
 

 

Dr. Simon E. Prince 
Dr. Sayed Ali 

Dr. Gerard J. Tepedino 
Dr. Alicia R. Notkin 

Dr. Jeffrey T. Cohen 
Dr. Sunil K. George 

PATIENT INFORMATION: 
 
Last Name:            
 
First Name:            
 
Home Address:            
 
City:       State:   Zip:   
 
Home #:      Cell #:      
 
E-mail address:            
 
Social Security number:     DOB:      
 
Sex:       Marital Status:     
 
Referred by:      Phone #:     
 
Address:            

 
INSURANCE INFORMATION: 

 
Primary Insurance Co.:                                              
 
Copay $:   Deductible $:   Referral Required:  Yes or No  
 
Address:            
 
Policy Holders Name:     DOB:      
 
Relationship To Patient:    Social Security #:      
 
Identification #:     Group #:     
 
Secondary Insurance Co.:          
 
Address:            
 
Policy Holders Name:     DOB:      
 
Relationship To Patient:    Social Security #:    
 
Identification #:     Group #:     

 
IN EVENT OF EMERGENCY 

 
Emergency Contact Person (relation):          
 
Home #:                                                        Work #:      
 
Primary Doctor:                                               Phone #:      
 
Address:            



 

 

 
 
 
 

HEALTH HISTORY 
 

Do you have, or have ever had any of the following (check to the left if it applies to you): 
 
      Unexplained Weight Loss/Gain       Chest Pain         Heartburn/Ulcer 
      Night Sweats         Palpitations         Colitis/Bowel disorder  
      Recurrent Fever         Heart Murmur        Hepatitis 
      Difficulty Urinating         Heart Attack        Stroke/Mini-Stoke 
      Protein in Urine         Heart Surgery        Arthritis                           
      Blood in Urine        Arrhythmia         Lower back Pain 
      Kidney Stones         Congestive Heart Failure       Anemia/Blood Disorder 
      Diabetes          Asthma         Cancer 
      High Blood Pressure         Emphysema/Bronchitis       Depression 
      High Cholesterol         Chronic Cough        Infectious Disease 
      Alcohol/Drug Use         Sinus Problem        Frequent Headaches 
 
List any other serious medical condition(s) you have or ever had (including surgeries):   
             
              
 
List any medications you are currently taking with dosages (INCLUDING over the counter medications 
such as Advil, Motrin, Tylenol, herbal supplements, vitamins and birth control if applicable):  
             
             
              
 
List all your known allergies (drug and non-drug):       
              
 
Family Health History (circle): KIDNEY DISEASE/DIALYSIS DIABETES HYPERTENSION  

CANCER    HEART DISEASE 
Other:              
 
Do you smoke? Yes or No . If Yes:  Packs/day for   years.  If Quit, when:   
How many alcoholic drinks per week?            What do you drink?                                                          . 
What kinds of work do you or have you done, if retired         
 
 

ASSIGNMENT OF BENEFITS 
 
I request that payment of authorized Medicare benefits, or    insurance company to 
be made either to me or on behalf to Drs. Simon Prince, Sayed Ali, Gerard Tepedino, Alicia Notkin, 
Jeffrey Cohen and Sunil George of North Shore Nephrology, P.C. for services furnished to me by the 
provider.  I authorize any holder of medical information about me to release to the Centers for 
Medicare and Medicaid Services, or   insurance company and its agents any 
information needed to determine these benefits payable to related services.  
                            
Patient Name:        
 
Identification Number:       
 
 
Signature:       Date:      

 
      


