NEUROLOGY
of Greenwich, P.C. Date:

LAST NAME: FIRST NAME:

DATE OF BIRTH:; AGE: GENDER: 0 Male 0O Female
Home Address:

City & State: Zip:

Social Security #:
Home Phone #: Cell #: Work #:
Emergency Contact Phone#: Name: Relation:
Referring Physician:
Primary Care Physician:
Which Pharmacy do you use?
Is this related to automobile or workman’s comp accident? Accident Date:

DRUG ALLERGIES:

MEDICATIONS: (Please list medication name, dose and when taken. Additional meds can be listed on back)

Medication Name Dose How many times a day?
1.
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RELEASE OF INFORMATION AND FINANCIAL CONDITIONS:

| hereby authorize Frederick Nahm, M.D., Ph.D. to release information concerning this illness or injury to my
insurance carriers or other parties responsible for payment. In addition, | authorize copies of all reports to be
forwarded to my referring physicians, unless otherwise instructed.

In regards to managed care plans, | understand that it is my responsibility to request referrals from my primary
care doctor in ADVANCE, and to be aware of the amount of allowable visits per referral. If a proper referral
has not been obtained in ADVANCE, no appointment will be scheduled except in cases where payment is
made at the time of service for services rendered.

| HAVE READ THE ABOVE AND AGREE TO THE TERMS.

SIGNATURE OF PATIENT OR RESPONSIBLE PARTY DATE



