Hackensack Allergy & Asthma Center, LLC
211 Essex Street, suite 401  Hackensack, NJ 07601 ∙ 201.343.6673 

Welcome to the Hackensack Allergy & Asthma Center.  Please fill in each appropriate area and sign where requested.

Name: __________________________________SS#:______________________ Date of Birth_________

          First
Middle

Last (Suffix)
   


 

Address: ____________________________________________________________________________
City: ______________________________________________State:______ ZIP+4: _________________

Patient’s Employer: _____________________________Employer’s Address:______________________

City: ___________________State: ______ZIP+4: _______________ Employer phone: ______________
Marital Status: M  S   W   D       Gender (circle one):   M     F     Born gender:    Female   Male (circle one)                             Ethnicity- Hispanic   Non Hispanic

Race- White  Black/African American   Asian   Other



May we contact you here?
                                                                                                     
	Contact Information
	Number
	Yes
	No

	Home phone
	
	
	

	Cell phone:
	
	
	

	Fax number:
	
	
	

	Work number:
	
	
	

	E-mail
	
	
	

	Emergency contact Name:_____________

Relation:___________
	
	X
	

	Other
	
	
	


Physician Contact     






        May we send a letter?
	Physician 
	Name
	Address
	Phone
	Fax
	Yes
	No

	Referring
	
	
	
	
	X
	

	Primary
	
	
	
	
	
	

	Specialist
	
	
	
	
	
	


I certify that the above information is true and correct and give permission, where indicated, to forward necessary medical information to the physicians involved with my care.

Signature of Patient or Guardian




Date
Printed name of guardian, if applicable: ______________________________________________________

Hackensack Allergy & Asthma Center

Insurance Information for __________________________________________ D.O.B. ________________

Primary Insurance
Name of Policy holder/Subscriber: ________________________________Phone number:_____________

Name of Insurance: ___________________________________ SS#_______________________________

Date of birth (Policy Holder) REQUIRED: _________Policy #:______________ Group #:_____________

Address of Subscriber (if different from above) _______________________________________________

City:  ______________________State: ______ ZIP+4: ________ Relationship to patient: _____________

Secondary Insurance

Name of policy holder (Subscriber):___________________ SS# __________Phone number:____________
Name of Insurance: _______________________________________
Date of birth (Policy Holder) REQUIRED: _________Policy #:______________ Group #:_____________
Address of Subscriber (if different from above) _______________________________________________
City: _______________________State: ______ ZIP+4: _________ Relationship to patient: __________

Guarantor (Person who guarantees payment)
Guarantor’s Name: _________________________________SSN# ___________Phone number: ________
Address of Guarantor (if different from above) _______________________________________________

City:  ______________________State: ______ ZIP+4: ________ Relationship to patient: _____________

Billing policy:   All co-payments, deductibles and the patient percentage payments are required on the date of the visit for patients whose insurance company with which the physician is a participating provider. It is the patient’s responsibility to understand the terms of insurance coverage and obtain any necessary referrals for specialty service care. The patient is expected to accept the responsibility for providing accurate personal and insurance information. Failure to resolve outstanding balances in a timely fashion or the provision of false information (including the provision of false addresses or phone numbers) to avoid payment will result in a 1.5 percent interest fee being charged to all outstanding balances per month up to 18 percent annually. Interest begins to accrue on outstanding balances one month after the date of service.  Patients with balances greater than six months in arrears will be dismissed from the practice.  Patients are assessed a $35 fee for checks returned for insufficient funds (“bounced checks”). 

*Federal regulations & legal recommendations do not permit the provision of professional courtesy.  
*Please note missed appointments without timely 24 hour cancellation may incur a $35.00 fee. New Patients who no call no show 2 scheduled appointments will be discharged from the practice. 
Patient also agrees in order for us to service our account or to collect any amounts you may owe, we may contact you by telephone at any telephone number associated with your account, including wireless telephone numbers, which could result in a charge to you. Methods of contact may include using pre-recorded voice messages and/or use of letters/statements mailed to the patient’s residence. Patients with outstanding balances will be sent to Collections 2 weeks after three statements are processed in our office with no response from the patient or the patient’s guarantor.  Patient or guarantor/guardian understands that per office policy balances are sent to collections after three unpaid statements.  Patient agrees to respond to notices and calls from this office to settle outstanding balances. 
In the event the account is referred to an outside agency or attorney for collection, the patient will be responsible for an additional standard Collections Fee of fifty dollars ($50.00).

Permission for submission of claims:

I give permission for representatives of the Hackensack Allergy & Asthma Center, LLC and its billing agency to submit the necessary personal and medical information to my health insurance company that is needed for processing payment of my claim.  I have read and understood the billing policy of the Hackensack Allergy & Asthma Center, LLC. I have also read the above disclosure and agree that the Practice/Office or its agent may contact me as described above.
______________________________________________________________________________________Patient/Guarantor Signature





Date
Hackensack Allergy & Asthma Center, LLC
211 Essex Street Suite 401
Hackensack, NJ  07601

201-343-6673

Acknowledgment of Notice of Privacy Practices of Protected Health Information
I hereby give my consent to Thomas Selvaggi, M.D. to use and disclose my protected health information for the purposes of treatment, payment and health care operations.  I acknowledge that I have been given the opportunity to review the “Notice of Privacy Practices” posted in this office.

Please note the office reserves the right to amend the terms of the Posted Privacy Policy.  You may obtain copies of the current policy by calling our office, or communicating your request in writing.

Patient Name: _____________________________________Date of Birth: ________________________

Patient Representative: ______________________________Relationship to Patient ________________

Signature: ________________________________________Date:_______________________________
Consent of Disclosure
Names of relatives/friends with whom we may communicate regarding your health status/information:

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Patient Name: ___________________________________Date of Birth: _________________________

Patient Representative: ____________________________Relationship to Patient __________________

Signature: ______________________________________Date:_________________________________

How did you hear about the Hackensack Allergy and Asthma Center? (Please Circle All that Apply):

Patient Referral

Doctor Referral

White Pages

Insurance/
Website    TV Commercial Other (Please Explain): ____________________________________________
Pharmacy Name, City, Street and Phone Number (REQUIRED FOR MEDICARE)

Hackensack Allergy & Asthma Center
Patient Portal Email Consent Form

I 




   give consent to the Hackensack Allergy & Asthma Center to create a personal Web user ID
and Password for myself or my beneficiary to use their Patient Portal service which will allow me to view my or my beneficiary’s personal medical information online as mandated by Federal regulation.  I understand that in order to access this account I must present the Hackensack Allergy & Asthma Center with a current email address which will allow the office to forward the link to me.  I understand that once I receive the link I can change the password or update it if I wish. This information is personal and confidential and will only be discussed by the Doctor with the patient, another Doctor of the patients choosing with their consent, or with any applicable party that the patient has listed on their HIPPA Consent for Disclosure sheet.
Email Address- 

Signature                                                                   Date
Hackensack Allergy & Asthma Center

Medical History For _______________________________________________  Date: ________________

Date of Birth: _____________________________________________________Age: _________________

Please provide the following information or answer the following questions:

List the reason(s) for your visit:

____________________________________________________________________________________

____________________________________________________________________________________

_____________________________________________________________________________________

List any medications, vitamins or supplements that you are taking with the doses and times:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________

List any MEDICATION ALLERGIES with the reaction and your age(s) when it occurred:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is any one in your family allergic to medications? ___No  ___Yes, Please describe _________

Are you allergic to latex? ___No  ___Yes.  Please describe_______________________________​​​​________

Are you allergic to foods? ___No
___Yes.  Please describe_____________________________________

Have you been stung by a bee, wasp, hornet, yellow jacket or fire ant? ___No  ___Yes.  Please describe any reactions: _______________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​___________________________________________

Are you allergic to nickel, perfumes, thimerosal, or cosmetics? ___No
___Yes.  Please describe __________________________

Do you have asthma? ___ No____ Yes. If yes, please answer the following:

Date of last attack: ___________________

Date of last emergency room visit or hospitalization for asthma:_______________________

Personal best peak flow readings: _________________________________

Current peak flow readings: ______________________________________

Last pulmonary function test: _____________________________________

Date of last albuterol (Proventil, ProAir, Ventolin) or Maxair use: ______________

Frequency of albuterol (Proventil, ProAir, Ventolin) or Maxair use: ______________

Do you have difficulty with asthma or cough at night? ___No
____ Yes

Check the following symptoms if you have them: 

___ Shortness of breath;         ___Chest tightness;          ____Cough;          ____Wheezing

Hackensack Allergy & Asthma Center
Do you have nasal/sinus or eye allergies? _____No _______Yes.  If yes, please answer the following:


List the months (or all year) that you have symptoms: _______________________________

What triggers your allergies? (Circle all that apply):  Pollens
Grass
Tree    Weeds    Ragweed   Mold        Cat
Dog
Birds
Perfume
 Change in temperature  Spicy food

Symptoms (circle all that apply):


EYES: Itchy      watery    red
burning


EARS:    Popping 
Pain
Infections


THROAT: Sore/pain
Post nasal drip
Hoarseness   Thick mucus


SINUSES: Pressure Where? ___________________


NOSE:   Stuffy/Congested   
Runny

Sneezing

Please describe your environment (Please circle all that apply):

Domicile:
Single family home
2 family home
Apartment

Bedding: 
Feather

Synthetic
Down pillows
down comforter
Floors: 

Hardwood
Carpeting
Tile
Other: _______________

Heating:

Baseboard
Forced Hot Air

Radiator

Air Conditioner:
Central

Window Units

Both

Pets: 

____None
Cats: # _______; 
Dogs: # __________; Other: # __________

Occupation/Former occupation: ____________________________________________________________

System Review/Other Medical History:
Do you have or have you had any the following? (Circle all that apply and briefly explain)

Fever, chills, joint pains, muscle aches, fatigue, difficulty concentrating,   ___No      ___Yes: _____

Itching, eczema, hives, rashes or rosacea ____No;     _____Yes:___________

Shortness of breath when walking or with exertion ____ No;   _____Yes:___________

Heart disease, High blood pressure, lung disease, COPD or kidney disease ____No;     _____Yes:________

Diabetes, Thyroid disease ____No;     _____Yes:___________

Acid reflux, agita, repeating ____ No;     _____Yes:___________

Stomach pains, Stomach ulcers, stomach bleeding ____No;     _____Yes:___________

Bleeding in the stool or rectum, diarrhea ____ No;      _____Yes:___________

Liver disease, hepatitis C, hepatitis B, cirrhosis _____No; ____Yes_________
Anemia, leukemia, lymphoma, immunodeficiency, cancer or HIV infection ____No;     _____Yes:_______

Stroke, vertigo, dizziness, neuropathy, numbness, tingling, headaches ____No;     _____Yes:_________

Glaucoma, family member with glaucoma, eye disease, vision loss? ____No; ___Yes:___________

Hearing loss, Loss of smell. Loss of taste, dental disease, gum disease ____No;     _____Yes:_________

Hackensack Allergy & Asthma Center
Pneumonia (#_____), recurrent sinus infections, urine infections, cough, skin infections __No;     ___Yes:______

Do you take or have you ever had chemotherapy? ____No;     _____Yes:___________

Have you been exposed to a person with tuberculosis? ____No;     _____Yes:___________

Have you had a positive TB test? ____No;     _____Yes:___________
Have you had genital herpes, or another sexually transmitted disease? ____No;     _____Yes:___________

Are you an anxious/nervous person? ____No;      _____Yes:___________

Do you drink alcohol? ____No;     _____Yes:___________

Do you have depression? ____No;     _____Yes:__________

Have you been ever exposed to second hand smoke?  Ages: ___________________________

Do you or have you ever smoked or used any tobacco products?


Date started: ________________________ Amount used:  _______________________


Date quit: ______________________________

Do you exercise?

Do you have a special diet?

Please provide the following dates:

Last Chest X-ray:_________ Last Colonoscopy: ________Last Mammogram:______ Eye exam: ________

Please list names and dates of any surgeries: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Vaccinations/Dates

Have you received the pneumonia vaccine? ___ If yes, when? ______; If yes, which? Prevnar   Pneumovax

Have you received the influenza vaccine? _______________ would you like to receive your next influenza vaccine here? _______Would you like to receive the swine flu vaccine (when available) here? _______ 

When was your last tetanus vaccination? _____________

FAMILY HISTORY

Please list the ages and the chronic health diseases/conditions of members of your family:

Father_________________________________________________________________________________

Mother ________________________________________________________________________________

Brother_______________________________________________________________________________

Sister________________________________________________________________________________

Thank you for your responses which help us better treat you as well as comply with federal regulations.
Patient Responsibilities and Statement of Understanding
Insurance Coverage:
1. Your insurance policy is a contract between you and your insurance company, not your provider. 

2. Changes to your insurance coverage must be communicated to our office at the time of service upon check-in. 

3. If your plan requires referrals from your PCP, it is your responsibility to obtain the referral from that office prior to your appointment with Hackensack Allergy & Asthma Center. 

Financial Obligations

1. Co-payments are due at the time of service.

2. If you do not have insurance that Hackensack Allergy & Asthma Center participates with, you are responsible for payment in full for today’s services. 

3. Hackensack Allergy & Asthma Center will bill participating insurance companies.  If claims are not paid, Hackensack Allergy & Asthma Center will bill you for services rendered.  

4. Payment for non-covered services, deductibles, and co-insurance amounts are due within 30 days of receipt of invoice.

5. If your insurance card states you have a deductible amount or percentage in co-payment/co-insurance, our office policy requires you to complete a credit card form to have on file.  Failure to complete the credit card form will result in cancelling your appointment.
6. Payment, using the credit card form, will not be processed without your verbal consent, unless after 2 attempts to contact you via phone/email/mail have been made and there has been no response. 

7. For balances of $300 or more, a $100 min. monthly payment will be processed automatically unless prior payment arrangements are made.
I have read and understand the above notice: 

Patient or Authorized Representative                                              Date/Time

