D., LLC

3322 Route 22 West, Suite 505, Branchburg, NJ 08876

Tel: (908) 231-0041  Fax: (908) 231-0048 
PATIENT DEMOGRAPHICS

LAST NAME ____________________________________ FIRST NAME ___________________________ M.I._______  

NICKNAME ____________________________ SOCIAL SECURITY # ______________________ DOB: ____________ 

MARITAL STATUS ______________                 SEX:  ⁯   MALE     ⁫ FEMALE  

ADDRESS _______________________________________ CITY    ___________________ STATE _____ ZIP ________

HOME PHONE __________________________ CELL _________________________ WORK______________________

EMAIL _________________________________ SPOUSE’S NAME _______________________ PHONE:____________

PRIMARY CARE PHYSICIAN ______________________________________ PHONE # __________________________

WE MUST HAVE AN EMERGENCY CONTACT FOR MEDICAL PURPOSES

Name: ___________________________________________ Relationship: _________________________________

Daytime Phone: __________________________________

How were you referred to this office? ______________________________________ Phone: __________________________

INSURANCE INFORMATION – PLEASE PRESENT INSURANCE CARD(S) 

Primary Carrier: _______________________________ ID#: ______________________ Group #: ________________________

Name of Policyholder: ________________________________________________ Relationship: _________________________

Policyholder Date of Birth: ______/____/_____ Employer Name: __________________________________________________

Secondary Carrier: _______________________________ ID#: ______________________ Group #: ______________________

Name of Policyholder: ________________________________________________ Relationship: _________________________

Policyholder Date of Birth: ______/____/_____ Employer Name: __________________________________________________

AGREEMENT TO PAY FOR TREATMENT

I, the responsible party, hereby agree to pay all charges submitted by this office during the course of treatment for the patient. If the patient has insurance coverage with a managed care organization with which this office has a contractual agreement, I agree to pay all applicable co-payments, co-insurance and deductibles, which arise during the course of treatment for the patient. The responsible party also agrees to pay for treatment rendered to the patient, which is not considered to be a covered service by my insurer and/or a third party insurer or other payor. I further understand that if I do not show for an appointment or do not give 24 hours’ notice when cancelling an appointment, I may be responsible for charges up to the potential cost of the visit. 


X_____________________________________________     
 _______________________


   RESPONSIBLE  PARTY

          
  

DATE 
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PATIENT HISTORY
Name: _________________________________ Height: ___________  Weight: ___________________

Reason for Visit: ______________________________________________________________________

Pharmacy: ______________________________________ Phone Number: _______________________

Medication allergies: ____________________________________________ Reaction: ______________

Medication/Vitamin Name

Dosage



Directions

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Check Which Applies to You: 

______ Hypertensive

______ COPD

_____ High Cholesterol

______ Congestive heart Failure
______ Family History
_____ Diabetes

SURGICAL HISTORY 

Have you had any of the following procedures:          No
           Yes
If yes, please supply dates

	Stent
	
	
	

	Bypass
	
	
	

	CABG
	
	
	

	A-Fib
	
	
	

	Valve Repair/Replace
	
	
	

	Pacemaker  (Company Name)
	
	
	


Is there any other information you would like the Doctor to know about you or your family? 
____________________________________________________________________________________

____________________________________________________________________________________
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Patient Authorization to use or Disclose Protected Health Information
It is okay to leave a message on my answering machine at the following telephone number(s):

____________________________________________________________________________________

HIPAA – ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I HEREBY GIVE THE FOLLOWING PEOPLE PERMISSION TO RECEIVE INFORMATION FROM THIS OFFICE ON MY BEHALF: 

NAME: _______________________ RELATIONSHIP _______________________ PHONE #______________

NAME: _______________________ RELATIONSHIP _______________________ PHONE #______________
The information is used or disclosed at the request of the individual.

This authorization will expire one year from today.

I do not have to sign this authorization in order to receive treatment from Patrick F. Saulino, M.D., LLC. I have the right to refuse to sign this authorization. When my information is used or disclosed pursuant to this authorization, it may be subject to redisclosure by the recipient and may no longer be protected by the Federal HIPAA Privacy Rule. I have the right to revoke this authorization in writing to the extent that Patrick F. Saulino, M.D., LLC has acted in reliance upon this authorization.  My written revocation must be submitted in writing to the above address. 

_____________________________________________

_______________________________________  

Signed  







Relationship to Patient

_____________________________________________  

_______________________________________   

Patient’s Name (print)





Date

*The Patient/Legal Guardian may request a photocopy of this signed authorization *

