
KezMed Medical P.C. 
Patient Registration Form 
Patient Information 

Date of Appointment: 

Patient’s First Name Middle Name Last Name (as it appears on insurance card or ID) 

Sex Marital Status Date of Birth (Age) Social Security Number 

Patient’s Address City State Zip 

Home Phone Mobile Phone Email Address 

Referred by Primary Care Physician Primary Care Physician Phone 

Pharmacy Pharmacy Phone Pharmacy Address 

Patient Employer/School Information 

Employer/School Occupation Employer/School Phone 

Employer/School Address City State Zip 

Emergency Contact Information 

Emergency Contact Name Emergency Contact Phone Relation to Patient 

Billing and Insurance 
Primary Health Insurance 
Insurance Company Plan 

Plan Number Group Number Insured’s Employer/School 

Insured’s Name (as it appears on insurance card or ID) Relation to Patient Insured’s Phone Number 

Insured’s Address City State Zip 

Insured’s Social Security Number Insured’s Birthdate 

Secondary Health Insurance 
Insurance Company Plan 

Plan Number Group Number Insured’s Employer/School Insured’s Social Security Number 

Insured’s Name (as it appears on insurance card or ID) Relation to Patient Insured’s Phone Number 

Responsible Party 
Billing Name (if other than patient) Phone Relation to Patient 

Address City State Zip 

Signature of Patient or Authorized Guardian Date 

Check-In by 



Name: Age:   Sex:   Date of Appointment:    

Check-In by CAR1132803 

 

 

 
Reason for Visit 

 
 

What brings you to the oice today? 
 
 

Date symptoms started       

Have you lost any days from work or school? Yes No 

Have you ever had: 

Past Medical History 
Have you ever had any of the following? 

Acid Relux / GERD 

AIDS / HIV 

Alcoholism 

Anemia 

Aneurysm 

 
 
 
 

Erectile Dysfunction 

Glaucoma 

Gout 

Heart Valve Problem Type(s):   

Hepatitis B 

Chest Pain or Pressure 

Shortness of Breath 

Fatigue 

Fainting 

Palpitations 

Loss of Consciousness 

Chest Discomfort When 
Exercising 
Shortness of Breath 
While Lying Flat 

Anxiety Disorder 

Arthritis 

Artiicial Valve 

Hepatitis C 

High Blood Pressure 

High Cholesterol 

Dizziness 

Discomfort in Shoulder 
or Jaw 

 
Medications 

Leg / Calf Pain When Walking 

Swelling in Legs 
Asthma 

Atrial Fibrillation 

Autoimmune Deiciency 

Back Problems 

Joint Disorder 

Kidney Disorder 

Liver Disorder 

Lupus 

What medications are you currently taking? (Include aspirin, other blood thinners, 
vitamins, minerals, birth control pills, hormones, herbals, supplements) 

 
   

Name Dosage Frequency 

 
   

Name Dosage Frequency 

 
   

Name Dosage Frequency 
 

   

Name Dosage Frequency 
 

   

Name Dosage Frequency 
 
 

Family History 
 

 

Has anyone in your family ever had any of the following conditions? 

Bleeding Disorder 

Blood Clot 

Blood Transfusion 

Cancer  Type(s):   

Cardiac Ablation 

Cardiac Bypass Operation 

Cardiomyopathy 

Carotid Artery Surgery 

Chemotherapy  

Congenital Heart Disorder 

Congestive Heart Failure 

COPD 

Deibrillator 

Depression 

Migraines 

Obesity Surgery 

Osteoporosis 

Pacemaker 

Peptic Ulcer 

Pericarditis 

Peripheral Vascular Disease 

Pneumonia 

Radiation Therapy 

Restrictive Lung Disease 

Rheumatic Fever 

Skin Disorder 

Sleep Apnea 

Stroke 

Alcoholism 

Aneurysm 

Anxiety 

Blood Clots 

Cardiomyopathy 

Congenital Heart Disorder 

Depression 
Diabetes 

Heart Attack 

High Cholesterol 

Joint Disease 

Osteoporosis 

Seizures 

Stroke 

Sudden Cardiac Death 

Thyroid Disease 

None of the Above 

Not Sure 

Diabetes — Type I 

Diabetes — Type II 

Eating Disorder 

Epilepsy 

 
 
 
 

Women Only 

Substance Abuse 

Thyroid Disorder 

Tuberculosis 

Other: 

 
 

High Blood Pressure 
 

Details:    

Number of Pregnancies:    
 

Number of Miscarriages:       
 

Number of Abortions:    
 

Allergies 
Are you allergic to any of the following? 

 
Number of Living Children:    

 
Birth Control: Yes No If yes, type:     

ACE Inhibitors 
Adhesive Tape 
Anesthetics 

Aspirin 
 

Details/Reactions: 

Codeine 

Iodine (including contrast dye) 

Latex 
NSAIDs (Ibuprofen, Naprosyn, Advil) 

Penicillin 

Seizure Medicines 
Sulfa 

Date of Last Period:    
 
 

Hospitalizations & Surgeries 
 

 
 

Reason Date 

 
   

Reason Date 
 

Reason Date 



Name: Age:   Sex:   Date of Appointment:    

Check-In by CAR1132803 

 

 

Yes No 

 
Lifestyle Factors 
Have you ever smoked? 

Yes No    # of years    
 

Do you smoke now? 

Yes No # packs/day    

Do you use chewing tobacco? 
Yes No 

 
Are you exposed to second hand smoke? 

 
 

Do you use recreational drugs? 

 
 

Do you monitor your glucose? 
Yes No 

Are you restricting your diet? 
Yes No 

Calorie Counting Low Carb Mediterranean  

Low Salt Other:     

How often do you exercise? 
# times/week    

Do you have an advanced directive (i.e. living will)? 

 
 
 
 
 
 
 
 
 
Low Fat 

 

How much alcohol do you drink per week? 

# drinks/week    

How much cafeine do you drink per day? 

# drinks/day    

Are you sexually active? 
Yes No 

 
Do you have health care proxy? 

Patient’s Hobbies: 

 

 

Review of Systems 

General 
 

Excessive Thirst 

Fever 

Heat or Cold Sensitivity 

Night Sweats 

Weight Gain 

Weight Loss 

 
 

Eye  

Blurry Vision 

Bulging Eyes 

Double Vision 

Visual Loss 

 
 
 

Gastrointestinal 

Abdominal Discomfort 

Constipation 

Diarrhea 
Heartburn 

Nausea 

Vomiting 

 
 

Musculoskeletal  

Back Pain 

Fracture 

Joint Stifness 

Joint  Pain 

Muscle Cramping 

 
 

Neuro/Psychological 
 

Anxiety 

Burning in Feet 

Depression 

Headaches 

Memory Loss 

Numbness 

Seizures 

Sleeping Problems 

Suicidal Attempts or Thoughts 

Tremor 

 
 

Respiratory  

Coughing 

Coughing up Blood 

Wheezing 

 
 

Ear, Nose & Throat 
 

Hoarseness / Change in Voice 

Sinus Congestion 

 
Skin  

Easy Bruising 

Excessive Dry Skin 

Excessive Hair Growth 

New Stretch Marks 

Skin Discoloration 

 
Urinary  

Diiculty Urinating 

Decreased Libido 

Urinating in Middle of Night 

Health Exams and Procedures: 
Date of most recent exam/procedure 

Angiogram / Cardiac Catheterization                                                              

Cardiac CT     

Cardiac Stress Test    

 
 
 
 

Eye Exam 

Heart Monitor 

Hemoglobin A1C 

 
 
 

Date of most recent exam/procedure 
 
 
 

Cholesterol    

Echocardiogram    

EKG    

Ultrasound for Abdominal Aneurysm                                                    

Ultrasound/Doppler of Carotid Arteries    

Yes No 
Yes No type(s)?   

Yes No 



KezMed Medical PC 
1963 Williamsbridge Road, Bronx, NY 10461 

129 Wadsworth Avenue #4, New York, NY 10033 
Phone: 646 530 8447 

 

 
ASSIGNMENT OF BENEFITS 

  

I authorize and direct my insurer or payor to pay directly to Anna Kezerashvili, M.D. and 
KezMed Medical P.C. (together, “Provider”) any or all benefits, that would otherwise be 
payable to me (or the patient, if signed by a responsible party), up to the amount of my 
bill, accruing to me in connection with my treatment by Provider. 
  
I request that payment of authorized Medicare, Medigap or other health insurance 
policy benefits for services furnished to me by Provider be made on my behalf to 
Provider. In the event that payments are made to Provider and me as joint payees, I 
agree to cooperate with Provider to ensure that Provider receives all amounts due to 
Provider. 
  
I hereby authorize Provider to pursue any means necessary to collect all charges on my 
account including follow up calls, appeals, arbitration, and civil suit, if allowable under 
law. In the event that Provider elects to bring an appeal, lawsuit or petition for 
arbitration against the insurance carrier, I hereby assign to it my rights, title, and 
interest under any insurance policy under which I am entitled to proceed for benefits, if 
allowable under law. This assignment shall allow an attorney of its choosing to bring suit 
or submit to arbitration its claim of any unpaid or underpaid bills for treatment 
rendered by Provider. 
 

 
 

   
Print name of Patient or Guarantor Signature Date 
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PATIENT NAME:  ___________________________________ DOB:  _________________________________ 

APPOINTMENT REMINDER AUTHORIZATION FORM

Please indicate below how you would like to receive reminders for your appointments: 

EMAIL 

I authorize KezMed Medical PC to send Appointment Reminders electronically via Email to the following email 
address. 

EMAIL ADDRESS (please print clearly): 

______________________________________________________________

TEXT MESSAGE 

I authorize KezMed Medical PC to send Appointment Reminders electronically via text message to my mobile phone.  I 
understand that this service is offered free of charge.  However, standard text messaging rates from my mobile carrier may 
apply.  Please activate text message reminders for the patient/mobile phone number: 

MOBILE#: 

_______________________________ 

Patient Signature:  __________________________________________ Date:  _________________ 

OR 

Parent/Legal Guardian Signature:  ______________________________ Date:  _________________ 



 

KezMed Medical P.C. 
1963 Williamsbridge Rd Bronx, NY 10461 

Phone: 646-530-8447 Fax: 718-577-5462 

 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT AND 

CONSENT 
 

By signing below, I acknowledge that I have been provided a copy of Kezmed Medical PC Notice of 

Privacy Practices. I have therefore been advised of how health information about me may be used and 

disclosed by KezMed Medical PC, and how I may obtain access to and control of this information.   

 

By signing below, I also consent to the use and disclosure of my health information to treat me and 

arrange for my medical care, to seek and receive payment for services given to me, and for the business 

operations of the medical group, its staff, and its business associates. 

 

 

Signature of Patient or Personal Representative ______________________________________________ 

 

Date: ______________ 

 

Print Name of Patient or Personal Representative _____________________________________________ 

 

Date: ______________ 
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