Dr. Martin H. Handler

38 Northern Boulevard

Great Neck, New York 11021

(516) 773-3500

PATIENT’S NAME  ________________ _____________ ________________________

HOME ADDRESS
______________________________________________________

CITY


_______________________STATE ____________ZIP_________

DO YOU WANT PROTECTED HEALTH INFORMATION RELEASED TO:



YOUR HOME ADDRESS


YES 
NO




OTHER ADDRESS



YES
NO




NEITHER




YES
NO

OTHER ADDRESS
______________________________________________________

CITY


______________________ STATE____________ZIP__________

MALE/FEMALE

DATE OF BIRTH ____ / ____ / _______

SOCIAL SECURITY #
______ ______ _______

MARITAL STATUS:
  ⁭ SINGLE   ⁭ MARRIED   ⁭DIVORCED     

  ⁭ WIDOWED  ⁭PARTNERED
SPOUSE/PARTNER’S NAME ___________________________________

TELEPHONE #’s that you wish to be contacted.  Do not enter #’s that you do not wish to be contacted.

HOME


(_____)   _____   ________

BUSINESS

(_____)   _____   ________

CELL 


(_____)   _____   ________

FAX


(_____)   _____   ________

NAME _______________________ DATE___________

TO WHOM MAY WE RELEASE PROTECTED HEALTH INFORMATION?





OR



NO ONE EXCEPT MYSELF 
NAME  ____________________________________
RELATIONSHIP_________


PHONE NUMBER (_____) ______  _______

NAME  ____________________________________
RELATIONSHIP_________


PHONE NUMBER (_____) ______  _______

NAME  ____________________________________
RELATIONSHIP_________


PHONE NUMBER (_____) ______  _______

ALTHOUGH DR. HANDLER ATTEMPT TO PROVIDE YOU WITH THE BEST CARDIAC CARE, THERE IS MORE TO YOUR BODY THAN YOUR HEART.  THEREFORE, IT IS IMPERATIVE THAT ALL PATIENTS HAVE A PRIMARY CARE DOCTOR (GENERAL PRACTITIONER, FAMILY DOCTOR, INTERNIST OR GYNECOLOGIST) AND BE EXAMINED BY THEM ON AN APPROPRIATE BASIS IN ORDER TO PROPERLY DIAGNOSE AND TREAT OTHER POTENTIAL OR ACTIVE MEDICAL PROBLEMS.  IF YOU DO NOT HAVE A PRIMARY CARE DOCTOR WE MAY BE ABLE TO ASSIST, BUT WE CANNOT PROVIDE THIS CARE NOR ACCEPT RESPONSIBILITY TO DIAGNOSE OR TREAT NON-CARDIAC PROBLEMS.

PRIMARY PHYSICIAN’S NAME
__________________________________________




PHONE # (_____) _______
_______

REFERRED TO THIS OFFICE BY: _________________________________________

MEDICAL HISTORY      NAME  ____________________DATE_____________

DO YOU HAVE OR HAVE YOU EVER BEEN TOLD TO HAVE THE FOLLOWING:


HIGH BLOOD PRESSURE


RHEUMATIC FEVER        

 


DIABETES




HEART MURMUR

   

HIGH CHOLESTEROL


HEART VALVE PROBLEM


HIGH TRIGLYCERIDES


HEART ARRHYTHMIA

ANGINA




SKIPPED/EXTRA HEART BEATS


HEART FAILURE



SLOW HEART BEAT


ENLARGED HEART



FAST HEART BEAT




IF YOU’VE EVER HAD THE FOLLOWING, WHEN DID IT OCCUR?

HEART ATTACK



            ______________________________

HEART CATHERIZATION (ANGIOGRAM)
______________________________

HEART ANGIOPLASTY



______________________________

HEART STENT




______________________________

HEART BYPASS SURGERY


______________________________

HEART VALVE SURGERY



______________________________

OTHER HEART SURGERY



______________________________

ELECTRICAL STUDY OF THE HEART (EPS)
______________________________

ABLATION





______________________________

PACEMAKER




______________________________

DEFIBRILATOR




______________________________

DO YOU SMOKE CIGARETTES? ________

IF YOU EVER SMOKED, PLEASE TELL ME HOW MUCH, FOR HOW                        LONG, AND WHEN YOU STOPPED  _______________________________________

________________________________________________________________________

IF THERE  IS A HISTORY OF HEART PROBLEMS IN YOUR FAMILY, PLEASE TELL ME WHO AND WHAT TYPE _________________________________________

________________________________________________________________________

________________________________________________________________________

PLEASE TELL ME WHEN YOU WERE HOSPITALIZED, FOR WHAT, AND WHICH HOSPITAL ______________________________________________________
________________________________________________________________________________________________________________________________________________
NAME ________________________ DATE___________

DO YOU HAVE ANY ADDITIONAL MEDICAL PROBLEMS THAT WE SHOULD KNOW ABOUT (FOR EXAMPLE, GASTROINTESTINAL, LUNG, KIDNEY, OR NEUROLGOICAL)?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

WHAT MEDICATION ARE YOU CURRENTLY TAKING?

NAME




DOSE


HOW OFTEN

_______________________

_______________
________________________

_______________________

_______________
________________________

_______________________

_______________
________________________

_______________________

_______________
________________________

_______________________

_______________
________________________

_______________________

_______________
________________________

_______________________

_______________
________________________

_______________________

_______________
________________________

_______________________

_______________
________________________

WHAT MEDICATION ARE YOU ALLERGIC TO?

________________________________________________________________________________________________________________________________________________

PLEASE DESCRIBE THE REASON FOR YOUR VISIT

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

EMPLOYER NAME _______________________
STREET ADDRESS _________________________________

CITY
________________________________ STATE_________
ZIP__________

PRIMARY INSURANCE

IDENTIFICATION # ____________________________________________

GROUP# ____________________

ADDRESS OF INSURANCE CO ____________________________________________

CITY ________________________________ STATE _________ ZIP __________

PHONE # ______________________________

SECONDARY INSURANCE

IDENTIFICATION # ____________________________________________

GROUP# ____________________

ADDRESS OF INSURANCE CO ____________________________________________

CITY ________________________________ STATE _________ ZIP __________

PHONE # _______________________________

THE ABOVE MEDICAL INFORMATION AND HEALTH INSURANCE INFORMATION HAS BEEN ANSWERED TO THE BEST OF MY KNOWLEDGE AND I AUTHORIZE ALL PAYMENTS DIRECTLY TO DR. MARTIN HANDLER.
I ACKNOWLEDGE THAT IF PAYMENT IS DENIED BY AN INSURANCE COMPANY TO THE DOCTORS BECAUSE:


I HAVE NOT PROVIDED CORRECT INSURANCE INFORMATION, 


I CHANGE MEDICAL INSURANCE WITHOUT NOTIFYING THIS MEDICAL OFFICE,


THE DOCTORS DO NOT “PARTICIPATE” IN MY INSURANCE PLAN, 


I DO NOT OBTAIN A REFERRAL IF REQUIRED BY MY INSURANCE COMPANY,


MY INSURANCE COMPANY DEEMS SERVICES RENDERED AS “NON-BILLABLE SERVICE” OR “SERVICE/PROCEDURE IS CONSIDERED INCIDENTAL/INCLUSIVCE TO THE PRIMARY PROCEDURE,


I HAVE A PRE-EXISTING CONDITION NOT COVERED BY MY INSURANCE.

I WILL BE RESPONSIBLE FOR FULL PAYMENT OF MY DEDUCTIBLE AND CO-INSURANCE. 

I WILL BE RESPONSIBLE FOR PAYMENT TO THE DOCTORS AT THEIR USUAL AND CUSTOMARY FEE.

I UNDERSTAND THAT THE DOCTORS DO NOT PARTICIPATE WITH MEDICAID, WORKMAN’S COMPENSATION AND NO –FAULT INSURANCE.
SIGNED __________________________________
DATE__________________
