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Review of Systems

- Do you now or have you had any problems related to the following systems? Circle Yes or Mo

General

Have you gained or lost

weight recently? Y N
How many pounds?

Are you concerned

about your weigit? Y N
Other

Neurological

Trouble sleeping Y N
Headache Y N
Seizures Y N
Other

Endocrine

Excessive thirst Y N
Too hot/cold Y N
Tired/sluggish Y N
Other

Gastreinfestinal
Abdominal pain
Nausea/vomiting
Indigestion/heartburn
Other "
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Cardiovascuiar

Chest pain Y N
Varicose veins Y N
High blood pressure Y N
Other

Aesthetics

Are you troubled by painful

intercourse, vaginal dryness? Y N
Are you concerned with

your appearance?

(fine lines, wrinkles, sun spots) Y N

Physician Reviewed:

Integumentary
Skin rash
Nipple discharge
Persistent itch

+

Genitourinary
Urine retention
Painful urination

-Frequent urination

Other

‘Respiratery

Asthma

Frequent cough
Shortness of breath
Other .

Hematologic/Lymphatic
Swollen glands

Blood clotting problem
Anemia

Paychiatrie

Are you unhappy with
your life?

Do you feel severely
depressed?

Have you considered
suicide?

Other

I - =

<

e

N

22 Z z 'z Z

Z 7z

=z




-

| ' .
e

Notice of Privacy Acknowledgement

Andrew Krinsky, MD, LLC

/

I understand that under the Health Insurance Portability and Accountability Act (HIPAA), I have certain
nghts to-privacy regardmg my protected health information. I acknowledge that I have received or have-been
gwen the opportunity to receive a copy of your Notice of Privacy Practices. T also understand that this S

practice has the right to change its Notice of Privacy Practices and that I iy contact the practice at any time
to obtain a current copy of the Notice of Privacy Practices.

Pavient Name or Legal Guardian (print) Date

i

Signature ' N

Office Use Only

We have made the following attempt to obtain the patient’s signature acknowledging receipt of Notice of
anacy Practices: |

Date: : Atteml;;t

Staff Name:
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 Notice of Malpractice Insurance, No Show Appointments & Assignment of Benefits

Al I hereby assign all medical and or surgical benefits to which I am entitled, including
Medicare, private insurance and any other health plan to Andrew H. Krinsky LLC, Inc.
B: I understand that I am financially responsible for all charges not paid by said

insurance. I hereby authorize said Assignor to release all information necessary to
secure payment.

C: I understand it is my responsibility to know what my insurance coverage is, if J am
responsible for any deductible, co-ins or copay. :
D: EVEN THOUGH WE MAY HAVE CONTACTED YOUR INSURANCE

COMPANY TO VERIFY YOUR COVERAGE, IT IS NOT A GUARANTEE OF
. PAYMENT,

E: Payments MUST be made at the time of each visit, UNLESS PRIOR
. ARRANGEMENTS HAVE BEEN MADE. I understand Andrew H, Xt insky LLC, Inc.
reserves the right to charge an administrative fee of $15.00 for any deductible, co-ins or
copay not paid at the time of service. A surcharge of 35% will be added to any accounts
sent to our collection department, ‘

F: We confirm appointments as a courtesy, it is your responsibility to be aware of the date
and time;

G: I understand'that I will be char ged a $25.00 fee for any no show appointments or
cancellations without 24 hour prior notice.

H: [ understand that as of 03/01/05 Dr Krmsky does not carry medical malprac’uce
insurance.

L Dr. Krinsky's practice primarily consists of office gynecology and minor outpatient
surgery. Should you need hospitalization or major surgery Dr. Krinsky will provide you
with an appropriate referral.

J. If you are going to be more the 10 minutes late for your appointment, we ask that you
make a courtesy call informing the office. If you are more then 20 minutes late for vour
appointment depending on how thb schedule is running, you may be asked to reschedule
your appointment.

K. I understand that it may be necessary for Dr. Krinsky to perform certain lab tests
during my visit that may not be covered by my insurance company. In that event I
understand I will be responsible for the charge upon check-out.

L. I consent to a medlcallv indicated exam including but not limited to a
pelvic exam,

I HAVE READ AND UNDERSTAND THE ABOVE

Signed by - » DATE:

I hereby authorize my medical information and/or results to be discussed with anyone listed
below.

Signed by: ) DATE: ’




