
Perry B. Herson, MD -- Endocrinology
105 Hillside Avenue, Suite 1A
Williston Park, NY 11596
516-746-0772

Patient Demographics
Please Print

Name (First/Last)________________________________________________________________________

Street Address: _________________________________ City:______________________State:_____________

Zip Code: ____________ Home Phone#: _______________________ Cell Phone#: ______________________

Date of Birth:  Month________________ Day_____________ Year_______________    

Circle Sex:  Male/Female          Marital Status: __________        Email: ______________________________

Employer: _________________________________   Occupation: ____________________________________

Insurance Information:
Primary Insurance: 

Name of Insurance: _______________________________     ID#: ____________________________________

Insured's Name: ____________________________________Insured's Date of Birth: _____________________

Relationship to Insured:         Self         Spouse         Child           Domestic Partner        
         

Secondary Insurance:

Name of Insurance: ________________________________   ID#:____________________________________

Insured's Name: ____________________________________ Insured's Date of Birth: ____________________

Relationship to Insured:         Self         Spouse         Child          Domestic Partner                 


Name of Referring Physician / Primary Care Physician:

Dr.________________________________________ Phone Number__________________________________

Emergency Contact:

 Name: ___________________________________________________________________________________

Phone Number: ____________________________________________________________________________
Patient Responsibility Form


Patients Name: ___________________________________________ Date of Birth:______________________

1.  Individual's Financial Responsibility:
-I understand that I am financially responsible for my health insurance's deductibles, coinsurances, or non-covered services.
-Copayments are due at the time of service.
-If my plan requires a referral, I must obtain it prior to the visit.
-In the event that my health plan determines a service to be "not payable", I will be responsible for the complete charge and agree to pay the cost of all services provided.
-If I am uninsured, I agree to pay for the medical services rendered to me at the time of service.


2.  Insurance Authorizations for Assignment of Benefits:
I hereby authorize and direct payment of my medical benefits to Perry B. Herson, MD on my behalf for any services to me by my provider.


3.  Authorization to Release Records:
I hereby authorize Perry B. Herson, MD to release to my insurer, governmental agencies, or any other entity financially responsible for my medical care, all information, including diagnosis and the records of any treatment or examination rendered to me needed to substantiate payment for such medical services as well as information requires for precertification, authorization or referral to other medical providers.


4.   Medicare Request for Payment:
I request payment of authorized Medicare benefits to me or on my behalf for any services furnished by Perry B. Herson, MD.  I authorize any holder of medical or other information about me to release to Medicare and its agents any information needed to determine these benefits or benefits for related services.


5._**IT IS UNDERSTOOD DR. HERSON IS A_SPECIALIST IN ENDOCRINOLOGY_
ALL PATIENTS SHOULD HAVE A PRIMARY CARE PHYSICAL (PCP)_FOR 
GENERAL MEDICAL CARE.**
NAME OF PCP & PHONE #___________________________________________________






______________________________________________  			           Date: _______________                                        Print Name of Patient/Authorized Representative          	                                             
  
______________________________________________       			Date: _______________                                    
Signature of Patient/Authorized Representative  




          HIPAA




I Do          / I Do Not           give permission for any staff member to speak with a family member or individual 

regarding appointments, prescriptions, and test results on my behalf.






Please list the individuals that we may speak with:

Name: _______________________________________ Relationship: _________________________________

Name: ________________________________________Relationship: _________________________________ 




May we leave a voicemail regarding your appointment or a message to call us back?          Yes          No








I have been informed that Perry B. Herson, MD is HIPAA compliant and a copy of the "Notice of Privacy Practice" is available upon request.


___________________________________________________			Date: _________________
Print name of Patient or Personal Representative


___________________________________________________ 			Date: _________________
Signature of Patient or Personal Representative

 

Date: _______________ Patients Name: __________________________________Date of Birth: ___________
	Name of Medication / Supplement       
	Dosage
	Amount of Times a Day

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Medication List / Name of Supplements


Pharmacy: 	(Please provide both Local &/ Mail Order if in use.)

Name: ________________________________                    Name: ____________________________________
Address: _______________________________                Address: __________________________________
_______________________________________	               	____________________________________
Phone # ________________________________	         Phone # ____________________________________

Please Check if you have any of the following conditions
	Diabetes
	
	Unexplained Weight Loss
	

	Thyroid Disease
	
	Family History of Diabetes
	

	Thyroid Nodules
	
	Family History of Thyroid Cancer
	

	High Blood Pressure
	
	Foot / Leg pain
	

	Unexplained Weight Gain
	
	High Cholesterol
	



Diabetics:
When was the last time you saw an Eye Doctor? _________________________________________________
Name of Eye Doctor: _________________________________________________________________
When was the last time you saw a Foot Doctor? _________________________________________________
	Name of Foot Doctor? ________________________________________________________________
Any Surgeries / Operations:           					Date of Services:
_____________________________________		________________________________________

_____________________________________	 	________________________________________





MEDICAL APPOINTMENT CANCELLATION/NO SHOW POLICY


Thank you for trusting your medical care to Dr. Perry Herson. 

When you schedule an appointment with Dr. Herson, we set aside enough time to provide you with the highest quality care. Should you need to cancel or reschedule an appointment please contact our office as soon as possible, and no later than 24 hours prior to your scheduled appointment. This gives us time to schedule other patients who may be waiting for an appointment. 

Please see our Appointment Cancellation/No Show Policy below: 

Effective January 1st, 2021, any established patient who fails to show or cancels/reschedules an appointment and has not contacted our office with at least 24 hours’ notice will be considered a No Show and charged a $50.00 fee. 

The fee is charged to the patient, not the insurance company, and is due at the time of the patient’s next office visit. 

As a courtesy, when time allows, we make reminder calls for appointments. If you do not receive a reminder call or message, the above Policy will remain in effect. 

We understand there may be times when an unforeseen emergency occurs, and you may not be able to keep your scheduled appointment. If you should experience extenuating circumstances please contact our Office Manager, who may be able to waive the No Show fee. 

Should you need to contact us after regular business hours Monday through Friday, or a weekend, you may email us at hersonmd@longislandthyroid.com. I have read and understand the Medical Appointment Cancellation/No Show Policy and agree to its terms. 


Print Name_______________________ Signature_______________________ Date_________




3
Perry B. Herson, MD

