Dr. Alyssa DiRienzo, ND

Please find your new patient paperwork attached.

Please be sure to fill out all of the papers as completely as possible, so as not to delay
your appointment.

Also, please be sure to bring along your insurance card and anyeferral you may have.

| strongly advise you to call your member services or eligibility number listed on your
insurance card and request your benefit information. While | may be a listed provider
on your plan, sometimes plans have special requirements br benefit eligibility. Some
plans have different co-payments or variations on basic benefits for naturopathic
physicians. Itis always best to confirm your benefits.

Please plan to arrive at least 15 minutes early so we can get your paperwork togetherral
checked in for your appointment.

If you are going to be late for an appointment, please call ahead as it may be necessary to
reschedule your appointment.

| look forward to meeting with you!

Dr. Alyssa DiRienzo



\Y ALYSSA DIRIENZO N.D. L.L.C.

s SAGE MEDICINE
PATIENT REGISTRATION
Please fill out completely
Patient Name: Mi: Last:
Street Address:
City: State: Zip: B
SSN: Gender: ()M ()F Home ph: ( )
Employer / occupation: . Work ph: ( )y
Dale of Birth: - / / Age: Alt ph: ( )
EWGM: ( )JEmployed ( )FIT Student ( )P/T Student ( )Retired ( )Other
Marital Status:  ()Single ( Married ( )Divorced ( )Widowed ( )Dependant ( )Partnered ( )Other
( )Parent / ( )Guardian / ( )Spouse / ( )Pariner: Phone: ( )
Referred by:
In case of emergency contacl: Relationship:
Phone: ( )
PRIMARY INSURANCE
Insurance Company Name: Phone: ( )
Claims Address:
City, State, Zip:
Subscriber's Name: Date of Birth: / /
Relationship to you: ( )Self ()Spouse . ()Dependant ( )Other
1.D. # as shown on card: Group #:

Employer of insured:

SECONDARY INSURANCEOR AUTO /L &1
Is this visit injury related? ()Y ()N Work related? ()Y ()N Aulo accident? ()Y ()N Stale:

Insurance Company Name: Phone: ( )

cpain\s Address: ‘

City, State, Zip:

Subscriber's Name: Date of Bi‘nh / /

Relationship to you: ()self ()Spouse ( )Dependant ()Other

1.D./ Claim # as shown on card: Policy #:

Employer if applicable: Effective / Injury Date:  / /

1 understand that | am financially responsible for all charges and agree to pay for services. | understand thal if | fail to provide complete and accurale billing
information at the time of service | may be billed and held responsible for all charges. | und d that if | fail to cancel an appoiniment at least 24 business

hours in advance, | may be assesed a fee. | authorize the doclor lo release to my insurance company(ies) any and all information necessary lo process my
claim. | further authorize thal payments be made directly lo the physician.

Signalure Date




ALYssA DIRIENZO, N.D., L.L.C.

Health History

Name: Date:

Please take the time to fill out this questionnaire carefully. The information you provide will assist me in formulating a complete
health profile for you. Please use the back of the page if you need more room to write.

When and where did you last receive medical/health care?

What are your most important health problems? (symptoms, diagnosis, duration, etc.)
1.

2

3,

4.

5.

Exercise

Type of Activity: Days per week: Length of workout:

Diet: Please enter number per day:
Meals: Snacks: Caffeinated drinks: Alcoholic drinks: Tobacco use:
Prescribed Medications

Name Dose

Vitamins/Supplements/Herbs/Over the Counter Remedies/Recreational drugs

Dose . |

Name







