REGISTRATION Jusuf Zlatanic, M.D., P.C.
(PLEASE PRINT) Harold Satz, M.D., P.C.
132 E. 76th St., Suite 2G
New York, NY 10021
Telephone: (212) 794-0833

Date Home Phone ( ) Cell Phone ( )
Name SS/HIC/Patient ID #
Last Name First Name Middle Initial
Address E-mail
City State Zip
Sex[JM [JF Age Birthdate ] Married ] Widowed [] Single ] Minor
[] Separated [ Divorced [J Partnered for _____years
Patient Employer/School Occupation
Employer/School Address Employer/School Phone ( )
Whom may we thank for referring you?

In case of emergency who should be notified ? Phone ( )

PRIMARY INSURANCE

Person Responsible for Account

Last Name First Name Middle Initial
Relation to Patient Birthdate Soc. Sec. #
Address (If different from patient's) Phone ( )
City State Zip
Person Responsible Employed by Occupation
Business Address Business Phone ( )
Insurance Company
Contract # Group # Subscriber #

Names of other dependents covered under this plan

ADDITIONAL INSURANCE

Is patient covered by additional insurance? []Yes []No

Subscriber Name Birthdate Relation to Patient
Address (If different from patient's) Phone ( )

City State Zip
Subscriber Employed by Business Phone ( )
Insurance Company Soc. Sec. #

Contract # Group # Subscriber #

Names of other dependents covered under this plan

ASSIGNMENT AND RELEASE
| certify that |, and/or my dependent(s), have insurance coverage with and assign directly to
Name of Insurance Company(ies)
Dr. all insurance benefits, if any, otherwise payable to me for services rendered. | understand

that | am financially responsible for all charges whether or not paid by insurance. | authorize the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose such information to the above-named Insurance Company(ies) and
their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services. This
consent will end when my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient
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Patient Name

HEALTH HISTORY

Confidential

Age_______ Birthdate

What is your reason for visit?

Date of last physical examination

Today's Date

SYMPTOMS Check (v} symptoms you currently have or have had in the past year.

GENERAL
O chilts
[ Depression
[ Dizziness
O Fainting
[ Fever
O Forgetfulness
[ Headache
O Loss of sleep
O Loss of weight
O Nervousness

GENITO-URINARY
O Blood in urine
[ Frequent urination
[ Lack of bladder control
O Painful urination

O Numbness

O sweats
MUSCLE/JOINT/BONE

Pain, weakness, numbness in:

[ Arms O Hips

0 Back [ Legs

O Feet J Neck

O Hands (] Shoulders

GASTROINTESTINAL
(J Appetite poor
O Bloating
[J Bowel changes
O Constipation
[0 Diarrhea
[0 Excessive hunger
O Excessive thirst
O Gas
O Hemorrhoids
O Indigestion
0 Nausea
[0 Rectal bleeding
O Stomach pain
[J Vomiting
O Vomiting blood

CARDIOVASCULAR
[J Chest pain
O High blood pressure
O Irregular heart beat
O Low blood pressure
O Poor circulation
O Rapid heart beat
[0 Swelling of ankles
[ varicose veins

EYE, EAR, NOSE, THROAT
O Bleeding gums
O Blurred vision
[0 Crossed eyes
[ Ditficulty swallowing
(] Double vision
[0 Earache
O Ear discharge
(O Hay fever
(0 Hoarseness
O Loss of hearing
[ Nosebleeds
O Persistent cough
[J Ringing in ears
O Sinus problems
[ vision — Flashes
[ vision — Halos

SKIN
O Bruise easily
[0 Hives
O Itching
[J Change in moles
(0 Rash
[0 Scars

[ Sore that won't heal

MEN only
O Breast lump
O Erection difficulties
O Lump in testicles
O Penis discharge
[ Sore on penis
O Other

WOMEN only
O Abnormal Pap Smear
[ Bleeding between periods
(] Breast lump
(J Extreme menstrual pain
[ Hot flashes
[ Nipple discharge
{3 Painful intercourse
[ Vaginal discharge
O Other
Date of last
menstrual period
Date of last
Pap Smear

Have you had
a mammogram?

Are you pregnant?
Number of children

CONDITIONS Check (v') conditions you have or have had in the past.

HPDE

O Alcoholism
O Anemia

O Anorexia

[0 Appendicitis
O Arthritis

O Asthma

[J Bleeding Disorders
O Breast Lump
[ Bronchitis
{0 Bulimia

O cancer

O Cataracts

[ Chemical Dependency
[ Chicken Pox
[ Diabetes

O Emphysema
O Epilepsy

O Glaucoma

O Goiter

(O Gonorrhea

O Gout

[0 Heart Disease
[ Hepatitis

(] Hernia

O Herpes

[ High Cholesterol
O HIV Positive

[J Kidney Disease
O Liver Disease

[ Measles

O Migraine Headaches
[0 Miscarriage

[J Mononucleosis
[J Multiple Sclerosis
O Mumps

O Pacemaker

O Pneumonia

[ Polio

[ Prostate Problem
[ Psychiatric Care
0 Rheumatic Fever
O Scarlet Fever

O stroke

[ Suicide Attempt
[ Thyroid Problems
(3 Tonsillitis

O Tuberculosis

[ Typhoid Fever

[ Uicers

O vaginal Infections
[ Venereal Disease

MEDICATIONS List medications you are currently taking.

ALLERGIES To medications or substances

Pharmacy Name

Phone

(Vers.M2SSS04)
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All information is strlctly conﬂdentla|
FAMILY HISTORY:Fill in health information about'your inimediate family. -~ o

Relation | Age S'.t'::ﬁt:f %%gt?‘t Cause of Death Check (v) If, yourt::l;oa: ;elatives had an\a :lf ;t’i‘: r::tl\llt;vﬂ‘gou

Father Arthritis, Gout

Mother Asthma, Hay Fever

Brothers Cancer
Chemical Dependency
Diabetes
Heart Disease, Strokes

Sisters High Blood Pressure
Kidney Disease
Tuberculosis
Other

HOSPITALIZATIONS Y HISTORY .-

Year - Hospital 3 COmplications lf any» ;

Caffelne

Have you ever had a blood transfusion? [JYes [JNo Tobacco
If yes, please give approximate dates. Street Drugs
SERIOUS ILLNESSTNJURIE Otter

2

Stress

Hazardous Substances

Heavy Lifting

Other
Your occupation:

'(l:':the b?s:‘ of :33/ knowledge, the above information is complete and comect. | undarstand that it is my responsibility to inform my doctor if I, or my minor child, ever have a
ange in heal

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Reprasentative Relationship to Patient

Reviewed By Date



Jusuf Zlatanic, M.D., P.C.
132 East 76" Street Suite 2G
New York, NY 10021

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU
MAY BE USED & DISCLOSED & HOW YOU CAN GET ACCESS TO THIS
INFORMATION. ALL NEW PATIENTS ARE REQUIRED READ THIS
DOCUMENT. (effective 4/14/2003)

The privacy of your medical information is important to us. You may be aware that U.S
Government regulators established a privacy rule (“HIPPAA”) governing protected
health information. This notice tells you about how it may be used, and about certain
rights you have.

Uses and disclosures of protected information
Federal law allows that we may use your medical information (protected health information) for
your treatment. For example if we refer you to a specialist, we may provide laboratory or test data
to that specialist or with written authorization labs and test data may be given to another
physician by your request/request of physician or to yourself.

Federal law allows that we may use your medical information to obtain payment for our
services without further notification/authorization from you. For example if we need to
supply documentation or diagnosis to your insurance company.

Federal law allows that we may use your medical information for health care operation
without notification/authorization from you. For example if our accountants audit our
books they may see your name, dates of treatment, or services rendered. We may use
your information for financial services, quality assurance, risk reduction & claim
management purposes with our medical professional liability insurer.

We are allowed to disclose medical information without further notification/
authorization from you where:

% Required by law.

Required for public health purposes.

Required by law to report child abuse.

Where required by a health oversight agency for oversight activities authorized by
Department of Health, Office of Professional Discipline or Office of Professional
Medical Conduct.

Required by law in judicial or administrative proceedings.

Required by law enforcement purposes by law enforcement official.

Required by a coroner or medical examiner.

Permitted by law to a funeral director.

Permitted by law for organ donation purposes.

Permitted by law to avert a serous threat to health or safety.

Permitted by law and required by military authorities if you are a member of the
armed forces of the United States.
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¢+ Permitted by law for research purposes.

New York State Laws provides additional protection for information regarding
HIV/AIDS. We will continue to follow N.Y. State Laws with respect to such
information.

We may contact you by mail/phone at your residence to remind you of appointments or
to provide you with information about treatment alternatives. Unless you instruct us
otherwise, we may leave a message for you on any answering device or with any person
who answers the phone at your residence.

You can make reasonable requests in writing for us to use alternative methods of
communicating with you in a confidential manner. Space for this is provided below.

Other uses or disclosures of your medical information will be made only with your
written authorization. You have the right to revoke any written authorization that you
give at any time.

Rights that you have
You have the right to request restriction on certain uses or disclosures described above.
Except as stated below, we are not required to agree to such restrictions.

You have the right to inspect and obtain copies of your medical information (a reasonable
fee will/can be charged).

You have the right to request amendments to your medical information. Such request
must be in writing and needs to state the reason for the requested amendment. We will
notify you as to whether we agree or disagree with the requested amendment. If we
disagree with any requested amendment, we will further notify you of your rights.

You have the right to request an accounting of any disclosures we make of your medical
information, except for: disclosures we make to you, or to carry out treatment, payment
or health care operations, or as requested by your written authorization, or as permitted or
required under 45CFR § 164.502, or for emergency or notification purposes, or for
national security or intelligence purposes as permitted by law, or to correctional facilities
or law enforcement officials as permitted by law (or for research or public health
purposes after being de-identified or limited to remove personally identifiable
information) or disclosures made before 4/14/2003.

Obligations that we have.
We are required by law to maintain the privacy of protected health information and to
provide individuals with notice of our legal duties and privacy practices.

We are required to abide by the terms of this notice as long as it is currently in effect.



We reserve the right to revise this notice, and to make a new notice effective for all
protected health information we maintain. Any revised notice will be posted in our office,
and copies will be available there.

If you want to complain about violations of your privacy rights, you have the right to file
a complaint with the Secretary of the Department of Health and Human Services of the
United States. You may also file a complaint with us. Complaints should be directed to
Jusuf Zlatanic, M.D., P.C. 212-794-0833. No retaliatory action will be taken against you
for any complaint you may make.

I, make the following special request for
confidential communication.

| understand that while this consent is voluntary, if I refuse to sign this consent, Jusuf
Zlatanic, M.D., P.C. can refuse to treat me.

Signature of patient or patient’s representative

Printed name of patient or patient’s representative

Date



Jusuf Zlatanic MD, PC
132 East 76" Street, Suite 2G
New York, NY 10021
212-794-0833

TAKE A MOMENT TO READ THIS NOTICE

Please be aware that in order to facilitate your paper work and minimize charges in
billing you may receive a check from your insurance carrier for services rendered
from the following physicians:

Jusuf Zlatanic, M.D., P.C. (Gl PHYSICIAN)
Samuel Wahl, M.D. (PATHOLOGIST)

The checks are to be endorsed to our office and sent to us with the
explanation of benefits (which is the sheet attached to the check), so we may credit
your account accordingly.

Patient’s are also responsible for co-payments, coinsurance and any in network
deductibles due.

Thank you for your time.

Patient’s Signature:

Date:




