CENTER NEUROLOGY, P.C.

JOSEPH N. SABA, M.D.
Newology, EEG, EMG,, Evoked Polentisls
Certifiod Diplomate, Amorican Board of Neurology and Peychiatry (Neurtlogy)
Cerlified Diplomate, American Board of Neurclogy of Clinical Neurophysiology and Qualification in EEG
Cortified Diplomats, American Board of independant Medical Examiners (ABIME)
Certifind Diplomate and Senior Disability Analyst, American Board of Disabifity Analysts
Fellow, Amarican Acatsrmy of Disability Evaluating Physicans
Fallow for Life, Royal Sotiety of Maedicine {Great Britain)

PLEASE FILL IN ALL FORMS COMPLETELY BEFORE YOUR SCHEDULED APPOINTMENT
PLEASE PRINT CLEARLY, You are welcome to bring one adult with you to the exam room.

However, children are not allowed unless they are being treated. Please bring all Meds on each visit and
previous Records including Xrays.

Picture L.D. is required. Copays are due at time of service.
if your health insurance requires prior authorization, please obtain the authorization prior o your appointment.

If you were in an automobile accident, be sure to bring your insurance card along with the adjuster’s name,
phone number, claim number and police report.

If this is a worker's compensation injury, we will need the name of your worker's comp insurance company,
adjuster's name, phone number and claim number before appointment time for approval or denial to treat. We
will verify all information in the office. Please remember that your insurance company has a list of approved
physicians for worker's compensation injuries and we may not be one of them. You may want to check ahead
of time to make sure we are an approved physician with your insurance company.

It you are represented by an attorney, fill in all blanks on the 5th page and have your attorney sign the
forbearance agreement BEFORE your first visit.

You are scheduled to see Dr. Saba on at . Please arrive by

Please be on time. If you need to reschedule your appointment, would you please call at least 24 hours in

advance, (Phone: 770-996-1352). No calling and no showing for an appointment will result in a $74.00

rescheduling fee. Please note that insurance verification can be time consuming. You may want to allow 1

to 2 hours for your first visit. If you are more than 15 mins late we may have to reschedule your appointment.
We are located in Clayton County, South of the Airport

and -285 loop, and very close to Southem Regional
Medical Center Emergency Room.

AN, Atanta

DIRECTIONS ¢ Use only these directions

South on I-75, take Jonesboro/Griffin exit 235. N
Tumn right at the 1st traffic light onto Upper W
Riverdale Road. Go to the 3rd traffic light and s‘ :
2
&

turn right onto Garden Walk Bivd. We are 1/2
mile down the street on the left, past Southem
Regional Hospital Emargency Room.

North on 1-75, take the Old Dixie Hwy. exit 235,
Turn left off exit then tum right at the first traffic
light crossing over Tara Blvd. onto Upper
Riverdale Road. Go to the 3rd traffic light and
turn right onto Garden Walk Bivd. We are 1/2 .
mile down the street on the left. @

Upper Riverdale Road
]

6285 Garden Walk Bivd., Suite C « Riverdale, GA 30274 » Phone: (770) 996 -1352 » Fax: (770) 991-0850




Please fill in completely
e MARITAL STATUS | DATEOF BIRTH AGE | ss#
8 | M | w | o |
WALING ADDRESS ITY AN STATE ZPCODE | HOME FHONE® ( 3
ADDRESS OF RESIDENCE I¥ DIFFERENT FAOM ABOVE CIFY AND STATE ZPCODE | CElL#( ; —
EMPLOVER OGCUPATION HOW LONG BUS PHONE # { }
EMPLOYED?
EAPLOYER'S STREET ADDRESS LTV AND STATE. arcods
| BPOUSE OR PARENT'S NAME as# DATE OF BIRTH
SPOUSE OR PARENT'S EMPLOYER DLOUBATION HOW LONG BUS PHONE # { )
FMPLOYED?
BMPLOYER'S BYTAEET ADDRESS CITY AND STATE 2P CODE
NAME AND ADDRESS NEAREST RELATIVE OR FRIENS NOT LIVING WITH YOU| CITY AND STATE ZPGODE | HOME PHONE # { y ]
[ FEREON RESPONSIBLE FOR PAYMENT, IF NOT ABGVE STRECT ADORESS, GITY, STATE & 21P GODE TOME PHONER T ]
MECICAL INSURANGE {8UCH AS BC 83 - MEDICARE, ETC)
PRIMARY NSURANCE;
ADDRESS: CONTRADT # GRAUPY
SECONDARY INSURANGE: i
AODRESS: CONTRACT # GROUPH
WERE YOU INJUNED DN THE JOB? pate ADJUSTER NAME: ADMUSTER'S PHONE # ( 1
NSURANCE COMPANY,
ADDRERS: CLAM #
WAS THIS AN AUTD ACCIDENT? _ BATE OF ACCIDENT | ADJUSTERANAME: ADJUSTER'S PHONE # ( }
YOURAUTO INSURANCE CARRIER:
AUTO INSURANCE ALDRESS: UM #
ATTORNEY'S NAME F ANY) | ADORESS: PHONE # { $
FEFERRING PHYSIDUNS NAME ADORESS; ' T | emeng ai )

ALL PROFESSIONAL SERVICES RENDERED ARE CHARGED TO THE PATIENT, NECESSARY FORMS WILL BE
COMPLETED TO EXPEDITE INSURANCE CARRIER PAYMENTS. THE PATIENT IS RESPONSIBLE FOR ALL FEES,
REGARDLESS OF INSURANCE COVERAGE. IT IS CUSTOMARY TO PAY FOR SERVICES WHEN RENDERED
UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE.

INSURANCE AUTHORIZATION AND ASSIGNMENT

| hereby authorize Center Neurology to submit claims and to furnish complete information to insurance carriers

concerning my condition, treatments and services rentlered.

!&i;eretjay instruct, request and direct my insurance carrier or its intermediaries to issue payment directly to Center
urology.

{ understand that | am g:fgonaiiy and fully responsible for any amount not covered by insurance.

| hereby authorize photocopies of this form o be valid as the original.

I hereby acknowledge having been informad of my privacy rights.

| hereby acknowledge having reviewed the Notice of Center Neurology's Privacy Policy prior to signing this consent.

Date Signature

JB248
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CENTER NEURQLOGY, P.C. Page 1 of 2
NEW PATIENT MEDICAL HISTORY

Name . Date of Birth
Do You Have Any of the Following: Yos Some No
A) Headaches

B) Neck Pain
€) Shoulder Joint Pain and Which Side is Worse
D) Armor Finger Wumbness,
Tingling or Weakness and Which Side is Worse
E} Upper of Mid Back Pain
F} Low Back Pain
G} Leg Pain or Numbness and Which Side is Worse -
H) Knee Joint Pain and Which Side is Worse
I Loss of Bows! or Bladder Contral -
J)  Any Sexual Difficulties L,
K} Family History {Circle correct answer please):

Diabelas: Y N
High Blood Pressure: Y N
Siroks: Y N
Seizures: Y N
Heart Diseass: Y N
Migralne: Y N
Alzheimers: Y N
Are you here for a traumatic injury? Date of injury? ‘ —

Any Other Signficant Neck or Back Conlitions Requiring Treatment (before or since the traumatic injury In question?)

Did ‘&:u See a t?wtor‘? Who . — What Year

1. if Amidam or &ﬁury, Give ﬁate and Desoriba:

Wars You Taken to the Emergency Room? Where? By Car or Ambulance?
Have You Been Hospitalized for This Injury? _ . -
What Kind of Work Do You Perfarm?
Give Date{s) Out of Work or Disabled as & Result of This Injury?
HW'ManyDéysorWaewsmTotﬂﬂavaYm Lost from Work?

& ¢ o W
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A) Myslogram =
B) CAT 8canor MR
C) Back or Neck Surgery When Where
D). Epidural Nerve Block —
E) TYens Unit Used and does it help?
F} Physical Therapy or Chiropractic

ARHGCALBURGHCAL IS s OR Y

A) Pilaase Bring with You All of Your Metlicine Botties on Every Visit and Piease List Here All of Your Medicine:

gy Please Describe Any Medical Problems Such as Diabetes, High Blood Prassure, Migraines, Ulcers, Heart
Condition, Asthma, Seizures, Strokes, Cancer, Anemia, Prostate, Surgery, Etc. :

¢) Please List Any Medication Allergies or intolerance:

0} Average Amount You Smoke in a Day or a Week

E} Average Amount of Alcohol - Beer You Drink in a Week or Month

D) Estimated Height - _ Estimated Weight

-
A) Are You on Birth Control? _ Hormones?
B} Could you possibly be pregnant?
C) Have You Had a Hysterectomy? Partial Completa .
D) Have You Had a Tubal Ligation?
E) Are You Breast Feading?




{
REVIEW OF SYMPTOMS:
{Circle any symptoms that you have had)

weak and tired » fevers » chills « night sweats » weight loss » weight gain #lbs
headaches » blurred vision ¢ halos around lights » ear pain» ear discharge ¢« nosebleeds
sore throat » difficulty swallowing ¢ stiff neck » decreased motion to neck » thyroid trouble
chest pains (they feel like ____ and makes the come on.)
ankle swelling * shortness of breath ¢ cough » coughing up blood » wheezing * nausea

+ vomiting » diarrhea ¢ constipation » black or bloody stool ¢ bright red blood per rectum

* pain on urination » discharge * female trouble « muscle pains ¢« weakness « wasting

+ joint pains ¢ swelling » stiffness » seizures « fainting spells » tics ¢+ weakness » dizziness

* Any bleeding tendencies/disorders? ¢ Do you urinate too much? YES/NO

* Are you thirsty too often? YES/NO « Does cold weather bother you? YES/NO

+ Does hot weather bother you? YES/NO

HEMATOLOGY:
¢ Easy bruising Y/N

ENITOL :
+ Urinary incontinence Y /N » Difficulty Urinating Y/ N

* Weight change Y/ N = Loss of appetite Y/ N ¢ RecurrentfeversY/N e« Fatigue Y/N
* Night Sweats Y/N

. 8 & B
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DERMATOLOGY:
*« Rash Y/N

. Headache YIN o Tingling Y/N » Seizures Y/N o Dizziness Y/N « Tremors Y/N
* Weakness Y/N < BackPainY/N ¢ NeckPainY/N e Snoring/Daytime Sleepiness Y /N
 Gait/Balance Problems Y/N ¢ Memory Problems Y/N * History of Sleep Apnea Y /N

PTHA :
» Blurring of Vision Y/N

ENT/BESPIRATORY:
» Mearing Loss Y/ N
CARDIOLOGY:

e ChestPain Y/N ¢ Palpitations Y/N « LegSwelling Y/N » Dizziness Y/N
» Shoriness of Breath Y /N

~Nauseommng Y/ N s Difficulty Swallowing Y /N

PSYCHOLOGY:
* Depression Y/N » Sleep Disturbances Y/N = Anxiety Y/N




CENTER NEUROLOGY, P.C.
Joseph N. Saba, M.D.
6285 Garden Walk Bivd., Suite C « Riverdale, GA 30274 « Phone:(770) 996-1352 + Fax (770) §91-0850

Authorization for Use/Disclosure of Protected Health infarm’aﬁon

| hergby request and authorize Center Neurology, P.C. to receive medical records as described below.

Patient's Full Name e SBN

Maiden/Other Name: __ Telephone Number (Home):
Date of Birth:. , r Telephone Number (Work):
Current Addrgss:

J further request and authorize use or disclosure of the medical records checked below to {please provide name and address or class of persons):

This Authorization applies to the information checked below for the following date or dates of service:

The information usedidisclosed pursuant to this authorization will not include psychotherapy notes {meaning detalled notes kept by your psychiatrist or
psychotherapist}, but may include other detafled mental health information. HIVIAIDS information andior information regarding aicohol or substance abuse.

i History and Physical Report < Operative Report

<1 Consultation Reports i Laboratory Test Results
< Discharge Summary Reports - Emergency Room Record
o Radiology Reports ) Entire Medical Record*

* Entire Medical Record includes all items notin.bold print.
** An abstract of the record includes the History/Physical Report. Operative, Consultation and Discharge Summary Reports, and diagnostic test results.

} understand that the information used or disclosed pursuant to this Authorization may be subject to redisclosure by the recipient of the information and may
then no fonger be protected by the federal prvacy regulations. | understand that unless otherwise fimited by state or federal regulations, | may revoke this
Authorization at any tire by presenting my revocation in writing except o the extent that the entity ideniified above has taken action in reliance on this
Authorization. Youmay pick up a ravocationform from Medical Records and return it there after you have completed and signed it. | further understand
that this Authorization is specific o the information checked above. for the date{s) of services indicated, and for the purpose written above. Center
Neurplogy shall not condition trestment on the receipt of this Authorization, except when such conditioning is permitted for research-related treatment or in
instances where the sole purpose of crealing the heaith information is for disclosure to a third pard (for example. fitness-for-duty exams).

Hurther understand that this Authorization is valid for a period of 80 days from today’s date and will expire at that time uniess. another date is written here:

Patient’s or Legal Representative’s Signature Please Print Name Today's Date

As Legal Representative, my relationship to the patientis ___ . Any document outlining such authority should

be atlached. The patient is unable to sign because
There may be feas for provision of any or all requested information.

- This use or disclosure is for marksting function for which Center Neurology receives direct or indirect remuneration from a third party.



DISCLAIMER: WE DO NOT PROVIDE CHRONIC NARCOTICS
PRESCRIPTIONS OR CHRONIC PAIN MANAGEMENT.

Patient Name: Date of Birth:

Pharmacy Name:

Pharmacy Address:

Pharmacy Telephone:

Should you change your pharmacy in the future, please notify this office.

Thank you.



