
Advanced Medicine P.C 
186 Route 520 Suite 1 Morganville, NJ 07751 

Phone: (732) 851- 4955 Fax: (732) 851 - 4957 

 
PATIENT INFORMATION 

Last Name ________________________ First Name _________________________ M.I. ____________ 

Address: _____________________________________________________________________________ 

City: _________________________________ State: __________________Zip Code: _________________ 

Cell Phone: ___________________ Home Phone: ___________________Work Phone: _______________ 

Date of Birth: ________________ Marital Status: M / S / D /W  Race: __________    Ethnicity: ___________ 

Email Address: ________________________________________________________________________ 

□Yes, I want to participate in the patient portal □No, I do not want to participate in the patient portal 

EMERGENCY CONTACT 

Name: _____________________________Phone #:_____________________Relationship:___________ 

INSURANCE INFORMATION 

Primary Insurance Company: ____________________________________________________________ 

Policy/ID#:_____________________________ Group #:_______________________________________ 

Guarantor Name: ____________________ Guarantor D.O.B____________Guarantor SSN: ____________ 

Secondary  Insurance Company: __________________________________________________________ 

Policy/ID#:_____________________________ Group #:_______________________________________ 

Guarantor Name: ____________________ Guarantor D.O.B____________Guarantor SSN: ____________ 

PHARMACY 

Pharmacy Name: _____________________ Phone#:______________________ □Local □Mail Away 

Address: ________________________________City:______________________State:____________ 

Pharmacy Name: _____________________ Phone#:______________________ □Local □Mail Away 

Address: ________________________________City:______________________State:____________ 

 

 

 

 



Advanced Medicine P.C 
186 Route 520 Suite 1 Morganville, NJ 07751 

Phone: (732) 851- 4955 Fax: (732) 851 - 4957 

 
MEDICAL HISTORY 

Anemia Y N Anxiety Y N COPD Y N Diabetes Y N 

Depression   Heart Disease   High Blood Pressure   High Cholesterol   

Liver Disease   Osteoporosis   Prostate Problems   Renal Failure   

Rheumatic 
Arthritis 

  Stroke   Seizure Disorder   Thyroid Disease   

Asthma   

Cancer:  Y   N     If yes, please specify: ______________________________________________________ 

Have you ever had the pneumococcal vaccine:  Y   N     If yes, when? ____________________________ 

Any additional medical history you would like to add: __________________________________________ 

CURRENT MEDICATIONS                                                                                                                                                

**Please Indicate ALL Medication/Vitamins with the dosage and directions per medication** 

____________________         _____________________    ___________________        __________________ 

____________________         _____________________     ___________________         __________________ 

FAMILY HISTORY 

 ILLNESS AGE 
DIAGNOSED 

ALIVE (A) OR 
 DECEASED (D) 

MOTHER    

FATHER    

SIBLINGS    

PATERNAL GRANDFATHER    

PATERNAL GRANDMOTHER    

MATERNAL GRANDFATHER    

MATERNAL GRANDMOTHER    

Number of Siblings:  ______Boys ________Girls Number of Children: Boys _____ 
                                      Girls ______ 

SMOKING AND SOCIAL HISTORY 

Tobacco Use:   
□Y □ N 

If Yes, How Often? 
________ 

ALCOHOL 
USE: 
□Y □ N 

If Yes, How 
Often? 
______ 

Illegal Drug 
Use? 
□Y □ N 

If Yes, How Often? 
______________ 

If no, have you ever 
been a smoker in the 
past?  

How long did you 
smoke? 
When did you quit? 

 What 
Drug(s)? 

 

HOSPILITALZATION/ SURGICAL HISTORY / ALLERGIES/REACTIONS 

HOSPILITALZATION (Reason, Month, Year) Surgical History (Reason, Month, Year) Allergies/Reactions 

   

   

   

   

   



Advanced Medicine P.C 
186 Route 520 Suite 1 Morganville, NJ 07751 

Phone: (732) 851- 4955 Fax: (732) 851 - 4957 

 
PAYMENTS 

It is the responsibility of the patient to know his/her insurance policy in regard to physician participation, required referral and 

services covered.  Advanced Medicine PC will bill the patient’s insurance carrier directly; however, the patient is responsible for full 

payment upon request.  Should the patient receive any payments directly from the carrier for services provided by Advanced 

Medicine PC, he/she agrees to forward those payments to the practice.  The patient must pay any co-payments and/or deductibles 

as per his/her insurance plan.  The patient is responsible for any balance his/her plan indicates is due as part of his/her explanations 

of benefits form.  We will adjust the charges to coincide with the individual patient plan’s UCR (Usual, Customary, and Reasonable) 

charges.  The patient hereby authorizes his/her insurance company to pay the medical expense benefits allowable under his/her 

coverage plan directly to Advanced Medicine PC as payment toward the total charges due to the office.  By law, we must collect your 

carrier designated co-payments.  This payment is expected to be provided at the time of service, if not additional charges will incur.  

Payments from self-pay patients are expected at the time of service unless other financial arrangements have been made prior to 

visit.  I agree to be financially responsible for all charges including my insurance deductibles, co-payments and any services rejected 

or not covered by my insurance company.  I know the ultimate responsibility of any payment of service is mine.  I authorize payment 

of medical benefits to Advanced Medicine PC for any services furnished.  I also authorize any holder of medical information about 

me to release to my insurance company (or agent) information concerning health care, advised, treatment or supplies provided to 

me.  This information is to be used for the purpose of evaluating and administering claims of benefits.   

TESTING 

During treatment, Advanced Medicine PC may recommend that patients have testing done.  It is the responsibility of the patient to 

find out which laboratories/facilities are covered by his/her insurance and use them appropriately.  Any prescriptions for blood 

word/imaging, whether done in the office or not, are subject to their own deductible or co-insurance by insurance companies.  

Should the laboratory/facility send an invoice to the patient, it is the sole responsibility of the patient and Advanced Medicine PC is 

not an active party in this matter. 

PRIOR-AUTHORIZATIONS, PRE-CERTIFICATIONS, AND REFERRALS 

It is the responsibility of the patient to provide Advanced Medicine PC with any additional information necessary for his/her 

healthcare.  This information includes, but is not limited to, updated contact information, updated insurance information, and the 

necessity of prior-authorizations, pre-certifications and/or referrals.  The patient is to notify Advanced Medicine PC if he/she needs a 

prior authorization form completed or a referral sent out.  Advanced Medicine PC has seven (7) business days to send out the 

appropriate forms after the patient has given notice. 

CONSENT TO TREAT 

I, the patient, authorize the clinic to examine, perform, screening procedures and/or to prescribe or provide treatment as may be 

medically necessary.  I understand that I have the opportunity to obtain an explanation of any prescription, health condition, or 

diagnosis that may be found, in terms that I understand, from Advanced Medicine PC.  I also understand that I have the right to an 

explanation of benefits, risks, and alternatives of any recommended treatment, and to be advised of all reasonable treatment 

options, including no treatment, and to an explanation of the risks that are involved with each alternative.  I understand that if I do 

not comply with the recommendations of Advanced Medicine PC, such failure may result in an adverse outcome.  I further agree to 

notify Advanced Medicine PC if I become pregnant of I believe that I may have become pregnant.  As a courtesy, upon review of 

received test results, Advanced Medicine PC will typically call the patients with the reviewed notes from Advanced Medicine PC.  If I 

have done testing but have not received such a call within two weeks, it is my responsibility to all and follow up with the status.  I 

certify that the information I have reported with regard to my insurance coverage is correct. 

Patient Signature: __________________________________________ Date: _____________________________________________ 



Advanced Medicine P.C 
186 Route 520 Suite 1 Morganville, NJ 07751 

Phone: (732) 851- 4955 Fax: (732) 851 - 4957 

 
PATIENT RESPONSIBILITY FOR FOLLOW-UP CARE PLEDGE 

I _______________(Last Name),___________________(First Name), hereby acknowledge and understand that even with the best 

training, skill and experience, a medically trained professional is not always capable of solving my medical problems.  Therefore, I 

understand that it is important that any and all recommendations by doctors are followed completely in order to increase the 

likelihood of a positive and healthy treatment/outcome.  I acknowledge and understand that if any physician in this office prescribes 

medicine to me that the proper taking of such medicine shall be my sole responsibility (or my guardian who has attended this 

consultation).  I agree to properly follow the prescribed dosage and frequency amounts of these medicines as recommended by my 

doctor. 

I understand that if a doctor in this office refers me to see another doctor or receive another test including, but not limited to, a 

blood test, an MRI, or CT scan, this timely recommendation is important and essential in the ultimate success of my 

treatment/outcome.  I understand that it is not possible for any person in this office to constantly follow-up to ensure that I have 

followed these recommendations.  Therefore, I understand that if I fail to see the specialist, obtain the test(s), and/or follow up to 

ensure this office received the results for which I was referred immediately for; this can risk my current health or increase future 

health risks.  I understand that it is solely my responsibility to follow any of the medical advice given by any medical person in this 

office and any have bad health outcome from my failure to follow the advice of my doctors should be expected. 

Patient Signature: __________________________________________ Date: _____________________________________________ 

 

ACKNOWLEDGMENT OF RECEIPT OF NOTICE PRIVACY PRACTICES 

I have received a copy of this office’s notice of privacy practices. 

Patient Signature: ___________________________________________ Date: ____________________________________________ 

 

RELEASE OF MEDICAL INFORMATION AND TREATMENT / BILLING INFORMATION 

I authorize the following individual(s) to receive information pertaining to any medical history and treatment received and billing 

inquiries: 

Name: _____________________________Relationship: ___________________ D.O.B________________Phone #:_______________ 

Name: _____________________________Relationship: ___________________ D.O.B________________Phone #:_______________ 

Name: _____________________________Relationship: ___________________ D.O.B________________Phone #:_______________ 

 

Patient Signature: __________________________________________ Date: _____________________________________________ 

 

 

 

 



Advanced Medicine P.C 
186 Route 520 Suite 1 Morganville, NJ 07751 

Phone: (732) 851- 4955 Fax: (732) 851 - 4957 

 
 

AUTHORIZATION TO RELEASE AND OBTAIN COPIES OF MEDICAL INFORMATION 

 

I authorize this office to release and obtain copies of medical records and testing information pertaining to my treatment of care. 

This authorization shall remain valid for the duration of my treatment with Dr. Ridlovsky. 

 

Patient Name: __________________________________ 

Date of Birth: ___________________________________ 

Patient Signature:________________________________ 

 

Previous Provider 

Please provide all medical records, including, but not limited to:                                                                                                                            

History and Physical Examination, Consults, Progress Notes, Laboratory Tests, EKG’s, Radiology Tests, and Immunization Records 

Name: __________________________________________________ 

Address: ________________________________________________ 

 Phone: __________________________________________________ 

  Fax: _____________________________________________________ 

 

If you would like records from a specialist, please list the doctors contact information below and mark off what you are requesting: 

Lab Tests  □Y □ N          Radiology Tests □Y □ N          EKG’s □Y □ N        

Surgeries/Procedures □Y □ N          Consults □Y □ N           Progress Notes □Y □ N  

Name: __________________________________________________ 

Address: ________________________________________________ 

 Phone: __________________________________________________ 

  Fax: _____________________________________________________ 

 

 

 



Advanced Medicine P.C 
186 Route 520 Suite 1 Morganville, NJ 07751 

Phone: (732) 851- 4955 Fax: (732) 851 - 4957 

 
 

ANNUAL PREVENTATIVE GUIDELINES 

 

According to insurance, there are specific guidelines that are included during an annual preventative, the 

following are: 

 

 A review of your medical and family history 

 Developing or updating a list of current providers and prescriptions 

 Height, weight, blood pressure and other routine measurements 

 Detection of any cognitive impairment 

 Personalized health advice 

 A list of risk factors and treatment options for you 

 A screening schedule for appropriate preventative services 

 Advance care planning 

 

During your visit you have the time to discuss questions/concerns that do not pertain to an annual 

preventative, such as: any ongoing issues, refills, medications, bloodwork, referrals, acute issues, any health 

concerns, etc.  However, depending on your insurance additional charges may be associated with your visit if it 

falls outside the parameters of an annual preventative. 

 

 

Patient Signature: ______________________________ Date: _____________________________________ 

 

 

 

 



Ludmila ridlovsky md 

 Board Certified Internal Medicine 
186 County Road 520 Suite 1 Morganville NJ 07751 

Telephone:  732-851-4955  Fax: 732-851-4957 
 

 

 

If you would like someone other that yourself to 
be able to obtain medical information and 

results, please fill out the following information. 
 
 

Name: _________________________________ 
Relationship: ___________________________ 
Date of Birth:____________________________ 
 
Name: _________________________________ 
Relationship: ___________________________ 
Date of Birth:____________________________ 
 
Name: _________________________________ 
Relationship: ___________________________ 
Date of Birth:____________________________ 
 
 
 
Patient’s Signature: ______________________ 
Patient’s (Print Name):____________________ 
Today’s Date: ___________________________ 
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