
PATIENT’S LEGAL NAME:

Patient’s  

We are now required to collect Race, Ethnicity and preferred language. You may choose “Prefer not to answer”. 

American Indian or Alaska Native 
Asian 
Black or African American 
Native Hawaiian or Other Pacific 
Islander 

Prefer not to answer 
Other 
White 

Not Hispanic or 
Latino Hispanic or 
Latino Prefer not to 
answer 

English 
Spanish 
Prefer not to answer 
Other   

INSURED’S EMPLOYER:
  

 

 

Spouse/Parent (person to be billed if patient is under age 18) 

 

   

PRIMARY INSURANCE Name: Phone #:
  

SECONDARY INSURANCE Name: Phone #:
 



EMERGENCY & RECORDS CONTACT: 

  

Authorized Contacts for Release of Information 

Information Only to be released to “Authorized Contact” listed above.

 
 

  

REFERRING PHYSICIAN: 
 

PRIMARY PHYSICIAN / PCP PHYSICIAN: 
 

PHARMACY: 

 

844-464-6387 | gnineuro.org
Broomall, PA Cherry Hill, NJ Drexel Hill, PA Glen Mills, PA Lawrenceville, NJ Meadowbrook, PA Philadelphia, PA



PATIENT HEALTH HISTORY FORM 

Please provide the following confidential information regarding your medical history. Thank you. 

Name:             DOB:  

Reason for Appointment:  

MEDICAL HISTORY 
Name       Dosage  Strength   Route 

Do you take any 
medications? 

YES   NO 

Are you allergic to any 
medications? 

YES                    NO 
(If yes, please explain) 

List: 

Do you smoke or chew 
tobacco 

YES   NO How much per day?  For how many years? 

Do you drink alcohol YES   NO How much?  How often? 

Do you take aspirin? YES   NO How much?    How often? 

Do you use non-prescription 
drugs? 

YES     NO How much?  How often? 

Do you bleed or bruise 
easily? 

YES   NO 

Have you ever been 
hospitalized? 

YES   NO List:  

Have you had any previous 
surgery? 

YES   NO List with dates: 

Are you pregnant? YES   NO 

Are there any illnesses that 
run in the family? 

YES   NO List: 
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Name:             DOB:     
 
 
 
 
Do you have any of the following medical problems?  If yes, please explain. 
 
Heart Disease YES                                    NO  
High Blood Pressure YES                                    NO  
Diabetes YES                                    NO  
Thyroid problems YES                                    NO  
High cholesterol YES                                    NO  
Rheumatic fever YES                                    NO  
Heart murmurs YES                                    NO  
Stomach problems YES                                    NO  
Liver problems or hepatitis YES                                    NO  
Respiratory problems YES                                    NO  
Arthritis YES                                    NO  
Seizures or epilepsy YES                                    NO  
Blood Disorders YES                                    NO  
Cancer YES                                    NO  
Other YES                                    NO  
 
Do you have any of the following symptoms now? 
   YES  NO      YES  NO 
Fever       Shortness of Breath      
Weight loss      Chest pain       
Fatigue      Abdominal pain      
Visual Disturbance     Pain upon urination      
Hearing Loss      Muscle or joint pain      
Nasal Congestion     Rash        
Sore throat      Weakness       
Hoarseness      Numbness       
Cough       Seasonal allergies      
 
 
What is your present occupation?            
 
I certify that the above information is complete and accurate. 
 
Patient’s signature:         Date:      
 
 
I certify that I have reviewed the above information with the patient. 
 
Physicians Signature:         Date:      
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HIPAA CONSENT TO RELEASE MEDICAL INFORMATION 

Patient Name:   Date: 

DOB:    

I. When we need to contact you regarding test results, prescription refills, rescheduling appointments, etc.,
please indicate where we can leave a message:

PLEASE : YES OR NO 

HOME NUMBER   YES NO  

CELL NUMBER YES    NO  

II. MY PRIMARY CARE PHYSICIAN INFORMATION

Name: 

Address: 

      ________________________________________________________________ 

Phone: 

III. I AUTHORIZE THE FOLLOWING INDIVIDUALS TO RECEIVE INFORMATION PERTAINING TO
MY MEDICAL CARE.

  NAME RELATIONSHIP      CONTACT NUMBERS 

I, , agree to the above. 
 (Patient Name) 

Signing this form verifies all information is correct and/or has been updated. 

Signature      Date  



Phone# 844-464-6387 
Fax# 215-239-3037 

3100 Princeton Pike, Bldg 3 Suite D 
Lawrenceville, NJ 08648 

Authorization for Patient Access/Release of Health Information 

Patient Name:  DOB: 

Social Security #: Phone #: 

Home Address:  

Type of Request: 
□ Access to review my medical records □ Release of my health information as requested below:
□ Request my medical records from another facility

Description of Information to be released: 

Disclose/ Send Information to: 
□ Myself (at the address indicated above) □ To an Organization/Individual:
Organization: Individual Name: 

Address: 

Phone: Fax:  

Signature of Patient or Patient’s representative Date 



 
 

.  If you have a plan that requires an authorization or a referral, it is the patient’s responsibility 

an’s 

HMO’s

If you were involved in a worker’s compensation 
carrier’s name, address, open claim number, adjuster’s name and phone number in addition to your health insurance

Services not included in the neurosurgeon’s fee
’s

Global Neurosciences Institute, LLC’s financial policy.  I agree that 



 

ur name below and enter today’s date.

(collectively, the “Providers”) with respect to any and all medic

ly, “Laws”),  (ii) pursue penalties for

any other person or business that provides healthcare activity services as a “business associate”  under the Health Insurance
96, as amended (“HIPAA”) and their respective designees (collectively referred to here s an “Authorized 

”).  This authorization is intended to comply with all requirements of the Employment Retirement Income Security Act of 1974,
(“ERISA”) AND ANY APPLICABLE State law.  Each Authorized Representative is granted t

 

 
benefit information and protected health information (“PHI”

 

 

 

authorization to any “covered person” or “business associate”, 
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