JEFFREY 8. FREEMAN, DO FACOI
ENDOCRINOLOGY, METABOLISM AND DIABETES

1569 Medical Drive 4190 City Line Ave., Suite 324 2703 Diekalb Pike, Suite 309
Potistown, PA 19464 Philadelphia, PA 19131 Norristown, PA 19401

Patient’s Name

Patient’s Date of Birth

Allergies e

- Medication List

Medication Dosage Indication




Jeffrey S. Freeman D.0. F.A.C.O.1.
PATIENT INFORMATION

Date

Referring Physicinn:

Primary Care Fhysician:

Paticnt Mame:

{YNew () Revision
o Phone #:
. Phone#:
(LASTY (FIRST) (M) (Title)
Genider:  Mavital Status:

Brate of Birth:

Social Security #:

Home Phione:

Cell Phone:

Business Phone:

Davtime or Evening Phone, If Different!

Street Address:

{City) (State)

Employer:

(Zip Code)

LOccupation: e

Business Address: |

Business Address Cont,__

Person to Contact In Case of BEmergency:

Emergency Contact Address and Telephone #: A —

Person Responsible for Aceount:

(Last)

Address and Telephone #:

(First)

Relationghip to Patient;

Birthdate:

SN

fosurance Company;

Insurance Address:

Suhzcriber 104

Group #: -

Secondary Insurance Company:

Secondary Insurance Address:

Secondary Ins ID#:

_Gronp ¥

Pharmacy Name and Phone No.:



Medicare Beneficiary Authorizations

Name of Bencheiary Health Insurance Claim &

“{ request that payment of authorized Medicare henefits be made to either-meg or on my
behalf to Jeffrey S. Freeman, [2.0. and/or supplier for any services furnished to me by
that provider of services and/or supplier. Iauthorize any holder of medical information
about e to be released to the Health Care Financing Administration and its agents any
information needed to determine these benefits or the benefits payable for related
SErvICE.

Beneficiary Signature Date

METHGAP (Medicare Patients Ovly)

Name of Beneficiary Health Ingurance Claim #

Medigap Polivy #

“{ request that payment of authorized Medigap benefit be made Lo me or on my hehalf o
Jeffrey 8. Freeman. .0, and/or supplier for any services furnished to me byy that
provider for service and/or suppiier. T authorize any holder of Medicare information
about me 1o release o, . any information
needed to determine these benefits payable for related services.”

Beneficiary Signature Date



Jeffrey 8. Freeman D.Q. FACOI

Paticnt History and Review of Systems (18 vears and older)

Name:

If Thyroid Problem:

History of Thyroid cancer

Fistory it Radiation 1o face or neck
{beyend routing x-rays)

If Diabetes Problem:
Lo you pass water during the night?
Tingling of hands or fect

Last eyt uxam

Last fool exam

Allergies:

DOR;
Yos No
Yes N
Yoy Mo
¥es Na
[hate
Date B

Check if you have the following:
GENERAL
U Foever
o Chills
Sty
. Anorexia
__Fatigus
o Wenkness
Melaise
Weight Loss
lesp EMsorder
YES
_Viston Loga - 1 By
o Double Vision
. Eye Ireitation
_Vision Loss- Roth Ryes
Rlurring,
Evye Pain
Halos
yt: Discharge
. Light Senaitivity
W\R& NOSE AND THROAT
L Ringing in Bars
__Eav Discharge
. barache
.. Decreased Hearing
. Nasal Congestion
... Nosebleeds
__Difficulty Swallowing
o Hoarseness
___Sore Throat
CARDIOVASCULAR
Diffienlt Breathing at Night

E

GASTROINTESTINAL

e EEXCESEVE Appetite
Loss of Appeite
Indigestion
Vomiting Bluod
MNauses
Vomiting
_.. Yellow Skin Color

. Giag
Abdominal Pain
e ibrdomingl Bloating

. Hemorrhoids

DHarrhea

o Change dn Bowe! Habits
o, Domstipation
etk Tarry Stoots
o Blood in the Stools
GENITOURINARY

. Foul Urinary Discharpe

Blood in the Uring
Jrinary Frequengy
mability 1o Empty Bladdsr
Jrinary Urgency
L Kitlney Pain
_Trouble Starting Stream
__Painful Urination
. Nighttime Urination
o Inability to Control Bladder

Jemital Sores

Wack of Sexval Drive

ftectile Dyvefanction
e Exoessively Heavy Periods

Missed Pariods

NEUROLOAGTCAL
o AT With Conceniration
e Poor Balance
. Headaches
. Coordination Difficulty
_Nurnbsness
Inability to Speak
Pabling Daown
L Tingling,
.. Brief Paralysis
o Visual Disturbances
. Belmwrey
_ Weakness
__Sensation of Room Spinning
Tremors
__l, ainting
Excessive Daytime Slespiness
Memory Loss
PEYCHOLOGICAL
Sense of Great Danpgsr
o Anxiely
o Theughts of Suicide
Mental Prolslems
Depression
Thougbts of Violence
_ Frightening Visions/Sounds
ENDOCRINE
xcessive HMunger
Cold Iniolerance
Heat Intolerance
. Exgessive Urination
_Dixeessive Thirst

o Waight Change



JEFFREY 8. FREEMAN, D.0O. FACO!

Check i you have the following:
v Near Faiating,
Chest Pain or Discomfort
... RBGING/SKipping Heart Beats
.. Fatipue
—omightheadedness

Shortness of Breath with Exertion

Palpitations
. Swelling of Mands or Feet
LDiffieulty Breathing Lying Down
. Fainting
L Lep Cramps with Exertion
.Bluish Color Lips and Nails
. Waiaht Clain
... Loss of Strengih
RESPIRATORY
... Breathing Disturbs Sleep
Cough
... Shortness of Breath
... Coughing Up Blood
e Chest Driscomiion

o Wheozing
- Jixcessive Sputum

e

Exeessive Snoring

FAMILY HISTORY: WRO-
Cancer _ "

e MbNOIMAl Vaginal Bleeding

. Pelvic Pain
MUSCULOSKELETAL

_..Musele Cramps

e duint Pain

.. Joint Swelling

emd It Fluie Pregent

. Brack Pain

_otiffness

cmeuscle Wenkness

o Arthritis

L Gont

s Musele Acheg

DERMATOLOGICAL

... Exeeasive Perspiration

_ooMighi Bwoats
Suspieious Lesions

... Changes in Nail Beds

._Foor Wound Healing

IDryness

— ek 0usual Hair Distribigion

.. Skin Caneer

o lching

__Changes in 8kin Color
Flushing,

L Rash

Diabetes

]]t:rjrt r-.) i 5:: E}Se"wmu

High Cholestern|

Osteaporosis

Corpnary Heant Discase-Mate«s 5.

Coronary Heart 19 rm\mlemalcfﬁ_

Thyroid Disease

e nusual Urinary Color

HEMATOLOGY
Enlarged Lymph Nodes

. Blesding

. 3kin Discoloration

s ABDOTmET Bruising
e T OVEES

ALLERGY

... Persistent Infections
b 1185 0F Rash

o Beasonal Allergies
. HIV Expogure

BREAST
o Right Breast Lump
_._Lest Breast Lamp

_Nipple Discharge
_Bloady Discharge from Nipple
Breast Pain

oAnormal Mammaogram
. Breast Enlarpement



JEFFREY S, FREEMAN D.O. FACO!L

RISK FACTORS:
Ever Smoked? Yes ~ No

Packs per day_

Year Started

Date Quit
Drag Use; o Yes . No
Alcohot Use: Yoy . No

Number of drinks per day

Exercige:

Frequency/Week

Type _

Signmature

Date




HIPPA Notice of Privacy Practices

Jeffrev S. Freeman, DO FACOI
4190 City Avenue
Suite 324

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YDU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Natice of Privacy Practices dessribes how we may use and disclose your protected health information (DHT) to earry qut trz‘:ammt,
payment of healih care operations (TPO) and for ather purposes that ace permitted or required by law. [t alsa describes your tights 1
aseess and control your protected Yealth information. "Protected twealth information” is information about you, including demogranhic
information, that may identify you and that relates to your past, present or future physical or mental health or condition and telatrd health

carg services.

| Jses and Disclosures of Protected Health [nformation

Uses and Disclosures of Frotected Health Information

Your protected health information may be used and disclosed by your physician, oug office staff and others out
are involved in your care and treatment for the purpose of providing health car services 1o you, to pay your health care bills, to support
the operation of the physician's practice, and any other use required by law,

side of our office tha

Treatment; We will use and disclone your protected health information (o provids, coordinate, or manage your henith care and any
reluted services, This includes the caardination or management of your health car: with a third party, For example, we would disclose
your protected health information, as necessary, th a home health agency that provides care to you. For example, your protected hesith
infortarion may be provided to a physician w whom you have been veferred to engure that the physician hos the pecwssary inferenation
to diagnose Or freat you.

Pavment: Your protected health information will be used, a5 needed, to obtain payment for your heajth care services. For example.
abtaining approval for a hospits] stay may reguire that your relevant protested health information be diselosed o the health plan t
ohtnin zppraval for the hospital admission,

Healthrars Operations: We may use or disclose, as needed, your protectzd heaith information in order o support the business
activities of your physician's practice, These activitios include, but are not limited to, quality rsaessment activities, ermployes Teview
activities, training of medical students, licensing, and conduction or arranging for other business activities, For example, we may
disclose your protected health inforrnation to medical school students that see patients at our office, ln addition, we may use a SigTein
sheet al the registration desk where you will be asked o sign your narne and indicate your physician. We may aiso call you by name
in the wairing room when your physician is ready to see you. We may use or diselose yrur preotected heakd informatian, 2 nectisary,
10 contact you to remind you of your appointment.
v

We may use or disclose your protected health infoemation in the fellowing situations without your authorization. These sitations
iriclude: as Required By Law, Public Health issues as required by law, Communicable Diseases: Fealth Ovarsight: Abuse of Neglet:
Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Caromers, Funeral Directors, and Organ Donation:
Research: Criminal Activity: Military Activity and National Seeurity: Workers' Compensation: Inmates: Reguired Usts and Disclosures:
Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Fluman Servict:
¥ investigate of determine our compliance with the requirements of Section 164,500,

Other Permitied and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorizition o Opportunity
Cihiset unless required by law,

Yuu may revoke this authorization, at any time, in writing, cseept to the extent that your physician or the physician's practice has
akeen an acton in reliance on the use or diselosure indicated in the atrthorization.



Your Rights _ .
Eollowing is 2 statement of your rights with respect to your protected health information.

Yoo have the right to inspect and copy your protected health informatign, Under federal faw, however, you foay not inspect or
copy the following tecords: peychotherapy notes; information compiled in reaganable anticipation of, or use i1, eivil, stimingl, or
administrative action of proceeding, and protected health information that is subject to law that prohibits access t protected health
information,

You ave the right o request a restriction of your protected bealth information. This means you may ask us not 10 use or disclose
any part of your protected heatth information for the purposes of meatment, payrent or healthcare operations, You may also request
thar anty part of your protected health information not be disclosed to family members or friends who may be invslved fn your care or
for notification purposes as deseribed in this Notice of Privacy Practices. Your request must state the specific restriction requested and
ta whom you want the restriction to apply.

Your physician is not required 10 agree 1o 2 restriction thar you may requast. If physician belizves it is in your best interest i pernit
use and diselosure of your protected health information, your protected health information will not be restricted. You then have the right
to use another Healtheare Professianal,

You have the right to reauest to receive confidential communications frowm us by alternative means or at an siternative
location, You have the vieht to obtain a paper eopy of this notice from ws, upon request, even iFyou have agreed 1o accept this
notice alternatively i.¢, clectronically,

You pay have the vight o hove yvour physician amend vour protected health information, If we deny youwr request for
arnendment, vou have the right o fle a staterent of disagraement with us and we may prepare n rebumal to your statement and will
provide vou with p copy of any such rebuttal.

You have the right to receive an_ accounting of certain disclosnrss we have made, if anv. of vour protected health information,

We reserve the right to change the terms of this notice and will inform you by maii of any changes. You then have the right 1 objenr
ot withdraw as provided in this natics,

Complaints
You may complain to us or to the Secratary of Health and Human Services if you belicve your privacy rights have boen violaled by us,
You may file i complaint with us by notifying our privacy contact of vour complaint. We will not retaliate apgingt vou for fling o

complaint,

i

We are requited by law to maintzin the privacy of, and provide individuals with, this notice of our legal duties and privacy practices
with respect to protected health infarmation. 1f you have any objections to this form, blease ask to speak with our HIPAA Complisnte
Officer in person of by phone at our Main Phone Mumber,

Signature below is only acknowledgement that vou have receivil this Notice of our Privacy Practices:

Pring Nama: Signature Ita




