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Dear New Patient:

Welcome to Jersey Shore Geriatrics. Thank you for choosing this practice to assist you
in your health care needs.

In our efforts to give you the best possible geriatric care we ask that you fill out the
enclosed forms and have them available at your first appointment. This will assist the
doctor in evaluating and treating your medical conditions. We also ask that you have
your Medicare and other insurance cards available. In addition, we ask that you have
all of your prescription and over-the-counter medication, including vitamins, with you.
Lastly, if you have any of the following documents: Living Will and/or Advanced Directive
or Power of Attorney, have them available so we can make copies to complete our files.

We appreciate your assistance with this process. We look forward to helping you with
your most important assets, your health and well-being. Should you have any questions
or concerns, please do not hesitate to contact us at 732-866-9922.

Sincerely,

The Staff at Jersey Shore Geriatrics

Jersey Shore Geriatrics
15 School Road East Suite #2
Marlboro, New Jersey 07746
Email: jsglabs@gmail.com
Phone — 732-866-9922
Fax - 732-866-9970



PATIENT INTAKE FORM

Soclal Security Number;
" Name:
( First) (Last)
Home Address:
Street Address Apts Ciy '
- | Stata Zp Code
(if Cifferent from Homa) Street Address , City State 2Zp Code
Telephone Numbar: ‘ Marital Status: MWD S Race (Optional)
Employment Status: Date of Last Physlcal; Religion
Living Situation: (circle)  Apartment Rent/Own Home Mobile Home Retirement Home
 Assisted Living Nursing Home Other: (Specify) :
Medicare Numbar: Supplementat insurance Company:
' (Name of policyhatder)
Po ber: Group Number:
Name of . Eoloy Nt *
Naarest Relative: Relationship:
A
I Streat Address . AnS City State Zp Cade
Home Phons No, Work Teleghone:
E-Mail Address: — Cell Phone Number;
Emunenc/ormunateconﬁct( Can be friand or other family member)
Name: ' Telephone #: ___Relationship:
. Streat Address ApL# City State - Zp Code

We want to know more sbout you. Ploase answar the following questions:
“1. Primary reason for your visit today and what can the Doctor help you with?

2, How did you hear about Jersey Shore Gerfatrics?
3. Have you used Meridian Health System in the past? if yes, where?

4. Do you have ono of the following ? Living WIll, Advanced Directive, Durable Power of Attorney —YES__NO
If yes (please circle all that apply) Living Will Advance Directive Durable Power Of Attomey
i no, would you like to recelve information on this subject? YES NO  Date Provided

S———

6. What Physiclans have you seen in the tast two (2) years? Primary:

Other:
Phone No.: Phone No.:
6. Whom on your behaif may we speak with:
Name: Yelephone #: Relationship:

Name: Telophone #: Relatlonship:
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RELEASE OF INFORMATION TO INSURANCE CARRIERS

Jersey Shore Geriatrics Is authorized to fumish information, necessary to process
clalms, to an insurer, compensation carier, or welfare agency who may be providing financial
* assistance for hospital care. '

MEDICARE PATIENT'S CERTIFICATION, AUTHORIZATION TO RELEASE
INFORMATION, AND PAYMENT REQUEST
Icerﬂfymatmewounm:tgl\mtomehapplymgforpaymentunder'l‘lﬂexvul of the Social
Securily Actis correct. lmmummammmcummummmsm
Guhﬂaonmybahaﬁtorwumsmadmbymhmoﬂlu. including physician services. |
mmwmofmmmwomwmm»mnmmmmmumw its agents
or intermediaries any information neededwdetermmmebeneﬁtsorbemﬂmfwmm services.

| further authorize the Medicare program to furnish medical or other Information acquired on this
visit acquired by its intermediary under the Title XVIil Program to the extent necessary to process any
complementary coverage claim. ’ '
I hereby certify that | have read and fully understand the above authorizations.

Date : Signed X_

r PATIENT

— ol —_——
WITNESS NEAREST RELATIVE

FINANCIAL RESPONSIBILITY

' In consideration of the rendering of service to the patlent, the undersigned guarentees the
payment of any amount due for such services rendered by Jersey Shore Gerlatrics over and above the
amount covered by Medicare and/or insurance.

Date __ Signed X
Witness Procedure
Jergey Shore Geriatrics

16 School Road East Suite #2
mmg& Jorsey 07748
mail.com
Phane - 732-868-8922
Fax - 732-866-6970



CONSENT FOR RELEASE OF CONFIDENTIAL PATIENT INFORMATION

b , bom, ,
(Patient Name) ‘ (Date of Birth)

Authorize and request

(Specify Institution, Unit or )
to fumish to: Jersey Shore Gerlatrics Program
15 School Road East, Suite #2
Mariboro, NJ 07746
Phone: 732-868-8922

the following information:

' (Specify All or What Portions of Record) .
'l'hulfo‘: Information is released for the following purpose and that purpose only. Any other use Is
forbld .

Data Requested: .
Complete Record | __Consultations
Olschargs Summary Operative Records
History and Physical X-Ray Reports
Patholegy Reports X-Ray Films
E&‘G Reports Laboratory Reports

{1 pd .
Need and Purpose of Disclosure;

THE FOLLOWING MUST BE COMPLETED PRIOR TO SIGNING THE AUTHORIZATION

| recognize that the information disclosed may contaln drug/alcohol information that is protacted by federal
and state law, 1doO donat O specifically consent to disclosure of such information.

| recognize that the Informatlon disclosed may contaln mental health information thet Is protected by federal
and state law. 1 doO donot O specifically consent to disclosure of such infermation,

| recognize that the Information disclosed may cantain information regarding sexvally transmitted diseases or
HIV/ AIDS testing information. | do© donot O specifically consent to disclosure of such information,

Ido O donot O consent to transmisslon of my reconds via fecsimile {FAX) machina,

| hereby release and forever discharge Jersey Shore Gerlatrics; it's employees, and agents from any lability
arsing out of the release of my medical records as specified above and pursuant to this signed authorization,

This consent Is subject to revocation at any time, except (o the extent that the disclosure has already taken
action in reflance on it. if not previcusly revoked, this consent will terminate on:

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

(Signature of Patient) (Dato)

(Signature of Witness) {Dato)



’. Jersoy Shore Gerlatrics
15 School Road East Sulte #2
ERN\EY Mariboro, New Jersey 07746

G‘EPJATRICS foodrioseye g

HIPAA Authorization Form '
Patient Authorization for Use and Disclosure of Protected Health
' Information

By signing, { éulhoﬂze Jersey Shore Geriatrics to use and/or disclose certain protected
. health information (PHI) about me to : :

This authorization permits Jersay Shore Gerlatrics to use and/or disclose the following
individually identifiable health information about me: my medical and surgical history, my
medications, laboratory values, and my radiographic imaging. '

The l:for:natlon will be used or disclosed for the following purpose at the request of the
individual.

The purpose(s) is/are provided so that | can make an informed decision whether o allow
release of the information. This authorization will not expire. L

The practice will not receive payment or other remuneration from a third party in exchange
for using or disclosing the PHI.

) do not have to sign this authorization in order to receive treatment from Jersey Shore
Gerlatrics. Infact, | have the right to refuse to sign this authorization. When my information
is used or disclosed pursuant to this authorization, it may be subject to redisclosure bythe -
reciplent and may no longer be protected by the federal HIPAA Privacy Rule. 1 have the right
to revoke this authorization in writing except to the extent that the practice has acted in
reliance upon this authorization. My written revaocation must be submitted to the privacy
officer at: ‘

Signed by:
Signature of Patient or Legal Guardian Relationship to Patlent

Print Patient's Name Date

Print Name of Patient or Legal Guardian, if applicable
Patient/Guardian must be provided with a signed copy of this authorization form.



Patient Name:

Ja

Medical History -

Have you (the patlent) been affectod b
was it first found? Answer to the

Today's Date:

When?

Sex
Gruarics

e ——

y any of the following medical conditions; If so, when
bost of your knowledge. Check Yes or No.

“Condition_

| eart Disoase, Angina

Thyrold trouble

JHigh cholestero)

|otroke

Poor clroculation

Iﬂlm

I'.*wh _
Sarlous Head Injury

Parkinson's Disease

Drinking Problem

Hnomssbn

) ISyphllh or other venoreal disease

|setzures

Ism drug uso

Ic.near

letn homowhage or hematoma

lManlngltls or encephalitls

Sovere vision or hearing losa

Vitamin deficiancy




Current Medical History

Please List the medical conditions currently affecting the person or that they are currently
recelving troatments. ‘

Whendiditbegin? Condition’

Surglcal History
Please list all operations that you have had, with appropriate dates.
Date: Gporation




Review of Symptoms

Have you (the patient) bean having any of these problems? Click Yes or No. Please describe

Yes

[No

[Probiem [Description

(Change in personatty _

IC!uM speech

'Agz wozknoss

| ¢ In Ju nt

lco!ursleu

Immwu

'Dems!om or hallucinstions

Emotional difficuities

|8ensstion problems _

|Dmm of the mouth
Any recent fails or injuries

Iblmcu& with balance

|8mrln

Shortness of breath

Coughing

|changs th bowe! habite

[Btood in the stools

Increased or decreased sex Intorest

Trouble with urination or Incontinence

|Pain tn jolnts or bones

lleMmmmmofmoﬂ_ep
Bleo or : ots on the skin

Unusual skin dryness or sweating

[Unusual thirst

lextrams fatigus

lclungos in slesp habits

Welght loss or galn

[inabiity to prepare o eat food




Psychlatric History

Pleaso List all mental health of Psychiatric eonditions or treatments the person has had, with
the appropriate date of onset of each. :

Date Condition or Treatment

Family History .

Pieasi Indloate which family members have had any of the following medical conditions.
Give the relationship to the patient {ox: Mother, Father, Sister, Brother). if known, please
document the age of the family member when the dlagnosis was made.

Condition Family Member{s) _Age at Dlagnosis

Dementia
Parkinson's Disecase
Depression
Stroke
Heart Disease

~ Down Syndrome
Diabetes
Autism
Obsessive-Compulsive
Disorder
Attention Deficit /
Hyporactivity Disorder
Cencer

AR



Family Report: Patient Behavior and Memory Problems

The Information provided in this questionnaire helps the doctor decide if an important memory
problem is present. It is best if this is filled out by someone with close, frequent contact with the
patient. Many people have had minor and subtie problems with higher mental functions for
years before they come to a doctor with questions about changes in memotry. Pleass take a
moment and go back in your mind a few months at a time and think about possible signs of
memory problenis. You may not be having any of these problems, and in that case please just
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, or balancing a
checkbook? (circle your answer)

Unable Need help Have trouble, but able Nomal

2. Do you (the patient) sometimes have trouble assembling tax records, business affairs, or
papers?

Unable " Need help Have trouble, butable .  Normal

3. Do jmu (the patlent) sometimes have trouble shopping alone for clothes, household
necessitles, or groceries? '

Unable Needhelp Have trouble, but able Normal

4. Do you (the patient) sometimes have trouble playing a game of skill 6! whﬂ(lng on a hobby?
Unable . Need help Have trouble, but able Normal

6. Do you (the patient) sometimes have trouble heating water, making a cup of coffes, or turning
off the stove?

Unable Need help Have trouble, but able Normal
6. Do you (the patient) sometimes have trouble preparing a complete meal?
Unable Need help Have trouble, but able Normal



7. Do you (the patient) sometimes have trouble keeping track of current events?
Unable Need help Have trouble, but able Normal

8. Do you (the patient) sometimes have trouble paying attention to, understanding, or discussing
a TV show or book?

Unable Need help Have trouble, but able Normal

8. Do you (the patient) sometimes have trouble remembering appointments, family occasions,
holldays, medications? .

Unable Need help Have trouble, but able Normal

10. Do you (the patient) sometimes have trouble traveling out of the nelghborhocd, driving, or
arranging to take buses?

Unable ” Need help | Have trouble, but able Normmal

- 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

approximate time that they developed. Include here the story of the memory problem from
start fo now.



Education and Employment

What is the highest level of formal education that you (the patient) completed?

What was the primary type of work that you (the patient) performed?

What other jobs have you (the patient) had?

Have you (the patient) ever worked with chemicats, solvents, or heavy metals (for example, lead)?
No_________ Yes _______ IfYes, whichones?

Do you (the patient) have a histery of exposure to radiation or radiation therapy?
No________ Yes

Have you (the paﬁent)whaddewmnmvo(ecnwww
No Yes

Have you (the patient) ever been a boxer?
No .

Yes

Prior Evaluation

Have you had a brain imaging study (CT braln or MRI)?

NO Yes Location,

Have you had blood tests for memory loss?

No : Yes ' If yes, where and when

Have you had an evaluation for memory loss before?

No Yes _ |f yes, where and when
Health Habits

Dld you ever smoke, if so, how many packs per day and for how many years?

Do you drink alcoholic beverages on most days?
No Yes if yas, how many drinks per day?




ADL & IADL SCORES

ADL- Activities of Daily Living

Independent
1 point

Needs
Asslstance

2 points

Dependent
3 points

1. Bathing

2. Dressing

3. Toileting

4. Transfer

§. Continence

6. Feoding

IADL.- Instrumental Activities of Daily Living

“Independent
1 point

Needs
Assistance
2 polnts

Dependent
'3 points

1. Ability to telephone

2. Shopping

3. Food preparation

ry Housekeeping

1. Laundry

6. Mode of transportation

7. Driving

8. Responsibility for own medication

9. Ability to handle finances

SCORES:

Patient Name:

ADL: /18

TIADL:

Date:

127




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? cesssnsaeresensenens YES / NO

2. Have you dropped many of your activities and interests? ...........YES /NO

3. Do you feel that your life is €mpty?..............censeesversesesesessesoreesssrense. YES /NO
4. Do you often get bored? .......c..ccccuuumrurrereererseccerinnnnneeeninn. YES / NO
5. Are you in good spirits most of the time? .........ccceveeeerernrennnn. YES/NO
6. Are you afraid that something bad is going to happen to you? ...... YES /NO
7. Do you feel happy most of the ime? ..........ccccvereericvnrererrerans YES/NO
8. Do you often feel helpless? ................... srssesssinesisssnnnnie YES /NO
9. Do you prefer to stay ai home, rather than going ouf and doing new?
things? vueeeveererenereennenenes rrerteresnessresnsenns cesesnsrsstestasasaen YES /NO
10. Do you feel you have more problems with memory than most?...YES / NO
11. Do you think it is wonderful to be alive now?. . . . . . . P YES/NO
12. Do you feel pretty worthless the way you are now?........... YES /NO
13. Do you feel full of energy?. ... ... I PTTRRRTUR YES /NO
14. Do you feel that your situation is hobeless?. Ceereeenenas ~...YES/NO
15. Do you think that most people are better off than youare?..... YES/NO

Answers indicating depression are highlighted, Each answer counts one point;
Scores greater.than § indicate possible clinical depression and warrant follow up.

Name: . Date:




MEDICATION LIST

I Incresse/Dacresse

Start NMedication | Route |Desage| Frequency | Stop Oats

NAME: : : Date of Birth: __
Allorgles: ’

Phanuscy: TEL: _ Fax:




