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Poughkeepsie, NY 12601
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Welcome to Nesheiwat Medical Practice!

Thank you for selecting your Primary Care Physician with Nesheiwat Medical Practice.

An appointment has been reserved foryou on: with

Dr.

Before your first visit:

* Callyour health insurance company and list Dr. Nesheiwat as your new Primary Care
Physician (PCP). Please give them his NPI # 1194809145. Some insurance companies

require this.

* Amedical record release has been enclosed foryour convenience, or, if you prefer, you
may contact your current primary care physician’s office directly to request that your

records be transferred to our office.

« Please complete the enclosed New Patient Health History and sign the enclosed
Financial, Cancellation, and Medication Policy.

Please Note: Failure to complete the New Patient Health History forms and sign the policy
forms will result in the automatic cancellation of your new patient appointment. We thank

you in advance for your cooperation regarding this policy.
Onyour first visit, please bring:
1. Your current insurance card and a government-issued photo ID.

2. Your co-pay/co-insurance or deposit (if applicable). We accept cash, check, Visa,
MeasterCard, Discover, and American Express.

3. All medication bottles

4. Please arrive 20 minutes prior to your scheduled appointment time. If you need to
cancel your appointment for any reason, please allow a minimum of 24 hours' notice.

WELCOME!
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Our Policy Follow-Up Appointments:

* If you are more than 15 minutes late for your scheduled appointment, we
reserve the right to reschedule your appointment to another day. If you are
excessively late for 3 scheduled appointments, or NO SHOW for 2
appointments, we reserve the right to discharge you from our practice.

* All co-payments and co-insurances are due in full at the time of your visit.
e Same day appointments are available for urgentissues.

» We provide equalappointment availabilityfor all of our established patients
regardless of insurance status or type of insurance.

Prescriptions:

* NO prescriptions (new or refills) can be written for new patients until you
have been in our office to establish care.

 Future refill requests for routine/maintenance medications can be
requested online at NesheiwatMedicalPractice.com or by simply calling and
requesting a refill from our staff.

* Refills are authorized by your provider (or covering provider) within 1-2
business days. Please do not wait until you are out of medication to call us.

¢ Prescriptions for controlled substances may not be filled at your first new
patientappointment. Thiswill be done atthe discretion of the Provider. If you
have any questions, please feel free to contact the office.
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Patient Financial Policy

Thank you for choosing Nesheiwat Medical Practice for your medical care. We are
dedicated to providing the best possible care for you. We offer the following information to
help you understand our financial policy and to aid you in planning for payment.

Nesheiwat Medical Practice believes that financial difficulties should not prevent you from
receiving the medical care thatyou need, when you need it. Please contact our Billing
Department to discuss any concerns. Payment plans are available if needed.

Our Billing Department may be reached at: 212-536-7667.

Insurance Verification and Co-payments

You are expected to present aninsurance card at each visit. We will bill your primary
insurance company as a courtesy. Failure to provide complete insurance information to us
may result in your responsibility to pay the entire bill. All co-payments, deductibles and
pastdue balances are due at the time of service. Failure to pay your co-pay attime of
service will result in an additional $10.00 fee. All payments are expected to be madein U.S.
dollars. Nesheiwat Medical Practice accepts cash, personal check, and credit card (Visa,
MasterCard, American Express, Discover). There is a $35.00 fee for returned checks.

Itis your responsibility to be aware of the details of yourinsurance coverage, including any
requirements for referrals or pre-authorization. Not all of our providers participate with all
insurance companies. Please verify whether your physician accepts your insurance
coverage when scheduling an appointment. In addition, please ensure thatyou have
designated a Nesheiwat Medical Practice physician as your Primary Care Physician (PCP) if
your insurance company requires you to designate a PCP.

Self-Pay Accounts

Patients without insurance coverage, patients without an insurance card on file with the
practice, or whose insurance is not accepted by the practice have “self-pay” accounts.
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This includes patients who have applied for Medicaid who do notyet have a valid Medicaid
number. Liability cases are considered self-pay accounts unless a case numberis
provided. Nesheiwat Medical Practice does not accept attorney letters or contingency
payments. If there is a discrepancy with the insurance information you provided to
Nesheiwat Medical Practice, you will be considered self-pay until otherwise proven. If you
ate a self-pay patient, you will be expected to pay for services before you are seen.
Additional fees maybe applied. Labs and outside imaging will be billed separately.

iech Deductible Plans (Health Savings Accounts or Heath

Reimbursement Accounts)

If your insurance is a High Deductible Plan you may be required to make a down payment
of at least $75.00 at the time of service. If the total cost of services rendered is more than
down payment you will be billed forthe remaining amount. If the cost of your visitis less
than the down payment we will send you a refund of the difference within 60 days if the
deposit causes your overall patient account to have a credit balance.

No-Fault/Workers Compensation

You are responsible for providing our office with allinformation required to properly submit
charges on your behalf before you can be seen(name of insurer, address, claim number,
date of injury, etc.). Without this information you will be responsible for payment for the full
cost of your visit(s). If you have private insurance with which we participate and you obtain
any necessary referrals/authorizations, we will submit on your behalf and bill you for any

unpaid balance.

Medicare

We are “participating physicians” with Medicare. This means that we must accept
Medicare's allowed charge for services rendered. Traditional Medicare will pay 80% of the
epproved amount. You are responsible for the remaining 20% plus any deductible thatyour
plan may require. This payment is due at the time of service. We will write off the difference
between what we charge and what Medicare approves. If you have secondary insurance,
we will submit the claim for the remaining balance to your secondary insurance after
Medicare has paid. Please remember that although we accept assignments for Medicare,

CamScanner


https://v3.camscanner.com/user/download

the patient, by federal law, must be held responsible for any portion of the approved
amount not paid by Medicare or a secondary insurance company.

esponsibility for Minors

The parent/guardian who holds the insurance policy for the child is considered the
guarantor for the child and is responsible for payment regardless of personal
circumstances.

No-Show/Cancellation Fee

A fee of $25.00 may be charged for any appointments missed or not canceled at least 24

hours before the scheduled visit. Itis your responsibility to notify the office when an
appointment needs to be canceled or rescheduled.

Form Completion Fee

Please allow at least one week for forms to be completed. Some forms require an office
visitin order to complete the forms. You must have been seen within the last 30 days for
any forms to be completed.

Late Fees

Paymentis due within 30 days from the date of the initial billing statement. A$10.00 late
fee will be assessed on each statement generated after the first statement until the
outstanding balanceis paid. Please contact the billing department if you are unable to pay
your balance so a payment plan can be set up, and late fees may be avoided.

Referrals and Authorizations

Plezase be aware of and provide any required referrals or authorizations in advance of the
eppointment of service. If you do not provide these before care is provided, you will be
responsible for the cost of the care. When in doubt contact your plan directly for

clarification,
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Past Due Accounts and Failure to Follow Payment Arrangements

Patients with an outstanding balance of 120 days may be discharged from our practice
unless a payment arrangementis made. If your accountis unpaid, and no payment
arrangement has been made within 120 days, your account will be turned over to a

collection agency.

Financial Difficulties
We encourage our patients to discuss any unexpected financial circumstances with our

Billing Department. We realize that financial difficulties may sometimes arise, and the
Billing Department will work with you to make a payment plan under these circumstances.

Release of Information

By signing below, you authorize the release of necessary medicalinformation to Nesheiwat
Medical Practice forthe purpose of processing any claims. You also authorize Nesheiwat
Medical Practice to release and obtain anyinformation pertinent to your case for purposes
of payment. Assignment of Payment By signing below, you authorize payment directly to
Nesheiwat Medical Practice forthe surgical and/or medical bengefits, if any, otherwise
payable to you under the terms of yourinsurance. By signing below, you acknowledge that
you have read, understand, and will cooperate with the financial policy of Nesheiwat
Medical Practice.

Petient Name (Printed) Patient Date of Birth

Petient Signature or Responsible Party if Minor Date
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‘ PATIENT NAME: DATE OF BIRTH:
PATIENT DEMOGRAPHICS
Street Address:

! City: Slate: Zip:

r Social Security #:

| Preferred Phone #:

Alternate Phone #:

' Email Address:

!
| Primary Language:

If primary language Is not English: Do you speak English? Y /N

| Previous Primary Physician:

RACE ETHNICITY SEX GENDER
IDENTIFICATION
| (J Black or African American
' O American Indian/Eskimo [ Hispanic or Lating O Male O Male
- O Asian R O Female O Female
' O Caucasian O Not Hispanic nor [ Male-to-Female Transgender | (J Non-Binary
TJ American Indian. Alaska Native Latino (0 Female-to-Male Transgender | (J Prefer not to say
_ Native Hawaiian/Other Pacific Islander )

'EMERGENCY CONTACT Note: If under 18, name of Responsible Parent/Guardian,

Name:

Relationship to you:

Primary Phone #:

INSURANCE

Secondary Phone #:

“Primary Insurance Name:

Policy Holder;

Sociel Security #:

Member ID.

Secondary Insurance Name:

Relationship to Patient:

Date of Birth: / /

Group #:

Policy holger:

Social Security #: - -

ember ID:

Relationship to Patient:

Date of Birth: / /
Group #:

Do you use Medicaid transportation to travel to your medical appointments? Y /N

"PHARMACY INFO |
o you use & Mall Order Pharmacy? Y /N If Yes: Local Pharmacy
Neme Name;
~caress Address:
_Phone # Phone #: —
SIGNATURE |
1
- |
Signature Date i
rour Neme, if compleled by someone other than the patient: Relationship: i

Ravised 12.21.2023
Paga 8al 6
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| PATIENT NAME:

DATE OF BIRTH:

ALLERGIES /ncluds drugs, foods, chemicals, insects, etc. IF NO KNOWN ALLERGIES, PLEASE CHECK “NONE".

ITEM TYPE OF REACTION
O NONE
|
e
|
!
Include all current medications including prescription and over-the-counter
 MEDICATIONS herballvitamins/supplements. IF.NOT ON ANY MEDICATIONS, PLEASE CHECK “NONE".
NAME OF DOSAGE HOW OFTEN IS | REASON FOR MEDICATION PROVIDER PRESCRIBING
MEDICATION IT TAKEN? THIS MEDICATION
Example: Aspirin 81 MG Dally, Twice, Stroke Prevention Dr. John Doe
Bedtime, etc.

' O NONE

L

———t L1 ]

|
|

Page S of &
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Please take time to provile the following Information for our files. This Information Is treated with strict confidentiallty and wil
help us obtaln a comprehensive assessment of your health care needs. Ploaso addross overy soction.

N AN DATEOF PREFERRED J heim
EMAIL ADDRESS: BIRTH: PRONOUNS: 5 ovanom
MEDICAL HISTORY
Plesse fill in date of onsel for any conditions you have had In the past, and chack box for any conditions that you still have.
Condltion Date of Onset | Condition Dato of Onsot Condition Dato of Onset
(O NONE (O Hiatal hernla O Arthritls
(O migraine headaches [ Chronlc heartburn O Gout ool
(O Selzures or convulsions O stomach ulcer [ Broken bones (Type: )
| O stroke ] Duodenal ulcer I P
; O Glaucoma (O Hepatitis (O Varlcose veins priemicmey 5 sl
' [ Cataracts: O Cirrhosls (O Phlebitis or blood clots =W O
? Circle: Left Right Both [ Gall stones [0 Bleeding problems e
(O Recurrent ear Infections (O Colon or bowel trouble (O sickle cell gt fo oo
O Hay fever/allerglc nose (O Dysentery or severe diarrhea Circle: Trait Disease
O Chronk sinustis (0 Anemia
O Asthma [ Rectal trouble (O Cancer (Type: )
O Chronkc bronchitis O Chickan pox
' O Emphysema O Mumps ] HIV infection/AIDS
O Tuberculosls (J Measles (O] Gonorrhea
[ Overactive thyroid O Polio O Syphills
(J Underactive thyrold (O Diabeles [ Genital herpes Infection
O Goiter [J Breastiump(s) (] Anxiety
O Heart murmur (O3 Skin problems O Depression
' O Heant attack (O Hemorrholds O Emotlonal problems
' O Angina [J Urinary Incontinence [ Nervous breakdown

O Enlarged heart

O Rheumati fever
O High biood pressure
Men:

[ Prostate trouble

[ Erectile Dysfunction

ail

O Recurrent urinary Infections

(O Kidney stones

[0 Other kidnay discasa
[ other:
O Other:

Women:
(O Menstrual difficulties

(O Abnormal PAP

(O Ovarian cyst(s)

O Geslalional diabetes
# of pregnancies:

# of births:

' PAST MEDICAL HISTORY Piease list any Surgeries, Proceduras, Hospitalizatlons NOT ALREADY NOTED ABOVE.

_Procedure/Reason/Diagnosis Dato Pracedure/Reason/Dlagnosls Date
O NONE 5.
6.
A 7.
, 3. 8.
4 Please use a saparate sheet of paper to list any others.

Page 1 of 6
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' PATIENT NAME:

| P

DATE OF BIRTH:

— . -

| |MMED|ATE FAMILY HISTORY ~rrease complete the following on your biologlcal ("blood”) relatives.

| Please wrile in family
, member's name and
| check box if also a
[ patient &l this practice.

Living | Deceased | Age | Sex

Chronic Condition(s) -

If deceased, Cause of Death

Father:
.|

| Mother:
0

g_raihers or Sisters:

-

[]

I =2 =L == OZIOZ
M M =W MM WM M WM W™ M T T =

Oo|j0|go|jo|jojo|o|o(Oojo|o|lOo|jaldg
O|j0o|0j0|O0|o|o|(o|jo|jag|lojo|o|Oo

Piease complete the following on your biologicel relatives NOT COVERED ABOVE.
FAMILY HISTORY Please note which relatives are affected; if extended family, such as aunt/cousin/grandparent,
please note whether on.maternal (mother’s) or paternal (father's) side.

_Condition Relation Condition Relation Condition Relation
] Stroke (O Bleeding problems [JDiabetes
T Heart troublg | (Type: [Birth defects
(Type ) | O Clotting disorders (Type: )
" Eeny neen disease [d Cancer, including leukemia Other: Condition Relation

(maeies unoer 5€, femeles unger 65)

(Type:

a

a

YOUR CARE TEAM Pisase list any spocialists or other hoalth caro provlders involved in your care. Including OB/GYN.
orygen compenies, visling ruree egencles, efo. _

T NONE

Localion seen at:

Location seen at:

Localion seen at:

__Location seen at:

___Location seen al:

Page 20f 6
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| PATIENT NAME: ' DATE OF BIRTH:

! SOCIAL/PERSONAL HISTORY Please complete the following information about yourself.,
|

Current Employment Status: (] Full-time (J Part-time [J Unemployed (] Student (] Stay-at-home

Current Occupation:

Have you ever worked in & job where you were exposed to hazardous environment or chemicals? Y /N
0

i If Yes, when and what:

' Highest Education Completed:
' [ Grade: O High School [ College: years; Degree/Major:

[ Post-graduate:
' Marital Status: [J Single ] Married (Date: ) [0 Separated (Date: )
' [ Divorced (Date: ) (] Widowed (Date: ) Married: time(s)

| Personal Habits: (check all that apply)

[ Never used nicotine
. [ Currently nicotine use: Type: O Cigarettes [ Cigars (O Pipe [J Smokeless lobacco [ e-Cigarettes

Amount/Day: Years:
] Former nicotine use: Type/Amount/Day: Years: Quit Date:
[ Exposed to second-hand smoke/nicotine: Amount/Day: Years:
Consume alcohol: Y/N Type: Amount/Day:
Use recreational arugs or any problems misusing prescription medications: Y /N
If Yes, type: Frequency:

Consume caffeine: Y/N If Yes, beverage type:

Amount/Day:
Exercise regularly: Y /N If Yes, activity type(s):

Frequency:

Do you wear za seatbelt? Always / Occasionally / Never

Do you eet 5 or more servings of fruit and vegetables most days? Y /N

Do you talk/text on phone while driving? Y /N

D¢ you heve & smoke detector? Y/N

Do you have & carbon monoxide detector? Y /N

Do you heve any unsecured guns in the home? Y/N

Sexue onentation: (] Heterosexual [] Homosexual [J Bisexual

/oulo you like to be screened for HIV or sexually transmitted diseases? Y /N

Piesse cescribe your comfort level in understanding concepts and care requirements related to managing your health: (] No
concerns [ Occasional difficulty, with guidance/direction feel comfortable (] Frequent difficully, require extra assistance

Living Situation/Circumstances:
Do you live alone? Y /N If No, with whom do you live?

© you neve e caregiver? Y /N If Yes, whom:

re you & caregiver for an adult? Y/ N If Yes, for whom:

C you heve eny pete? Y /N If Yes, type/how many:
v you have & good support network of family/friends? Y /N If No, please explain:

O 0 >» O

Paga lof 6
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"PATIENT NAME:

DATE OF BIRTH:

. ey

% Do you have concerns about meeling basic needs for shelter, food, medication or clothing? Y /N If Yes, would you like

, information on resources that may be of assistance to you? Y/N
| Do you have any communication needs due to hearing, seeing or other issues such as memory or difficulty understanding or

| reading? Y/N

If Yes, please explain:

Do you have any cultural, spiritual or personal beliefs that affect your health care needs? Y /N |If Yes, please explain:

Do you have a health care proxy? Y /N/ Not Sure
Do you have advanced care directives? Y / N/ Not Sure

Would you like to discuss planning Advance Directives at your visit? Y /N

If Yes, please ensure this practice has a copy for your racords.
If Yes, please ensure this practice has a copy for your records.

 GOAL SETTING Pilease complete the following information about yourself.

What are your healthcare goals for this year? (Examples include: exercise 3 days per week; be able to kneel down and play with

my grandchildren)

+ow 0o you plan lo accomplish these goals?

\What are the barriers, if any? (Examples include lack of healthy food, knowledge, lack of outside exercise or play time, no safe
outside environment, family distractions. genetics)

IMMUNIZATIONS & PREVENTIVE SERVICES check all that you have had and PROVIDE DATE done.
PLEASE NOTE: All patients under 18 must have vaccine records either attached or transferred by previous provider

DATE/YEAR
Fic vaccne
HPVIGarcas
Telanus
Toag e

Pneumonie vacaune

BERERERRRRS

Frevng’

r Y

Zoster Vaccine
rep £ senes

rer A

DATE/YEAR
O Dental exam
(O Eye exam
[0 GCiChlamydia screen
(O Hearing test

' (O HIV testing
| [0 TB skin test
| 3 Other

(O Last Physical/Annual Exam:

W

OO0

;:/v"y

*If you are not certein of date, please conlact
your insurer. If you have already had a

physical/annual exam this year, your
insurance may nol cover a second well visit
and this could leeve you responsible for

payment,

DATE/YEAR

(O PAP smear
(O Mammogram

Where:
(O Bone density test
O PsA
(O Colonoscopy

Whaere:
O Abdominal Aortic Aneurysm Screening

Where:
O oOther:

[ NONE

Paga dof &
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QuestQuanum™

Instructions for the Use
of the HIPAA-compliant Authorization Form to
Release Health Information Needed for Litigation

This form is the product of a collaborative process between the New York State
Office of Court Administration, representatives of the medical provider community in
New York, and the bench and bar, designed to produce a standard official form that
complies with the privacy requirements of the federal Health Insurance Portability and
Accountability Act (“HIPAA”) and its implementing regulations, to be used to authorize
the release of health information needed for litigation in New York State courts. It can,
however, be used more broadly than this and be used before litigation has been
commenced, or whenever counsel would find it useful.

The goal was to produce a standard HIPAA-compliant official form to obviate the
current disputes which often take place as to whether health information requests made in
the course of litigation meet the requirements of the HIPAA Privacy Rule. It should be
noted, though, that the form is optional. This form may be filled out on line and
downloaded to be signed by hand, or downloaded and filled out entircly on paper.

When filing out Item 11, which requests the date or event when the authorization
will expire, the person filling out the form may designate an event such as “at the
conclusion of my court case” or provide a specific date amount of time, such as “3 years
from this date”.

If a patient secks to authorize the release of his or her entire medical record, but
only from a certain date, the first two boxes in section 9(a) should both be checked, and
the relevant date inserted on the first line containing the first box.
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ues anum™ OCA Official Form No.: 960
AUTHORIZATION FOR RELEASE OF%EALq'Lh IN'PORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health|

Patient Name Date of Birth Social Security Number

Paticnt Address

1, or my authorized representative, request that health information regarding my care and treatiment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), Iunderstand thal:

|. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on
the appropriate line in Item 9(a). In the event the health information described below includes any of these types of information, and I
initial the line on the box in Ttem 9(a), I specifically authorize release of such information to the person(s) indicated in Item 8.

2. If 1 am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state law, I
understand that 1 have the right to request a list of pcople who may receive or use my HIV-related information without authorization. If
1 experience discrimination because of the release or disclosure of HIV-related information, I may contact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my rights.

3. 1 have the right to revoke this authorization at any time by writing to the health care provider listed below. I understand that I may
revoke this authorization except to the extent that action has already been taken based on this authorization.

4. | understand that signing this authorization is voluntary. My treatinent, payment, enroliment in a health plan, or eligibility for
benefits will not be conditioned upon iy authorization of this disclosure,

. Informetion disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this
redisclosure may no longer be protected by federal or state law.

&. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

7. Name and address of health provider or entity to release this information:

& Name and address of person(s) or category of person to whom this information will be sent: J
Nesheiwat Medical Practice 30 Reade Place Poughkeepsie NY 12601 P-845-232-5256 F-845-232-5256 ’
9(a). Specific information to be released:
3 Medical Record from (inscrt date) to (insert date) {
2 Entire Medica! Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films,

referrals, consults, billing records, insurance records, and records sent to you by other health care providers.
3 Other: Include: (/ndicare by Initialing)
Alcohol/Drug Treatment

Mental Health Information
Authorization te Discuss Health Information HIV-Related Information

(b) O By miualing here I authorize
Initials Name of individual health carc provider
lo discuss my health information with my attorney, or a governmental agency, listed here:

(Attomey/Finm Name or Governmental Agency Name)

. Rezson for releese of information: 11, Date or event on which this authorization will expire:
O At request of individual
32 Other: Cont of Care

' 12 !f not the patient, neme of person signing form; 13, Authority to sign on behalf of patient:

o

£.10 stems on thus form heve been completed and my questions about this form have been answered. In addition, I have been provided a
copy of the form.

Date:

Signeture of patient or representative authorized by law.

* Human Immunodeficiency Virus thet causes AIDS, ‘The New York State Public Health Law protects Information which reasonably could
identify someonc as heving NIV symptoms or Infeetion snd Informaution regarding a person’s contacts,
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