
PATIENT INTAKE FORM

Please ffil in ellthe Information as accurately as possible. The Information provided will assist In formulating a

complete health proffle. All answers are confidentiat.

First Name:

Date of Birth:

Street Address:

Home Phone:

Preferred Language:

PATIENT INFORMATION

Last Name:

_ Gender: Male FemateOther

City:

Mobile Phone:_

Soclal Security #

Stete: ZIP Code:

E-Mail:

Emergenoy Contaot Name:

Relatlonship

Reasonfor visit:

OMVA Workers Comp HEALTH other

Date of onset Injury:

Referred by:

Brlef Nature of Injury:

Phone#

INSURANCE INFORMAITON

INFORMATION erhg PRIMARY SECONDARY

POLICY  HOLDER NAME

NAME OF CARRIER

CLAIM  ADDRESS

ID/CLAIM/CARRIER CASE#

GROUP/POLICY /WCB#

CLAIM HANDLER IF MVA or WC

PHONE NUMBER

Employer Name:
Address:

Attorney Name:

Address:

Phone:

City: State: Zip Code:

Phone:

City: State: Zip Code:

PATIENT AUTHORIZATION

I hereby authorize South Nassau Orthopedlo Surgery & Sporte Medicine PO to bill my carrier for services rendered

on my behatf. I understand South Nassau Orthopedle Surgery & Sports Mediolne PC le not a particlpating provider

with my oarrler and I may recelve payment directly from my carrier for services rendered in which I am then

responsible for sald payment.

Patient Signature. Print Name Date



Physician Disclosure of Financial Interest -South Nassau Orthopedic Surgery & Sports
Medicine PC

Thank you for the opportunity to provide your orthopedic and pain management needs. We at South Nassau

Orthopedic.Surgery & Sports Medicine  PC are committed to assuring your complete satisfaction. Dr. Leonid

Shapiro is the 100% owner of South Nassau Orthopedie Surgery & Sports Medicine PС.

New York Law requires that your physiclan:disdlose to you any financial interest  he or she may have in another

healtheare entity to which you may be referred so that you may.address any concerns you may have directly
with your physician.

Dr. LEONID SHAPIRO is the 100% owner of South Nassau Orthopedio Surgery & Sports Medicine PC.

During you treatment and scheduling you may be referred to Tri-Borough NY Medical Practice PC or

Interventional Pain Spine & Orhopsdio PC depending on your seheduling needs and plan of care.

The purpose of the disclosure notice is to inform you, tie patient, that Dr. Leonid Shapiro MD, as 100 percent
owner of  thë above-named PCs. has a financial interest in both South Nassau Orthopedic Surgery & Sports
Medicine PC, Tri-Borough NY Medical Practice PC and Interventional Pain Spine & Orthopedic PC.

You have the right by laww to choose the provider of your health care services as well as the option of  utilizing
an alternate surgery center.

You will not be treated differently by your physician if you choose to obtain health care services at another

medical provider. We  welcome you as a patient and valuq our relationship with you. If  you have any questions
concerning this notice, please feel free to ask your physician.

By signing this Disolbsure of Physicians. Ownership, you acknowledge that you have rèad and understand the

foregoing notice and hereby understand thit  yous physicien has a financial interest in the above-listed surgery.
centers.

Print Name of Patient Type or Print Name of Parent or Guardian (If applicable)

Signature of Patient Signature of Parent or Guardian (if applicable)

Date

Below is a listing of operative ancillary service providers in which our physicians may have a finanoial interest.

Tri-Borough NY Medical Practice PС

South Nassau Orthopetio Surgery & Sports Medicine;
Hudson Premier Healthoare Partners LLP;
Bronx Medical PC; and Interventional Pain Spine & Orthopedic PC
































