
PAT:ENT:NFORMAT:ON:

Last Name:
Midd!e!nitia!:

Mailing Address
Zip:

Phone Number: Home

Patient Registration

First Name:

City:

Ce‖

State:

Work
Date of Birthi Gender: M F
Social Security #:
Race: Ethnic:ty:

Email address:
PAT:ENT EMPLOYER:NFORMAT:ON
Name of Company:
Phone Number:
Street Address:

State:_____Zip:
:NSURANCE POLiCY HOLDERINFORMAT:ON
Primary
lnsurance:

Marital Status:

City:

Subscriber lD#:
Group#:

Last Name: First Name:

Date of Birth:

Relationship to the Patient:
Secondary
lnsurance:

Middle!nitial:

Gender: M F Social Security #:
Marital Status:

Subscrlber lD#:

First Name:
Last Name:

Midd:e!nitial: Gender: M F
Marital Status:Social Security #:

Date of Birthi

Group#:



* Emergency Contact:
Phone #:

How did you hear about us (circle one):
family newspaper mail out / flyer television employee
intemet drive by billboard / sign friend refening physician
walk in yellow pages referred by employer patient school nurse

I certify that the information provided above is complete and accurab to the best
of my knowledge.

Signature of Patient or Patient Representative Date
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Office Policv

co-Pays are payable at time of visit. Co-Pays need to be paid each time you

visit with the doctor even on follow up visits.

Self-Pay patients must pay CASH ONLY! No Checks/Credit Cards will be

accepted. Self-Pay patients must pay each time they have an office visit.

Patients who take medications on a regular basis need appointments every

three months.

Any patient that needs medication refills after 3 months need to have an office

visit first.

Antibiotics will not be prescribed over the phone. ln an event of an emergency,

Dr. Khan will give a 3-Day supply and patient must follow up within 48'Hours'

Referrals and pre certifications will not be done if patient hasn't had an office

visit within 3 months.

Patient must notify us prior to office visit of any insurance changes otherwise

insurance company might not pay and it will be the patient's responsibility.

Any address or telephone number changes must be changed with the front

desk.

9. Kindly notify us 24 hours prior to cancellation of appointment to avoid $25.(x,

no-show fee.

10. Blood test will only be done with a prescription.

11. AS OF SEPTEMBER !s, 2O!2, A $10.@ FEE WILL BE CHARGED TO COMPLETE

DISABILITY FORMS.

12. Effective January 1*, 2015 completion of all medicals forms will be a charge of

s10.(xr.

7.

8.

SiGNAURE                           DATE
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Dc*en S Kien MD PC
l:16 Nc$ Brurswick Ave Rtrr eddrts
Hopebwo, NJ 08t61
Pbone: 73!{97- 19 19 Fl: 732{97-92t17

Patient Responsibly For Follon'Up Care

Acknowledgement end Promise

l. {pnnt fuil namci. ackao*Jedgc and urdersund $at e}en with

thc cxercise of good medical care" a physician carumt alrvaYs ass[e lhe suocessful trcatmcnt and

rcsolurion ofmy medical pohlems. Thereforc, I undcrsand that it is impoaant fiar any and all

recommcndations by my physician ar follo*cd promprly and complerely in ordcr to incrcasc the

like hood ofa posilive arrd heatrh), rreatmen/oulcome.

I aknowledge and undersand rhat if m1' ph-vsician prescrilrs medicine. it is my sole

responsibilit-v to fill the p*cscription promptl;' and lo take tlr mcdicine as dircctcd to complctioo.

I also urdedarld tut if my physician refels me lo sce anodler dclor or for a tcst such as a btood

resi. and MRl, or CT scan. or other diagnosric study. lhis r€colunendation is importan! and

cssatial to $e uhimate srscss of m1' trcstDeny'outcrmc. t udeasund thal it is my sole

resJronsihiliq to see lhe consuhitrg physician or to obtain the recommcndcd tcst Es ptomPtly as

possiblc. I rccognizc that it is not possiblc for m,v ph;-sician or her oflicc to follow-up ro ensrre

*ral I have follou'cd lpr recommendations. Tlrrcfore. I undersland $at if I fail to pomply sce

the recommended spcialis or oblain rhe rcsring for *{tich I rt'as referred, rhis may compromisc

m]'currem beahh or irrrcasc future healrh risks as the rcsuh ofthc failure to follow d: advicc of

my doctors,

Sig:nature ofpatient or guardian Datc-



Do l Need a ttestfor PAD?

Peripherol Arteriol Diseose (PAD) is o serious circulotory problem in which the blood vessels thot corry blood to
your orms, legs, broin, or kidneys, become norrowed or clogged. lt olfects over 8 million Americans, most over

the age of 50. lt moy result in leg discomfort with wolking, poor heoling of leg sores/ulcers, difficult to control
blood pressure, or symptoms of stroke. People with PAD ore ot significantly increosed risk for stroke ond heon
ottock. Answers to these questions will determine if you ore ot risk for PAD ond if o vosculor exom will help us

better ossess your vosculor heolth stotus.

Name: Date:

Circle "Yes" or "No"

No

No

Do you have foot, calf, buttock, hip or thigh discomfort
(aching, fatigue, tingling, cramping or pain) when you walk
which is relieved by rest?

Do you experience foot or toe pain that often disturbs your sleep?

Do you experience any pain at rest in your lower leg (s) or feet?

Are your toes or feet pale, discolored, or bluish?

Do you have skin wounds or ulcers on your feet or toes that
are slow to heal (8-12 wks)?

5. Has your doctor ever told you that you have diminished or absent
pedal (foot) pulses?

7. Have you suffered a severe injury to the leg (s) or feet?

8. Do you have an infection of the leg (s) or feet that may be

gangrenous (black skin tissue)?

9. Have you ever smoked?

10. Have you previously had a stroke?

11. Have you been diagnosed with
Diabetes?

12. Have you been diagnosed with High blood Pressure?

13. Have you been diagnosed with High Cholesterol?

Patient Signature:
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Physician Signature: Note:


