
Alpha Neurology
Patient Registration Form

If your visit today is the result of a job related injury or an automobile accident- - do not
continue to complete this form. Please choose the correct set of forms online. Workers
Compensation for job related injury or No Fault for auto accident.

Last Name_____________________________________ First Name_____________________________________ Male Female

Address__________________________________________________City___________________State_________Zip________-____

Home Phone___________________________Cell Phone____________________________Bus Phone________________________

Email Address__________________________________ Date of Birth________________________Age_______________________

Social Security #______________________________________   □   Married/Cohabitating       □Single      □Divorced      □Widowed  

The following questions are required by your insurance companies for purpose of data collection only. Please
complete:

Race: __ American Indian/Alaska __Asian __ Black __Caucasian

Ethnicity: __Hispanic __Non Hispanic __ Decline to answer Language spoken:_____________________

Name, phone number & address of current pharmacy________________________________________________

___________________________________________________________________________________________________

Primary Health Insurance Secondary or Supplemental Health Insurance

Insurance Name____________________________________

Subscriber Name__________________________________

Date of Birth_________________Relationship___________

ID#_________________________Group #________________

Insurance Co Phone Number___________________________

__________________________________________________

Insurance Name________________________________________

Subscriber Name________________________________________

Date of Birth______________________Relationship___________

ID#________________________Group #____________________

Insurance Co Phone Number_______________________________

_______________________________________________________

How do you wish to be contacted?   □ Telephone     □ Email      If by telephone may we leave messages on your answering 
machine? Yes No

Patient Signature________________________________________________ Date_____________________



Alpha Neurology PC
Patient Name_____________________________________Date of Birth_____________Date______________
Reason for Today’s Visit________________________________________________________________________

Statistics:
Height________________
Weight________________

Current Medications:

NEUROLOGICAL
__Dizziness
__Vertigo
__Memory loss
__Disorientation
__Speech or language dysfunction
__Inability to concentrate
__Seizures
__Taste, smell or touch disturbance
__Headache
__Migraine headache
__Numbness or Tingling
__General weakness
__Muscle weakness
__Slurred Speech
__Blurred vision
__Loss of consciousness
__Balance problems
__Falls
__Depression
__Fatigue
__Neck pain
__Back pain

CONSTITUTIONAL
__ Fatigue (sluggish, tired)
__ Weight loss
__Weight gain
__ Weight stable
__Night Sweats
__All negative

MUSCULOSKELETAL
__Muscle cramping
__twitching or pain
__Joint swelling
__Joint stiffness
__Joint pain
__Noise with joint movement
__Arm or leg pain
__All negative

SKIN
__Itching
__Scars
__Moles or lesions
__Changes in color of moles or

lesions
__Rashes
__All negative

PSYCHIATRIC
__Anxiety
__sleep disturbance
__Hallucinations
__All negative

CARDIOVASCULAR
__Chest pain
__Palpations
__Heart Murmur
__Irregular pulse
__High blood pressure
__Low blood pressure
__Swelling
__Coldness/numbness in fingers or

toes
__All negative

EYES
__Itching
__ Excessive tearing
__Double vision
__Light sensitivity
__All negative

RESPIRATORY
__ Difficulty breathing
__ Chronic cough
__ Asthma
__Bronchitis
__All negative

GENITOURINARY
__Painful urination
__Frequent Urination
__Night urination
__Unable to control urination
__All negative

ENDOCRINE
__Diabetes
__Adrenal problems
__Changes in height or weight
__Increased appetite
__Increased thirst
__Hair change/loss
__All negative

HEMATOLOGIC/LYMPHATIC
__Anemia
__Bleeding tendencies
__Easy bruising
__Fatigue
__Recurrent infections
__Slow healing from cuts
__All negative

ALLERGIC/IMMUNOLOGIC
__Hay fever
__Itching
__Sneezing
__Chronic clear nasal drainage
__Conjunctivitis
__Allergies to Medication
__All negative

ENMT
__Sensitivity to noise
__Ear Pain
__Ringing in the ear
__Nosebleeds
__Sinusitis
__Vertigo
__Post nasal drip
__Bleeding gums
__Hoarseness
__Difficulty Swallowing
__All negative

________________________________________ ___________________________________________
Patient Signature HealthCare Provider Signature



Alpha Neurology PC

Name____________________________________________________________________ Date__________________

PAST Medical History: Have you been diagnosed with any of the following?
□ Heart Disease  □ Parkinson’s disease   □ Neuropathy  □ Lupus  □ Obesity 
□ Coronary Artery Disease □ Mul� ple Sclerosis □ Stroke  □ Gout  □ COPD/Emphysema 
□ Diabetes Mellitus □ Pacemaker  □ Rheumatoid Arthri� s □ Carpal Tunnel    □ High Cholesterol 
Other_______________________________________________________________________________________________________

____________________________________________________________________________________________________________

Previous Surgeries_____________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Family History: Father Mother Maternal Maternal Paternal Paternal

Grandmother Grandfather Grandmother Grandfather

Stroke    □     □      □                        □                            □                               □ 
Seizure    □     □      □                        □                            □                               □ 
Multiple Sclerosis    □     □      □                        □                            □                               □  
Parkinson’s Disease    □     □      □                        □                            □                               □ 
Migraine Headache    □     □      □                        □                            □                               □ 
Neuropathy    □     □      □                        □                            □                               □ 
Heart Disease    □     □      □                        □                            □                               □ 
Respiratory Disease    □     □      □                        □                            □                               □ 
Cancer    □     □      □                        □                            □                               □  
Psychiatric Disorder    □     □      □                        □                            □                               □ 
Sudden, unexplained death    □     □      □                        □                            □                               □   

Social History:
Smoking: □ Yes, how many packs per day?_____    □ No, never    □ Quit, when______________________  

Alcohol Use: □ Daily     □ Socially 
Recreational Drug use:         □ Yes                  □ No 

Employment: □ Employed           □ Part Time            □ Unemployed             □ Re� red

Marital Status: □ Single                  □ Married/Cohabita� ng                 □ Divorced/Separated                □ Widowed 

Have you, or a close family member or friend recently suffered any emotional stress: such as losing a job, a divorce, moving to a new
location? If yes, please explain__________________________________________________________________________________

____________________________________________________________________________________________________________

If a Physician referred you to our office, please Dr’s Name___________________________________________________
list his/her name or list a Physician’s name you
would like us to send a report to. Address__________________________________________________

________________________________________________ _______________________________________________
Patient Signature Reviewing Physician’s Signature



Allan B. Perel, M.D. Marina Amitina, M.D.
-Director- Ida Altshuler, M.D.

Ludmila Feldman, M.D. Arun Babu MD

Form Revision Date: 5/27/2013

Alpha Neurology, P.C.
27 New Dorp Lane

Staten Island, NY 10306
Phone (718) 667-3800

Office Authorization

The term “health care provider” in this document refers to Alpha Neurology, PC, its agents and employees, members of the medical
staff, their agents and employees and other health care practitioners who provide care to patients.

I understand that, as part of my health care, this organization originates and maintains health records describing my medical history,
symptoms, examinations and test results, diagnoses, treatment and any plan for care including future treatment. I understand that
this information serves as:

 The basis for planning my treatment and care.

 Information used to file my claim with the insurance company (diagnosis and procedure).

 Means by which a third-party payer can verify that billed services were actually provided.

 A tool for routine health care operations including quality and reviewing competency of your staff and/or
healthcare providers.

I understand the Notice of Privacy will provide more complete information of uses and disclosure. The Notice of Privacy is
available on our website, AlphaNeurology.com or at the office for you to read, prior to signing this consent. I

understand that Alpha Neurology, PC reserves the right to change their notice and practices and will provide a copy of that changed
form to me, prior to treatment. At that time I will be required to sign a new consent before receiving any services. I understand I
have the right to restrict how my health information may be used or disclosed to carry out payment, treatment or health care
operations and that Alpha Neurology is not required to agree to the restrictions requested. I understand that I have the right to
revoke this consent in writing, except to the extent that Alpha Neurology has already taken action on my behalf.
Permission is hereby granted to all healthcare providers involved in my care to administer such examination, treatment, testing and
procedures as are deemed necessary in the course of my care.
We will disclose your protected health information without your verbal authorization per individual circumstance only with your
written authorization, which you may fill in below.

I authorize the release of my protected health information with regard to the minimum necessary policy, to the following
individual(s):

Name: _________________________________________ Relationship: ___________________________________

Name: _________________________________________ Relationship: ___________________________________

RELEASE OF INFORMATION

Information necessary to substantiate my insurance claims may be released by the healthcare provider in my care.

FINANCIAL RESPONSIBILITY ASSIGNMENT OF BENEFITS

For those healthcare providers who accept assignment, I hereby authorize any insurance carrier with whom I have a policy to pay
directly to that provider any benefits of any policies of insurance to those healthcare providers who have rendered services to me
and who accept such assignment. I agree I have to pay all charges that are not paid in full by assigned insurance. For those
insurances in which Alpha Neurology participates this charge shall not exceed the allowed or contracted amount as determined by
said insurance company. If such amounts due to the healthcare providers are not paid after reasonable notice, that account shall be
deemed delinquent and a service fee can be added to the amount due. In the event that I default on payment of my account, I agree
to be responsible for collection fees and interest due on amounts in default, including court costs and reasonable attorney’s fees. In
this case, the debt may be assigned to a third party for collection fees and interest due on amounts in default.

___________________________________________ _____________________________________
Name of Patient or Responsible Party (Please Print) Date

___________________________________________ _____________________________________
Signature of Patient or Responsible Specify Relationship, if not patient



IF You Suffer from Poor Balance or Dizziness
PLEASE

Complete the Survey Below

Alpha Neurology
Fall Prevention, Balance and Dizziness Survey

Patient Name: ____________________________ Age: ________ Date: _______________________

Please read each question and check the box that most describes what you are experiencing
and return this to the physician or staff

Yes or Sometimes No or
Often Never

Do you ever lose your balance or feel dizzy and/or unsteady?   

Have you continued to experience dizziness after an injury or   
accident?

Do you feel unsteady when you are walking or climbing stairs?   

Do you feel dizzy while sitting, sitting down or rising from a   
seated or lying position?

Does walking down the aisle of a supermarket or stopping next
to moving traffic ever make you dizzy?   

Does moving your head quickly make you dizzy or cause you to
feel nauseous?   

Are you dizzy or unsteady when you first get up in the morning?   

Do you ever feel like you are about to fall for no apparent reason?   

Do you use a walker, a cane or any other type of assistance for
your mobility?   

Have you had a recent loss of, or decrease in, your vision or your
hearing?   

Do you fear falling?   

Have you experienced dizziness, vertigo or serious imbalance in
the past 6 months?   

Has your balance problem caused a problem in your social life?   

Have you fallen more than once in the past year without an
obvious cause?   

Does dizziness or imbalance interfere with your job
or your household responsibilities?   


