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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!

CamScanner


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

1989 Route 52, Suite 2
Poughkeepsie, NY 12601 Hopewell Junction, NY 12633
Ph: BA5-214-1096 Ph: 845-765-2404
Fax: B45-232-5256 NESHEIWAT MEDICAL PRACTICH Fax: 845-765-2406

30 Rende Plnce

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,
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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:
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