STATEN ISLAND PULMONARY ASSOCIATES, P.C.

501 SEAVIEW AVENUE, SUITE 102

Michael A. Castellano, M.D. STATEN ISLAND, NEW YORK 10305 Thomas M. Kilkenny, D.O.
Louis A. Sasso, M.D Michel Chalhoub, M.D.
Theodore J. Maniatis, M.D. Dany Elsayegh, M.D.
Rabih Maroun, MD Telephone (718) 980-5700

Facsimile (718) 980-5499
www.sipulmonary.com

Dear Mr.
Mrs.
Miss

Enclosed please find a patient questionnaire. This is a standard questionnaire that we ask
all patients to complete. Please fill this out whether you have seen by one of our physicians
or will be seen by one of our physicians.

The form is being sent to your home so that you may fill it out at a leisurely pace as completely
and as accurately as possible.

Please pay special attention to the medications section so that the correct spelling and dosages
are recorded.

Please include photocopies of the front and backs of insurance and drug benefit cards. Also include
name, address, and telephone numbers of any local pharmacy you use.

Please forward or bring to our office when complete.

Sincerely,

Theodore J. Maniatis, M.D.
Michael A. Castellano, M.D.
Louis A. Sasso, M.D.
Thomas M. Kilkenny, D.O.
Michel Chalhoub, M.D.
Dany El Sayegh, M.D.
Rabih Maroun, M.D.



STATEN ISLAND PULMONARY ASSOCIATES

Patient Registration Information

Name:

First

Street:

Middle Initial

Last

State:

City:

Phone:

Sex:

Zip Code:

Social Security #:

Occupation:

Birth date:

Employer:

Street:

City:

State:

Phone:

Zip Code:

Ext.

Reason for visit:

RACE:

American Indian or Alaska Native
Black or African American
Native Hawaiian or other Pacific Islander

ETHNICITY: Hispanic or Latino

LANGUAGE SPOKEN: English

Spanish French
Russian Korean

Asian

Hispanic
White

Non Hispanic or Latino

I would rather not answer

German______
Italian

1 would rather not
answer

Hebrew




INSURANCE: Please give us all pertinent information regarding your insurance coverage. If you have
coverage with more than one (1) carrier, give us information on both carriers. Please fill in identification
number from your insurance card(s). Specify if coverage is Office or Hospital:

PRIMARY CARRIER: SECONDARY CARRIER:
Name Name

Address Address

Insured (Name on ID card) Insured (Name on [D card)
Social Security # Social security #

LOCAL PHARMACY INFORMATION:

Name:

Address:

Street City State Zip Code

Phone:




STATEN ISLAND PULMONARY ASSOCIATES, P.C.
501 SEAVIEW AVENUE, SUITE 102
STATEN ISLAND, NEW YORK 10305

Michael A. Castellano, M.D. Telephone: 718-980-5700 Thomas M. Kilkenny, D.O.
Louis A. Sasso, M.D. Fax: 718-980-5499 Michel Chalhoub, M.D.
Theodore J. Maniatis, M.D, www.sipulmonary.com Dany Elsayegh, M.D.

Rabih Maroun, M.D.

PATIENT HISTORY AND ASSESSMENT

Date / /
Name Age
Address Sex M F
Home phone Work phone
Occupation Social Security No.
Emergency contact
Higheslt grade of schooling completed: Elementary High School College

Post-Graduate

Languages (s) spoken

If you are completing this form for another person, what is your relationship to that
person?

Are you now under the care of a physician, therapist or psychiatrist? Yes No

If so, name and address of M.D. or clinic

If so, what is the condition being treated?

Date of last physical examination

Date of last dental examination




PLEASE LIST AND SUPPLY THE DATES AND LOCATIONS OF:

HOSPITALIZATIONS SURGERIES
IMMUNIZATION HISTORY
HAVE YOU HAD:
Hepatitis B Immunization Yes No Date
Pneumovax Immunization Yes No Date
Flu Immunization Yes No Date (last one)
Tetanus Immunization Yes No Date
Measies, Mumps, Rubella (MMR) Yes No Date
Other Yes No Date

WHAT IS THE DATE OF YOUR LAST:

Breast Exam

Mammogram

Pap Smear

Tuberculosis Test
(PPD, TINE, MANTOUX)

Cholesterol Check

Stool Check for Blood

~ Prostate Exam




PLEASE LIST CURRENT MEDICATIONS (Prescriptions, Over-the-counter, Vitamins, Herbs,
etc.)

Drug Name Dose Drug Name Dose

ALLERGIES TO MEDICINE, X-RAY DYES, FOODS, OR OTHER
SUBSTANCES

Yes No

IF'YES, please list name of medication and type of reaction.




PAST MEDICAL HISTORY & REVIEW OF SYSTEMS

Please CIRCLE if you have ever had or presently have any of the following:

1. Abdominal Discomfornt 16. Depression 31. Hemorrhioids 46. Persistent Swollen Glands
2. Alcoho! Abuse 17. Diabetes 32. Hepatitis or Jaundice 47. Pneumonia
3. Anemia 18. Diarrhea 33. High Blood Pressure 48. Rheumatic Fever
4. Anxiety 19. Difficulty Urinating 34. Hip Fracture 49. STD (syphilis. gonorrhea)
5. Arthritis 20. Drug Abuse 35, Indigestion/Hearthurn - 50, Seizures
6. Asthma 21. Fainting Spells 36. Kidney Disease 51. Shortness of Breath
7. Bload Disorders 22. Frequent Bruising 37. Kidney Stones 52. Sinusitis
8. Blood in Stool 23. Frequent Urination 38. Lightheadedness 53. Skin Discases
9. Blood in Urine 24, Gall Bladder Discase 39. Lower Back Problems 54, Swollen Ankles
10. Bronchitis 25. Gout 40. Mental Disorder 55. Thyroid Discase
11. Cancer 26. Hay fever 41. Nausca 56. Tuberculosis
12, Changes in Bowel Habits 27, Hearing Problems 42. Nosebleeds 57. Ulcers
13. Chest Pain/Chest Tightness 28, Heart Discase/Heart Attack 43, Osteoporosis 58. Unexpected Weight Gain or Loss
14. Colitis 29. Heart Murmur/Valve Discase 44, Palpitations 59. Vision Problems
15. Constipation 30. Headache 45, Persistent Cough 60, Vomiting
Do you have any physical disabilities or limitations? Yes No

If Yes, please explain




FAMILY HISTORY

Relative If Alive ~ Age If Deceased — Age at Death Cause of Death

Mother

Father

Brother (s)

Sister (s)

Has any member of your family (including parents, grandparents, and siblings) ever had the following?

ILLNESS Which Family Member? Approximate Age When Diagnosed

Asthma

Bleeding Diseases

Cancer (describe type)

Diabetes

Drug or alcohol addiction

Emphysema

Heart Disease

Hypertension
(high blood pressure)

Mental Discase
(anxiety, depression, elc)

Strokes

Other




SOCIAL HISTORY

Do you get enough sleep to function the next day? Yes No
Do you smoke or Yes No
Have you ever smoked? Yes No

If yes, number of packs per day?

How many years did you smoke for?

When did you stop smoking? NA
Do you use alcohol? Yes No
Have you ever felt you should cut down on your drinking? Yes No
Have people annoyed you by criticizing your drinking? Yes No
Have you ever felt guilty about your drinking? Yes No

Have you ever had a drink first thing in the morning (“eye opener™)
to steady your nerves or get rid of a hangover? Yes No

Do you use drugs? (Marijuana, cocaine, crack, heroin, etc.) Yes No

Have you ever engaged in activities, which would put you at risk of getting
AIDS/HIV i.e. IV drug use, homosexual behavior, or multiple sexual partners?  Yes No

If YES, explain

Have you ever worked with chemicals, paints, asbestos, or other hazardous material? Yes No

If Yes, explain




(FOR FEMALES) GYNECOLOGICAL AND OBSTETRIC HISTORY

Last Menstrual Period:

Age at onset of periods: Frequency:
Length of period:
Pregnancies: Births:

Miscarriages:

Prolonged or abnormal bleeding Yes  No (please describe)
Leakage of urine Yes No (please describe)
Pelvic pain Yes  No (please describe)
Abnormal discharge Yes No (please describe)
History of abnormal Pap smear Yes  No (please describe)
Do you examine your breast regularly? Yes No (how often?):

Do you use birth control? Yes  No (if Yes, method)

Comments

(If No, reason why not)

Reviewed by M..D.

Date:




STATEN ISLAND PULMONARY ASSOCIATES, P.C.

501 Seaview Avenue - Suite 102
Staten Island, New York 10305

Michael A. Castellano, M.D. R — Michel Chalhoub, M.D,
Louis A. Sasso, M.D. : Dany ElSayegh, M.D.
Theodore J. Maniatis, M.D. Telephone: (718) 980-5700 Rabih Maroun, M.D.
Thomas M. Kilkenny. D.O. Facsimile: (718) 080-5499

www.sipulmonary.com

Request for Confidential Communication

Patient name: Date of Birth:

Previous name:

I request that this office communicate with me by alternative means or at an alternative
Location as described below.

Phone:

Mail:

Fax:

Email:

Other:

Please check here if OK to leave message on machine or with a family member ()

Patient or legally authorized signature Date

Printed Name signed on behalf of the patient Relationship (parent, legal guardian,
Personal representative etc.



STATEN ISLAND PULMONARY ASSOCIATES, P.C.

501 Seaview Avenue - Suite 102
Staten Island, New York 10305
Michael A. Castellano, M.D. Michel Chalhoub, M.D,
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Theodore J. Maniatis, M.D. TEiephcns: (718) 9805700 Rabih Maroun, M.D.
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ACKNOWLEDGEMENT OF RECEIPT
OF NOTICE OF PRIVACY PRACTICES

, acknowledge receipt this
(Patient name)

day from STATEN ISLAND PULMONARY ASSOCIATES, P.C. of a copy

of the NOTICE OF PRIVACY PRACTICES of STATEN ISLAND

PULMONARY ASSOCIATES, P.C.

Date Patient’s Signature

Received by:

Print Name of Staff Member

Signature of Staff Member






