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Welcome to NeuroHealth:
We have tried to provide all the important information you need from us and we need from you to ensure the best possible experience as a NeuroHealth patient. For your convenience, download, print and complete all forms available on our website.  (Use black ink so that our electronic scanners can read your information clearly.)  Please bring all completed forms with you to your visit.
First and most importantly, providing the best care for you means having up-to-date medical information about you. If you have medical records or previous test results related to the reason for your visit to NeuroHealth, please bring the information with you or ask your primary care physician to mail or FAX it to us prior to your appointment.

Our FAX number is 401.739-0196.
Our telephone number is 401.732.3332.
Along with the forms, also please remember  to bring your health insurance card and your driver’s license or a photo ID to your visit. This is a fraud prevention precaution the health insurance companies require for everyone’s protection.
As a courtesy to other patients needing to see us, if you cannot make your scheduled appointment, please give us a 24-hour advance notice. Also, remember  to arrive 15 minutes early for your visit to check in and confirm your information.  In consideration of our headache patients, please do not wear perfumes or scented lotions to your appointment.  
Please be aware some health plans require that you obtain a referral from your primary care physician before we can see you. If we do not have the referral at the time of your appointment, your appointment will be rescheduled.  Also, most insurance plans nowadays have co-pays and deductibles and it is important to know what yours are, as these fees are due at the time of your visit.  
Lastly and most importantly, we look forward to meeting you and being a partner in your care. Thank you for entrusting your well being to us.
Sincerely,
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Gary A. L’Europa, MD 
Medical Director
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Important Consent We Need From You

Your signature on this form tells us that you have read and understand important NeuroHealth

policies or practices that govern your privacy, your medical records, and what happens if you

are late or miss an appointment. 

Privacy

I have been given and have read the NeuroHealth Notice of Privacy Practices.

Medical Records/Medication History
I give NeuroHealth permission to release and exchange medical information pertaining to me with 

my primary care physician, pharmacies and any medical professionals involved with my care. This permission is granted for the exchange of information, including diagnosis, treatment plan, tests, and medication history.  This permission will remain in force unless I inform NeuroHealth otherwise in writing.

Late Appointments

If I am late for a scheduled appointment, I understand NeuroHealth will do its best to accommodate

me. If my lateness causes me to miss half or more of my allotted time, I may: 

● Choose to see my provider for the remaining appointment time, knowing that I will have to


 re-schedule another appointment if the visit cannot be completed in the available time. 

●  Wait to see if I can be fit into an appointment cancellation slot or between visits, knowing that

 NeuroHealth cannot predict how long I may have to wait or guarantee there will be an opening. 

●  Reschedule my appointment.

If I am routinely late (more than two times) and my lateness causes me to miss my appointment,

I will be expected to pay the standard flat rate of $50 for the missed visit.

Missed Appointments

If I cannot make my scheduled appointment, I will give NeuroHealth a 24-hour advance notice,  

so that another patient can take my slot. If I fail to give the advance notice, I will be expected to 

pay the standard flat rate of $50 for a standard office visit.  If I miss more than 3 appointments without
a 24-hour advance notice, I will be discharged from NeuroHealth.  
Co-pays, Balances 
●  All co-pays and deductibles are due at the time of the visit or NeuroHealth will reschedule your appointment.  We accept cash, checks, Visa, Mastercard and American Express.
● All unpaid balances will accrue interest at a rate of 1.5% per month.

Default in payment may result in my account being turned over to a collection agency.

All costs of collection, including but not limited to legal fees of 33% and court costs,

will be my obligation to pay.
Referrals

● If my insurance company requires a referral and I do not contact my primary care physician to obtain a referral prior to my appointment, my appointment will be rescheduled.   
I have read and agree to honor the policies and practices explained in this document:

_______________________________________________________  
______________

 
Patient Signature





    
    
Date

Effective October 2019
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    Today’s Date____________
Please help us keep our records up-to-date by completing both sides of this form before your visit.

A. Please provide the following patient information:

Last Name_______________________________ First Name__________________ Middle Initial ______ 

Home Address________________________________________________City ____________________ 

State _______ Zip ______________ Home Phone______________ Cell Phone____________________
Email address _____________________________________

If we need to reach you, where can we leave a message:   ( ) Home Phone     ( ) Cell Phone     ( ) Email
Social Security (SS)#_____________________ Date of Birth (DOB) _____________Age____ Sex_____
Race__________________________ Ethnicity____________________ Language___________________ 

Marital Status (Please check)   ( ) Married     ( ) Separated      ( ) Divorced       ( ) Single       ( ) Widowed     

Spouse’s Name_______________________________________ Spouse’s Home Phone _____________

Spouse’s Home Address ________________________________________________________________ 

City _________________________________________ State _________ Zip _____________________

Who to Notify in Case of Emergency _____________________________ Phone __________________

Employment Status (Please check)   Working:   ( ) Part Time  ( ) Full Time   ( ) Retired    ( ) Unemployed

Occupation __________________________________________________________________________

Employer Name___________________________________ Are there more than 100 employees _____

Employer Address_____________________________________________________________________

City _______________________________ State _____  Zip _________ Work Phone ______________

B. If a doctor or other healthcare professional referred you to us, please tell us his or her 
Name _____________________________________________________ Phone ___________________ 

C. Please tell us about any doctors who are currently caring for the patient:
Primary Care MD_________________________
Specialist MD ______________________________

Practice Address




Practice Address

  _______________________________________
_________________________________________

  _______________________________________
_________________________________________ 

  Practice Phone  __________________________ 
Practice Phone _____________________________

D. Please tell us how you heard about NeuroHealth:   

( ) Word of Mouth   ( ) MD/Professional Referral    ( ) News Story    ( ) Advertising    ( ) Event  

( ) Other (please explain) _______________________________________________________________

E. ASSIGNMENT OF BENEFITS: I, the undersigned, authorize the release of any medial information necessary to process this form and authorize payment of medical benefits to the named provider for medical services rendered to the patient named in Section A.

_______________________   __________________________________________________________

Date



 Signature




                                 OVER (
F.  Please tell us what Pharmacy you use, their location, and phone number:

Pharmacy Name_____________________________________________________

Pharmacy Address____________________________________________________________________

Pharmacy Phone Number_______________________________

G. Please tell us who is the PRIMARY policy holder and health insurance company for this patient: 

Policy Holder Last Name__________________________________ First Name ____________________

Policy Holder DOB __________ Relationship to Patient ________________ SS # __________________ 

Insurance Company Name  _______________________________________ Phone ________________

Subscriber/Certificate # __________________ Group #________________ Co Pay ________________

H. Please tell us who is the SECONDARY policy holder and health insurance company, if any, for this patient:

Policy Holder Last Name__________________________________ First Name ____________________

Policy Holder DOB __________ Relationship to Patient ________________ SS # __________________ 

Insurance Company Name  _______________________________________ Phone ________________

Subscriber/Certificate # __________________ Group #________________ Co Pay ________________

I. If the patient has Rx medication insurance, please provide the following information:

Insurance Co Name  _____________________________ ID#______________ Phone _____________

WORKER’S COMP OR LIABILITY CLAIM 

J. Complete this section only if your visit is due to a work-related injury or liability claim (car accident, fall, etc.)

Incident Information

Date of Injury/Accident _____________ Place/State Where Mishap Occurred_____________________

How Incident Occurred/Cause of Injury____________________________________________________ 

___________________________________________________________________________________

Was Incident Reported  ( ) Yes  ( ) No   Worker’s Comp Claim #_______________________________

Employment at Time of Mishap

Occupation ______________________________ Employer ___________________________________

Company Address ____________________________________________________________________ City ____________________________ State _____ Zip ____________ Phone ___________________ 

Worker’s Comp Insurance (WCI) Company Information

WCI Company Name ________________________________________Phone ___________________

Address __________________________________ City _____________State ____ Zip ____________  

Legal Representation Information

Attorney’s Name ___________________________________________ Phone ___________________ 

Address __________________________________ City _____________State ____ Zip ____________  
[image: image5.jpg]



Today’s Date                            Appointment Date & Time                                               Provider  

Please complete both sides of this form to the best of your ability and bring it with you to your next appointment.

A. Patient Information
Patient Name_                                                                                                   Patient Date of Birth_ 

B. Patient Medication Usage
Please list any and all prescription and over-the-counter medications you take, whether regularly or as needed.
	Medication Name
	
	Amount You Take
	
	How Often You Take

	(Example) Prilosec
	
	200 mg
	
	2 pills twice a day

	Advil
	
	20 mg
	
	1 pill once a day


Are you currently taking Coumadin? ○Y  ○ N   Are you allergic to any medications? ○Y ○N If  yes, please list:
Please tell us the name, address, and phone number of your preferred pharmacy; for example, CVS, 799 Hope

St. in Providence, 401.521.4340  

C. Patient History
Medical History
Please list all medical problems you have or have had in the past; i.e., anxiety, asthma, depression, diabetes, heart attack, high blood pressure, stroke, etc.:




Surgical History
Please list any surgeries or medical procedures you have undergone; i.e., bone repair, hysterectomy, cosmetic, cardiac stents etc:


D. Social History:

Please tell us your occupation:_ 

Please tell us if you are a:

Current smoker    Former Smoker      Non-Smoker

If yes, packs per day____   number of years____

If former smoker, when did you quit? _____

Do you drink alcohol?  Yes    No

If yes, how many drinks do you have per week?____

Do you use marijuana?  Yes      No

If yes, reason___________   frequency___________

Do you use illegal/recreational drugs?  Yes       No

If yes, what type?____________________________

Do you have a history of drug/alcohol abuse? Yes  No

If yes, what type of drugs?_____________________

Do you drink caffeine?  Yes     No

If yes, how many drinks per day?___________

Do you have trouble falling/staying asleep?  Yes    No

Do you have difficulty staying awake?  Yes    No

How many hours of sleep do you get each night?_____

Do you exercise regularly?  Yes   No

If yes, what type of exercise, how often per week?

          

OVER 
D. Current Health Concerns
Please check any of the following that have recently troubled you:
	General
O Fever
	Cardiovascular System
	

	O Chills
	O Chest Pain
	Hair & Skin

	O Fatigue
	O Fainting
	O Itching

	O Night Sweats
	O Heart Palpitations
	O Skin Rash

	Brain & Nervous System
	O Hypertension
	O Hair Loss

	Difficulty with Daily Functions
	O Irregular Pulse
	Immune System

	O Speaking
	Ears/Nose/Throat
	O Allergies

	O Swallowing
	O Hearing Loss
	O Itchy Watery Eyes

	O Walking
	O Hoarsenes
	Mental Health

	O Dizziness/Vertigo
	O Sinus Pain
	O Depression

	O Drooling
	O Nose Bleeds
	O Irritability

	O Headaches
	O Ringing in the Ears
	O Mood Changes

	O Involuntary Movements
	O Sensitivity to Noise
	O Nervousness

	O Light-headedness
	O Sore Throat
	O Tension

	Loss of
	Endocrine System
	O Trouble Concentrating

	O Balance
	O Heat Intolerance
	O Trouble Sleeping/Staying

	O Consciousness
O Memory
	O Cold Intolerance
O Weight Gain
	Awake

Musculoskeletal System

	Numbness
	O Weight Loss
	O Joint Stiffness/Pain

	O Facial
	Eyes
	O Joint Swelling

	O Arm
	O Blurred Vision
	O Edema in Arms/Legs

	O Leg
	O Double Vision
	O TMJ

	O Body O Tingling 
O Tremors
	O Loss of Vision
O Sensitivity to Light
Gastrointestinal System
	Pain (please check all that

apply)

O Arms

	O Arm
	O Abdominal Pain
	O Back

	O Leg
	O Appetite Increase
	O Legs

	O Head
	O Appetite Decrease
	O Neck

	Weakness

O Facial
O Arm
O Leg
O Body
Blood & Lymphatic System
	O Constipation
O Diarrhea
O Heartburn
O Nausea
O Vomiting
Genitourinary System
	O Shoulders
Respiratory System
O Asthma
O Chronic Cough
O Difficulty Breathing
Shortness of Breath

	O Blood Clotting
	Urinary Problems
	O With Exertion

	O Bruise Easily
	O Incontinence
	O Without Exertion

	
	O Problems Urinating
O Pain with Urination
	O Snoring
Women Only

	
	O Prostate Problems
	O Irregular Cycle

	
	O Urinary Retention
	

	
	
	


E. Family Health Status/Medical History

Does anyone in your family have a history of the following:

	

	
	Yes
	No
	Relationship
	
	Yes
	No
	Relationship 

	Alzheimer’s/ dementia
	
	
	
	Heart Disease
	
	
	

	Anxiety
	
	
	
	High Blood Pressure
	
	
	

	Asthma
	
	
	
	High Cholesterol
	
	
	

	Bleeding Disorder
	
	
	
	Huntington’s Disease
	
	
	

	Cancer
	
	
	
	Multiple Sclerosis
	
	
	

	Cerebral aneurysm
	
	
	
	Neuropathy 
	
	
	

	Cervical Dystonia
	
	
	
	Parkinson’s Disease
	
	
	

	Depression
	
	
	
	Restless Leg Syndrome
	
	
	

	Diabetes
	
	
	
	Stroke
	
	
	

	Epilepsy (Seizures)
	
	
	
	Thyroid Disease
	
	
	

	Fibromyalgia
	
	
	
	Tremor
	
	
	

	Headache/migraine
	
	
	
	Other
	
	
	


