Today's Date: _________
Social History: Circle all that apply
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Single. Married. Divorced. Separated. Widow. Widower
Completed high school. Completed college. Completed graduate school.
Lives in private home. Lives in apartment. Lives in college dorm. Lives alone. Lives with children.
Lives with spouse. Lives with girlfriend/boyfriend. Lives with parents. Lives with roommate.
Drives. / Does not drive.
Employed. UnEmployed. UnderEmployed Retired. Semi-Retired. Student.
Works less than 40 hours weekly. Works more than 40 hours weekly.
Has economic difficulties
Current Occupation: __________________________________________
Children: (Ages and Gender): ____________________________________________________________
_____________________________________________________________________________________

Family History: (please indicate deceased or alive, medical issues & age)
Father: _________________________________________________________
Mother: _________________________________________________________
Siblings: _________________________________________________________
_________________________________________________________________
_________________________________________________________________
Grandparents: _____________________________________________________
_________________________________________________________________

Longevity & Risk Assessment:
If you are sexually active, do you use Contraception? Y N
Do you Exercise? Y N If So What Type/How Often: ___________________________________
Do you Travel overseas? Y N
Do you have a lot of Stress? Y N
Do you Smoke? Y N
Do you use Seat belts? Y N
Do you have CO & smoke detectors in your home? Y N
Do you ride a motorcycle or bicycle? If YES: Do you wear a helmet? Y N
Do you have firearms in the house? Y N If YES: Do you keep them locked up? Y N
Do you keep Poison/Cleaning Supplies out of reach of children? Y N
Do you use marijuana or other non prescription drugs? Y N
Do you have a Living Will & a Health Proxy? Y N
Have you had in the past or do you currently have any sexually transmitted diseases? Y N
Do you do a yearly skin self exam? Y N
IF MALE: Do you do Testicular Self Exams? Y N
IF FEMALE: Have you ever had an abnormal pap smear or mammogram? Y N
IF FEMALE: Do you do a monthly Breast Self Exam? Y N

Name__________________________________________ TODAYS DATE: ________________
Put a check mark in the CURRENT (C) or PAST (P) boxes: Put in the year if the symptom is a past issue.
C
HEAD / NECK:
Chronic headaches
Lumps or swellings
Stiff or painful neck
EYES:
Double vision
Decline in vision
Watery / itchy
Bright light sensitive
Glasses / contacts
Regular eye exams
EARS:
Ear aches
Wax problems
Noise in ears-tinnitus
Trouble hearing
MOUTH:
Taste changes
Sore tongue
Gums sore / bleed
easily
Dental problems
Canker / cold sores
Dentures
Regular dental care
NOSE / THROAT:
Broken nose
Frequent colds
Nose bleeds easily
Frequent sore throats
Chronic nasal
congestion
Frequent sinus
infections
Difficulty swallowing
Deviated septum
Snoring
Sleep apnea
Frequent laryngitis
ALLERGIES:
Runny Nose
Nasal polyps
Hay fever
LUNGS:
Wheezing
Chronic cough
Cough-up blood
Shortness of breath
Pain on deep breathing
CIRCULATION:
Chest pains
Chest tightness /
pressure
Racing
heart/palpitations
Heart murmur
High blood pressure
Varicose veins

P

CIRCULATION
Leg cramps
Ankles or feet swell
Hot flashes
Sleep on 2 or more
pillows
SKIN:
Dry / itchy
Hives / rashes
Moles or wart changes
Bruises easily
Hair falling out
Nail changes
Dandruff
Psoriasis / eczema
Other skin problems
DIGESTIVE:
Nausea
Vomited blood
Loss of appetite
Heartburn
Abdominal pains
Rectal / colon polyps
Pain on swallowing
Diarrhea
Constipation
Rectal bleeding
Black tarry stools
Change in bowel habits
Excess gas / bloating
Hemorrhoids
URINARY:
Pain/bleeding
Frequent urination day
Frequent urination night
Hard to start urination
Hard to stop urination
Lose control of urine
Brown/bloody urine
Sexual problems
Sores / other lesions
groin
MALES:
Penile discharge
Weak flow
Dribbling after
Prostate trouble
Lumps in testicles
FEMALES:
Breast lump/pain
Vaginal discharge
Irregular periods
Heavy periods
Bleeding between
periods
Cramps w/ periods
Pain w/ sexual
intercourse
Abnormal PAP

C

P

NEUROLOGICAL:
Fainting
Frequent dizziness
Numbness / tingling
Seizures
Tremors
Memory difficulty

C

P

MUSCLES / BONES:
Back pain
Spinal curvature
Joint pain or swelling
Muscle aches
Muscle weakness
Morning joint stiffness
Use of cane or walker
Have trouble:
getting out of a chair
walking
tying shoes
buttoning shirt
MOOD:
Cry a lot
Depressed / sad often
Cannot relax
Always nervous
Worry a lot
Things look hopeless
Easily irritated / angered
Difficulty concentrating
Considered suicide
Health worries /
concerns
Serious family problems
Serious work problems
GENERAL:
Trouble sleeping
Unusual tiredness
Recent weight gain or
loss
Tend to be too hot or
cold
Loss of appetite
Always hungry or thirsty
Smoke tobacco
Chew tobacco
Over 2 alcohol drinks /
day
Over 2 cups coffee / day

I have carefully reviewed this
systems list and have carefully
checked those that are
currently or have been recently
present in my life.
Signed:
_______________________

Please fill out the attached forms and mail back to us before your appointment
OR arrive 15 minutes early so we can process your paperwork.

OFFICE POLICIES
(Please Read, Initial & Sign)
Because healthcare benefits have become increasingly complex, we have developed these policies to help you better understand your
responsibilities as a patient and eliminate any confusion.. Adhering to these policies will enable us to focus increased attention on
providing quality services to our patients
What to Bring: If you have had any lab tests performed in the last year, please bring copies for Dr Gazsi to review (if possible). ALSO:
If you are taking any medications or supplements, please BRING IN THE ACTUAL BOTTLES not a list.
Appointments: Morning, afternoon, evening and Saturday appointments are available. Emergencies will be seen the same day or as
soon as possible. Please arrive at least 10 minutes before your scheduled time. We reserve the right to reschedule your
appointment if you are more than 10 minutes late to prevent delaying other patients who have arrived on time. There is usually no
wait time before an appointment so if you are late, that amount of time may be taken from your appointment. We reserve the right to
charge you $80 for new patient appointments and $50 for return patient appointments not cancelled with at least 24 hours notice or if
you are more than 10 minutes late and have to be rescheduled. This charge is not billable to your insurance and is your responsibility.
When you do not keep your appointment, you hold up a valuable spot for another patient who requires care. Your consideration by
arriving on time for your scheduled appointment is essential to all patient's care. (___________) INITIAL HERE
Insurance and Payment: Dr Gazsi participates in Anthem BC/BS, Oxford Health Plans, Healthy CT, Cigna and Aetna. For these
insurances we will submit claims on your behalf. Coverage will be determined after your Insurance has processed the claim. You are
required to pay the co-pay on the same day of your appointment. It is your responsibility to know your individual benefits and the limits
on your health insurance plan. In the event your health plan determines that your visit is “Not Covered” you will be responsible for the
entire charge, and payment is due upon receipt of billing statement. If we do not participate with your insurance, you are responsible
for payment in full on the day of your appointment. You are also responsible for notifying our office whenever your insurance plan
changes. (________) INITIAL HERE
Important Note: Insurance only covers the office visit and some therapies, and does not cover natural medicines or alternative
assessments. (____________) INITIAL HERE
Referrals: If your insurance requires a referral, you are responsible for knowing this and for obtaining the referral.
If the referral is not processed BEFORE your visit, you will be responsible for all charges. (_________) INITIAL

HERE

If our charges are applied to your deductible, you are responsible for payment. In this event, our office is prepared to offer an amicable
payment plan if needed. We do accept Cash, Credit Cards and Checks as payment. If writing a check please be aware that we charge
a $20 fee for bounced checks. (____________) INITIAL HERE
No Insurance/ Cash Rates: We believe that no one should be denied services due to lack of insurance coverage. Our office offers a
discounted cash rate to those who do not have appropriate insurance coverage. Payment will be required at the time of service.
Cash Rates for new patients range from $110 - $200 and for return appointments from $90 to $150 depending on length and complexity
(________) INITIAL HERE

OTHER INSURANCES: If you have out-of-network benefits with another Insurance carrier they should reimburse you at your out-ofnetwork rate unless your policy excludes Naturopathic Physicians. For these insurances we will give you a receipt for you to submit and
payment will be due at time of visit.(we accept cash, check, AMEX, Discover, Visa and MC)
Collections: If your account is more than 90 days past due, without an established payment plan on file, we will begin immediate
collection actions. We will begin assessing your account a monthly finance charge of 14% or $5 (whichever is greater) based on your
remaining balance, unless you have a payment plan in place. If you do not pay your bill following our internal collection efforts your
account will be sent to an outside collection agency. If your account is sent to a collection agency, you will need to contact them directly
to settle your balances (_________) INITIAL HERE

VIP Membership:: Our VIP Membership program offers discounts on our services and products as well as priority scheduling, email
access to Dr Gazsi and extended scheduling hours.
Please let me know if you have any questions or concerns. Thank you, and I look forward to meeting you.
Dr Michael Gazsi, PC
I have read, understand and agree to these office policies.

Patient Signature: ______________________________________________ Date: _____________________

Dr. Michael Gazsi, PC
Naturopathic Physician
34 Rolf Drive
Danbury, CT 06810

Credit Card Authorization Form
I, ___________________________________________________________hereby agree to pay
Dr. Michael Gazsi, PC in full for all charges associated with my care
OR for the care of _______________________.
(name)
I agree to allow the use of the credit card below for phone or office consultations and for any
alternative assessments or supplements that I may agree to purchase.

Circle One:

Visa

MasterCard

American Express

Discover

Credit Card Number ______________________________________________________________

Exp. Date_________________________

Credit Card Mailing Address ____________________________________________

Signature ______________________________________________________________________

Date__________________________________

NOTES:

34 Rolf’s Drive, Danbury, CT 06810  (203) 797-8412  FAX (203) 797-0753  drgazsi@drgazsi.com  www.drgazsi.com

