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Dear Naw Pafient:
Welcome to Jerssy Shorz Geratrics. Thank you for choosing this practice fo assist you in your
health cars needs,

Jersey Shors Geriatics Is not 2 traditional medical practice.
ur staff of docters and nurse practitioners visit 30 other facilitfes (assistzd living,
indspendeni living and rshabilitalion centars and nursing homes) during the week.
¢ Dr. Passis in the Lakswoed ofiice on Mondays and the Marfboro ofiice on Thursdays -

9eamb Spm i
s We have a nurss practitioner in the Lakswood ofice on Wednesdays and Fridays -

Samio 5pm
Our office in Marlboro is open from § am to 5 pm, Monday through Friday fo assist you and to
help with your medical Issues. Qur officé In Lakswood is also open from 8 am fo 5 pm, Monday,
Wednesday and Friday fo assistyou and to help with your medical issues. You can reach @
doctor e nurse praciitioner 24 hours a day, 7 days a wesk if thers is an emergency, by calling
us. Dr. Pass is afifiaied with Jersay Shors University Medical Center.

In cur efforts o give you the best possible geriafric care we ask that you fill out the endlossd
forms and refum it & us prior to your first appoiniment. This will assist the doctor in evaluating
and traating your medical conditions. We also ask that you sand us a copy of your Medicare
and other insorancs cards. In addition, we ask that you have alf of your prescripieonand
over-the-counier medication, including viiamins, with you. Lastly, if you have any of the following
decuments: Living Will and/or Advanced Diractive or Power of Atforney, have them available so

we can maka copies fo complets our files.

We appreciats your assisiance with this process. We look ferward fo helping you with your
most irnportant assats, your heafth and well-being. Should you bave any quesfions or concems,

please do not hesitate to contact us af 732.-866-8922.

Jersey Share Geriatrics
15 School Road East Suite #2
Marfboro, New Jersey 07746
Email: jsglabs@gmail.com
Photie ~ 732-866-§922" Fax ~ 732-868-8370
www.jerseyshoregerafrics.com



PATIENT INTAKZ FORM . ...

Name: Date ofem
2 Sax ML_’FL_I

(first) (last)
Home Addrass:
Stragt Addrass Anté City satz  ZipCode
Bllfing Addrass: .
Stragt Addeass Apt & Gty  satd  ZpCede
Telephone Number: Cell Number:
Emaf Address Marital Status______ Religon: __

Medical Insurancs

Primary Insurance:___ Secondary Insurance:

Primary Insurznca 7 i Secondary Insursncs &

Pleasz Include a copyoifcards, '
Name of

Nazrast Ralative: Ralaticrship:
Address:

Street Address Aot City St Zip Cede
Telephone Number: Cell Numter:
Emall Addrass:
Emerzsrcy or Alt r=€. Contact {Can be friend cr cther family member)
Name: Telaghene # — Ralaticnship:
Addrass:
SireefAcdress ‘ Aptd City Sate  ZpCode

Primary raason foryour visit téday and what can the Dector help you with?

How did you hear about Jersey Shore Gerlatrics?
Most r=.§n: hiospital

Do you have a Living WHIDAdvanced DfmctWeEPurab!e Power of Attcmey{:l?

what Physiclans have you sesn In the past2 y.ar? Primary: Phone &

Other: Phene #

Whom may we speak to on your behalf;

Name: Teleghone # Relationshipe
Name: ___ Talephone # Relationship:




CONSENT FOR RELEASE OF CONFIDENTIAL PATIENT INFORMATION

l, : , born, ___
(Patient Name) (Datz of Birth)

Authorize and raquest
. (Spacify Institution, Unit or Program)
fo furnish to: Jersey Shore Gerialrics

15 School Road East, Suita #2

Marboro, NJ 07745

Phone: 732-856-8922

Fax: 732-866-8970

Email: jsglabs@gmail.com

the following information:

(Spaciiy All cc What Portions of Record)
The above information is rzleased for the following purpose and that purpese only. Any othar usé is forbidden.

Data Requestad:

EComp!ete Record DConsultations
Discharge Summary [ JEKG Reports
[_IHistory and Physical [ JOperativs Records
[]Pathology Reporis -Ray Reports and films
Laboratory Reporis

Other:
Need and Purpose of Disclosure:

THE FOLLOWING MUST BE COMPLE‘ ED PRIOR TO SIGNING THE AUTHORIZATION
on disclosed may contain drug/afcohol information that is protacted by federal

[ racognizs that the inform=ti
and state law. [dol_Ho nc}_lspecmcaily consent to disclosurs of such information.
informating disclosed may contain mental health information that is protected by federal

pecifically consent to disclosure of such information.

| recegnizz tha
and stats lzaw. [d do not
| recognizs that the information disclosad may contain information regarding sevually transmitiad diseases or
do not{ )specifically consant to disclosure of such information.

HIV / AIDS testing information. |do
[do © do not) onsent to transmissian of my records via facsimie (FAX) machine.
| heraby releasa and foraver discharge Jersay Shore Geriatrics; it's employees, and agents from any flability
arrsing out of the release of my medica! records as specified above and pursuant to this signed authorization.
This consent is subject to revocation at any time, except to the extent that the disclosurs has already taken

action In refiance on it If not pravieusly revoked, this consent will terminats on:

(Specify Date, Event, or Condition)
If left blank, this consent expires in ninety (90) days.

(Date)

(Signature of Patient)

(Date)

(Signature of Witness)
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AUTHORIZATION FOR TREATMENT
The undérsigned hereby consents to and authorizes the administration and performance

of medical carz that may be in the Judgment of the physician considered advisable and
nscessary, which may include the performance of certain blood tasts for communicable

diseases such as Hepatitis and HIV infaction.

RELEASE OF INFORMATION TO INSURANCE CARRIERS
Jersey Shore Geriatrics is authorized to furnish information, necessary to process

claims, to an insurer, compensation carrier, or welfare agency who may be providing financial

assistance forhospital care.
MEDICARE PATIENT'S CERTIFICATION, AUTHORIZATION TO RELEASE

INFORMATION, AND PAYMENT REQUEST .
| certify that the information given to me in applying for payment under Title XVII of the Social

Security Actis corrsct. | request payment of the authorizad Medicare beneiits be made to Jersey Shere
Geriatrics on mybehalf for any services fumished me by or in the office , including physician services. |
authorizz any holder of medical and any other information about me to releass to Medicare and its agents
or intarmadiaries any information needed to determine these benefits or benefits for related sarvices.

| further authoriza the Medicare program to furnish medical or other information acquired on this
visit zcquirad byits intermediary under the Title XVIil Program to the extant necessary fo procass any

complementary coverage claim.

| hereby ceriify that | have read and fully understand the above authorizations.

Data Signed X
PATIENT
OR
NEAREST RELATIVE

WITNESS

FINANCIAL RESPONSIBILITY _ . ,
In consideration of the rendering of sarvice to the patient, the undersigned guarantees the

payment of any amount due for such services randered by Jersey Shore Gerfatrics over and above the
amount covered by Medicare and/arinsurance.

Date Signed X

rocadure

Witness



Yesavage Geriatric Depression Scale

Choose the best answer for how you have felt over the past week:
1. Are you basically satisfied with your life?

é. Have you dropped meny of your activities and interests?

3.Do you feel that your life is empty?

4.Do you often get bored?

5.Are you in good spirits most of the time?

6.Are you afraid that something bad is going to happen to you?
7.Do you feel happy most of the time?

8.Do youoften feel helpless?

9. Do you prefer to stay at home, rather than going out and doing new
things?
10.Do you feel you have more problems with mermory than most?

11.Do youthink it is wonderful to be alive now?

12.Doyou feel pretty worthless the way you are now?

[3.Doyoufeel full of energy?
14. Do you feel that your situation is hopeless?

15. Do you think that most peopIé are better off than you are?

Name: Date:




4.

You arz entitled to ke2p your health information pvate. The HIPAA Privacy Authodzation Form should be completed if you would
liks some parsen other than yourselF to have aceass to your medical record s information. This form gives your health care provider
written authorization to release your health information to the persons you have pamed.

HIPAA Privacy Authorization Form
Authorization for Use or Disclosure of Protasted Health [nformation pursuant to
the Hzalth [asurancs Portability and Accountability Act -— 45 C.F.R. Parts 160 aad 164

Bﬁm Narre: Datz of Birt: l Today's Dats:

l Patieat Address:

L. [hersby authorize a!l medical service sources and health care providers to use azd/or disclose the protestad
health information (“‘PHI"') described below to Jersey Shore Geriatrics.

2. Authorization for release of PHI covering the period of health care (check one)

a, from(date) .o (date)_____OR
b. Daﬂ past, preseat and future periods. (check this box to incluce all of your medical records.)
I bereby authorize the release of PHI as follows (check one):
a. Dmy complete health record (including recocds relating to mental health care, communicable
diseases, HIV or AIDS, and treatment of alcobol/drug abuse). OR
b. Dmy complete health record with the exception of the following in‘ormation
(check as appropriate):
Meatal health records
Comamunicable diseases (including HIV&AIDS)
Alcohol/drug abuse treatment
Other (please specify):
[n addition to the authorization for release of my PEHI described in paragraphs 3a and 3b of this
Authorization, [ authorize Jessey Shore Gerfatries to disclose informatioa regarding my billing, condition,
eament and prognosis to third parties to the extent Jersey Shore Geriaxics needs to do so in order to
determine my eligibility for statutory besefits, in contection with any legal proceedings or prospective
legal procesdings, in order to establish, exarcise ot defznd its legal rights, for the purpose of fraud detection
and prevention or as required and permittad to do so by law.
This medical information may be used by the persons [ authorize to receive this information for medical
reatment of consultation, billing or claims payment, or ather purposes as [ may diract. )
This authorization shall be in force and effzct until , (datz or event) at which time this authorization
expires,
[ understand that [ have the right to revoke this authorization, in writing, at any time. { vnderstand that a
revocation is not effective to the extent that any person Or eatity has already acted in reliance on my
authorization or if my authorization was cbtained as a condition of obtaining statutory benefits from Jersey
Share Geriatrics, , . : .
I understaind that my treatment, payment, or eligibility for benefits will not be conditioned on ‘whether [
sigm this authorization. '
I understand that information used or disclosed pursuant to this authorization may be disclosed by the
recipient and may no longer be protected by federal or state law.

Signature of patient or personal representative Date:

Printed aame of patient or personal repeesentative and his/her relationship to patient



ADL & IADL SCORES

ADL — Activities of Daily Living Independent Needs Dependent
Assistance
1 point 2 points 3 points
1. Bathing ] ] []
2. Dressing [] [
3. Toileting ] ]
4. Transfer ] ] ]
5. Continence [ ] | ]
| 6. Feeding ] ]
IADL — Instrumental Activities of Independent | Needs Dependant
Assistance
Dally Living 1 point 2 points 3 points
1. Ability to telephone L] ' [ ]
2. Shopping ] (]
3. Food preparation [] ]
4, Housekeeping D l ]
5. Laundry j l: D
6. Mode of transportation L D
7. Driving i
8. Responsibility for own
medication ] (] %
9. Ability to handle finances || ]

Scores:  ADL: /18

Patient Name:

DAL J27

Date:




] S
HORE
ERIATRICS

Today's Date:

Fatient Name:

Medical History

Have you (the patient) been affacted by any of the foEIoWing medical conditions; If so, when

was it first found? Answer to the best of your knowledge. Please specify Yes or No.

Yas ([No Whan? Condition

Hioh Blood Prassure

Heart Disease, Andina

Thyroid trouble

High cholesterol

Stroke

Neuropathy

Poor circulation

Diabetes

Hepatitis

Serious Head Injury

Parkinson's Disease

Drinking Problem

Depression

Syphilis or other venereal disease

Selzures

Street drug use

Cancer

Brain hemorrhage or hematoma

Meningitis or encephalitis, which?

Severe vision or hearing loss, which?

Vitamin deficiency




Raview of Symptorns

Havz you (the patient) bezn having any of these problems? Sgecify Yss or No. Please describe

Qesericlicn

Yes Ne Problem

Chanae in cersonality

Change in speech

Any weakness

Change in Judament

Confusion

Change In aleriness

Delusions or hallucinations

Emotional difficulties

Sensation oroblems

Drynass of the mouth

Any recent falls ocinjures

Difiicultv with balance

Snering

Shortness of brzath

Coughing

Chanae in bowzl habits

Blood in the stools

[ncrazsad or decraasad sex interest

Trouble with urination or Incontinence

Pain in ioints or bones

Limitad movement of arms cr leds

Bleading or entarged soots on the skin

Unusual skin dryness or sweating

Unususal thirst

Extreme fatlque

Chanqes in sleep habits

Welght loss ergain

inability to prepare or eat food



Social History

How many childrendo you have? First andlast names and where do they Iive?Pleas; includestep-

children?

Closest relative that s active inyour dailylifeand ableto assistin making medical decisions.

How many years have you been married? Divorced? Names of all spouses andyears married?

What hobbies are you involvedin?

please listall medical doctors that you have seen in the lastfive years and include reasonand phone

number.

How is your sleep schedule?

Whatis the biggest meal you eqt duringthe day?___



Social History

Whera wers you bomn?

Whera have you lived?

Currant Medical History

Pleasa List the medical conditions currently affecting the person of that they are currently

receiving traatments.

When did it begin? Condition

Surgical History
rate dates, and where was i performed.

Pleasa fist all operations that you have had, with apprep

Please be as specific as possible.
Date: - .. Operation Place




Psychiatric History
Please List all mental health of Psychiaric conditions or traatments the persen has had, with
the zpgropriate date of onsatof each.

Date Condition or Treatment

Farmily History
Pleasa indicats which family members have had any of the following medical conditions.
Give the relationship to the patient (ex: Mother, Eather, Sister, Brother). If known, pleasa

document the age of the farmily member when the diagnosis was made.

Condition Family Member(s) Age at Diagnosis

Dementia

Parkinson's Disease

Depression
Stroke

Heart Disease

Down Syndrome

Diabetes

Autism

T

Obsessive-Compulisive

Disocrder

Attention Deficit/
Hyperaclivity Disorder
Cancer (What kind?) P




Family Raport: Patient Behavior and Memory Problems
The information providad in this duestionnaire helps the doctor decide if an important memory
problem is present. It is best if this is fillad out by someone with closz, fraquent contact with the
patient. Many people have had minor and subde problems with higher mental functions for

years before they come to a doctor with questions ahout changes in memory. Please take @

moment and go back in your mind a faw months at a time and think about possible signs of
memory problems. You may not be having an din that case please just

y of these problems, an
record that information. We thank you for taking the time to complete this information.

The name of the person assisting you in completing this form:

Their telephone number:
1, Do you (the patient) sometimes have trouble writing checks, paying bills, o balancing 2
checkbook? '

Unable D Need help D Have trouble, butableD Normal D
2. Do you (the patient) scmetimes have trouble assembling tax racords, business affairs, of
papers?

Unable D Need help [—___l Have trouble, but able l_—_] Normal D

3. Do you (the patient) sometimes have trouble shopping alone for clothes, household

necessities, or groceries?

Unable D Need help D Have trouble, but able D Normal D ,

4. Do you (the patient) sometimes have trouble playing @ game of skill or working ona hobby?

Unable EI Need help D Have trouble, but 2ble D Normal D

5. Do you (the patient) sometimes have trouble heating water, makirg a cup of coffee, or lurning

off the stove?

Unable D

6. Do you (the patient) sometimes have tr

Unable D Need help

Néed he!p[:] " Havetrouble, butableD NormalD

ouble preparing @ complete meal?
Have frouble, but ableD Normal D




Do you (the patiznt) sometimes have trouble kseping track of current events?

Unabls D Need help D Have troubls, b(::tableD Normal D

Do you (the patiznt) sometimes hava trouble paying atizntion to, understanding, of discussing

a TV show or book?
Have trouble, but adble |_—_—| Normal D

Unable L—_’ Need help D

Do you (the patient) sometimes have trouble remembering appointments,

holidays, medications?
Have trouble, but able D Normal D

Unable D . Need help D

10. Do you (the patient) sometimes have trouble traveling out of the neighborhood, drivin

arranging to take buses?
Have trouble, but able D Mormal D

Unable D Need help D

family occasions,

g.of

11. What was the very first sign that something had changed In the person's memory and
thinking? When was the change noticed?

12. Please describe all other signs of problems with memory and thinking, along with the
f the memory prpb(em from

ap prox}rnatg time that they developed. Include here the story o
start to now. ’ ' o



MEDICATION LIST

(inctuding Vitamins)
Madlcation Deosage Frequency
o - —
____ e
L e
-
NAME: Date of Birth: |

Allergies:

Pharmacy: ____ TEL: P P




J St

State Form 53502 (R/ 11-09)

O Admission
Circle appropriate score for each section and total score at bottom.

Score

Parameter

FALLS RISK ASSESSMENT

O Post-Fall QO Other

O Annual

Patient Status/Condition

A.

Alert and oriented X 3

Level of Consciousness/
Mental Status

Disoriented X 3

Intennittent confusion

No falls

History of Falls

1-2 falls

(past 3 months)

3 or more falls

Ambulatory & continent

Ambulation/

Chair bound & requires assistance with toileting

Elimination Status

Ambulatory & incontinent

Adequate (with or without glasses)

Visioa Status

NO&NO&NOAFNO

| Poor (with or without glasses)
Legally blind_

E-N

Have patient stacd oo both feet w/o any type of assist then have wallc forward, thrua

doorway, then make a tum.  (Mark afl that apply.)

Normal/safe gait and balance.

Balance problem while standing,

Gait and Balance

Balance problem while walking.

Decreased muscular coordination.

Change in gait pattern when walking through doorway.

Jerking or unstable when making tums.

Requires assistance (person, furniture/walls or device).

No noted drop in blood pressure between lying and standing,
No change to cardiac thythm.

[ =] ot Joms [ gt [ et Jos f o [ D

Orthostatic
Changes

Drop<20mmHg in BP between lying and standing.

2 Increase of cardiac rhythm <20,

Drop >20mmHg in BP between lying and standing.
Increase of cardiac thythm>20.

Koo

?:':'.:"ﬂ"n e
ki gt

. Baseduponmeﬁ!lowmgtypuct‘medtcanms: anesthetics, antihistamines, cathartics,
diuretics, antihypertensive, antiseizure, benzodiazepinss, hypoglycemic, psychouvpic,

' None of these medications taken currently or w/in past 7 days.

Medications

Takes 1-2 of these medications currently or w/in past 7 days.
Takes 3-4 of these medications currently or w/in past 7 da

Mark additional point if patient has had a change in these med:catxons or

doses in past 5 days.

Predxsposmg
Diseases

¥

£~ [alolo

ar
k34
A
K 7,
‘ﬁ

loss of limb(s
None present

i Basedupontheﬁ)llowmgcmdxmns: bypertension, vertigo, CVA, Parkinsons Disease,

1-2 present

3 or more present

Equipment Issues

No risk factors noted

Oxygen tubing

Equipment needs:

Inappropriate or client does not consistently use assistive device.

et fot fos [ Jl@ [ 2 0 o I

TOTAL SCORE

Other:
Scoreof § to 14

Patient has been informed about fall risk

0 Yes 0O No

= Moderate risk for falls
Scoreof 1Sor Above <= High risk for falls

If score is 8 or above, the back page of this form must be completed.

assessment results and/or safety/fall prevention recommendations:

Signature of RN

Cats (Monih, day, year]

Time

Addressogrsph




