
Alvin Bell, M.D, F.A.C.P., F. A. S.N.
Nephrology and Hypertension

129 Grove Street
Montclair, New Jersey 07042
Telephone: 973-783-6110
Facsimile: 973-744-7385

WELCOME TO THE OFFICE OF DR. ALVIN BELL
OUR NEW PATIENT PACKET INCLUDES:

HIPPA FORM
DEMOGRAPHIC FORM

MEDICATION FORM
MEDICAL HISRTORY FORM

CONSENT TO ELECTRONICALLY SEND PRESCRITIONS

Please fill out both sides of the Medical History form. Each question MUST be
Circled/checked YESor NO sign at all X's listed (patient signature)

• Please arrive 30 minutes before appointment to register with front desk
• You must bring a referral from your physician jf needed (please check with your health

insurance carrier)
• Please bring all medication bottles (if on insulin that's needs refrigeration bring in box)
• Please bring a copy of your most recent blood work and/or notify your doctor's office

the date of your appointment with our office and have
• pertinent data faxed to 973-744-7385
• If you have had any additional tests, x-rays etc. please bring in copies of reports

Do IJ.. t forget your insura~..ill....,photo identification and referral

Co-Payments will be collected on the date of service
**Payments are payable via check, cash or money order only**

TIIBIE I $25. WlB6E.. mAPpelNOO T NeTWflIJID WIIBIN 24 B IllS

If you have any questions or concerns please call the office @ 973-783-6110



ACK.NOWLEDGEMENT OF RECEIPT
OF NOTICE OF' PRJV ACY PRACTICES

I acknowledge that I was provided a copy of the Notice of Privacy Practices for:

ALVIN BELL, _t\1.D.,F.A.C.P., F.A.S.N

Print Patient Name:-------.

Signature of Patient: _

Date: .----------

*If person signing is not the patient, please print your name and relationship to patient:
Name____________ Relationship

Please list family members or other persons whom we may inform about your
general medical condition, apJ20intments and your diagnosis (including
treatment, payment and heal!~ care ol!crations)

NAME Contact---

NAME Contact #----- ---------------

Is it ok to send your prescription's electronically to your pharmacy V N?
Is it ok to leave a voice mail regarding appointments Y N
Is it ok to call your cell phone Y N ?
If so please list number _
Is it ok to leave voieemails on your cellular phone Y _

?---

N ?

Ipatient! representative request a copy of the Notice of Privacy Practices: Yes__ No__

For Office L se:

If patient/representative requested copy of Notice, date copy was provided:
If no acknowledgement could be obtained, state the reasons why and the efforts taken to try to obtain the
acknowlegn.ent: _

--_._---_.- ---------------



ALvaN BELL, M.D , fACP, FAS

129 GROVE STREET MONTCLAIR, NEW JERSEY 07042

Name

Street Address -----------------------
City State _

Home Phone "#

Date---------
Zip Code _

Work-s

Age _
Cell Phone s -----------------
SexDate of Bid ---------------

Social Security #

Preferred Language _

Email Address _

Driver License # _

Race______ Ethnicity _

Next of Kin (Emergency Contact):

Name
Street Address _

Referred By: _

Illness

Phone "#

City. State, Zip Code _

Employment Car Accident _ Other _

••••••• n ••••••••••••••••••••••••••••••••••••••••••••••• n •••••••••••••••• ,

Primary Insurance _

Insurance Company Address _

Identification #------------------ Group # _ Holder _

••••••••••••••••••••••••••• u ••••••••••••••••••••••••••••••••••••••••••• 1

Secondary insurance

Identificauon # Group # Holder _

Hereby assign my insurance benefits for ill-patient hospital services to be paid to my physician. I

understand that I am financially responsible for the difference between the amount billed and the

amount PIlid by my insurance carrier. I understand that I am responsible for all charges occurred in the

office at time of service.

Signed:__ (Patient, or Parent, ifminor)

Hereby authorize you to release to Insurance Companies all information including the diagnosis and

records of any treatment or examination rendered to me in this office.

Signed: (Patient, or Parent if minor)

"If my detinquent account is sent to a collection agency, J agree to the addition oj a collection fee oj $50

or 20% of/he balance owed, which ever is greater."

Signed:__ (Patient, or Parent, if minor)



_______ . . Age

\),,'~upati •.)n ...'\iI Pre v ou-
(j.:':Upclt):l"

Sinh Pluce S .tl:~.lk

:),ne' (If Id",! pil: ,,,':; :,.'\. n I··':.'l~

?le~l't:l1:-.t at! S~lll"){ \;

Single
Married

Divorced
Widowter, Dare

List ail Stat", in
which VOt neve ivec

___ )ears College ___ years Post Grad

---I-,,() TE '1.'" 1<:1, nfiaentral record of YO,lr medical ri'lory and", 1': be kept .n [hi, office, Inforrnatic

.; -nta 'led he-e tl., '",ot be reteased to any pe son e.\:ce:;-t wher: you have author zed us :0 do so or by cot!
o-ie~

To the best .:.1my nowledge, the questior« '~r this form ':ave been accurarelj J;'~vered I understand th,
pro , ding 11 correc: mformauon can be da:r~{rous to m:. .my c:hji~ S) health it!:, my responsibility I

inforri the doctor office of any changes if' r-'j (rnv childs 1 medical <;ta~u" I <11:-'0 aurhonze the healthcai
l ~t<1f~h" perform tl.e necessary health (:are services 1 (m) c:-ildi may need.----7'"~------- ---- -- - --- -------

PATlEKT SIG'(ATURE _

PHYSICUl\'S REVIEW SIGNATURE

Routine (,h~c\'" up ~,~ :..:,'11!'~,H,,""---- -_._---- ----, ,----------------- .._-_ ....-.._--"--- -----------,-----------_.
Ha- an> blood
relative ever had',:":

-------------

." dearn

--------------------- -----I
------------------

---------- --- ._---------

Piense encrcle
~o or Yes Who

------------- --------
PERSONAL HISTORY

:L~NESSES: Have 'OU, 'er .,;;:

PLEASE ENCIRCLE ALL ANS\'F RS
\l1easles

German Measl~5

Mumps ..__

ChicKen Pox
Whooping Cougr. __

Scarlet fever Of Scar.a.ma

Diphtheria

Smallpox

P'1eUmOOl&

l'1fluenza _

Pleunsy _

Rhellma~ic F€:ve cr ~e.3rt r)'seas

Arthritis or RheufTla~ST

Any bone or IOlc' j:sed5.e

Neuritis or Ne~ra!b';;_. _

81.,;rsihs. Sciat.ca 0" Lt ~!:a~J

POliO 0' Meni"glls

Nephritis .. _

Gonorrhea or Syor>"i5

Gallbladder disease

')'nem.a

Jaundice

Bladder disease

Epilepsy
MigraIne heaoacnes

Tuoercurosrs
Diabetes

Cancsr

No

"Jc

'I:

'Jo

11J

JI)

,".'"

Yes
"es
Yes

H'~f'l 0" bw blcco :-reSfi re

Cot's or ether bowel drssase

Yes

rle~orrro:ds or -:3r.y rectal d~se3.se. _
Ne"!ous Breakdown

Fcoc chsrmcat0' drug poisoning

Hay 'eve' or il.st'·H''1a . _

Hves or Eczema .. _

Frequent iniectDns Of boils _ , _
A'DS _

"es
Yes

Yes
An)' other 'iiSf>8Se _ ..• .._.. _

":es ALLEqGIES Are you al,eqrc to
PePlc,llh ,:" Su~f(', _

Aspirin Cooe.r-s cr \A·:,-,rphine

r·...1)r ~SO·>;tr.er A~tlbi:-tics_

~,~e·tnlO!a'€ C' Me-cU'OC'HOI'1B

An, other drug .
An:, 'coos _

<r-s

No
___ No

No

No

No
'Ja !:'olisr or oihe" cosmetics

Tet11'US ,A'1'i:o;<I'1or SerLms

li\JURIES, Ha'/e YJU had an!

B~:>'~9'':or crac-so cones

Srr8'1S

Lacerations

res

'es

es
yes DisIXa!i0f15
, )S Concussicn or h~.ad ;nl!;('~ ~__

~v2r besn knccl(e(J unconscio rs

\':EIGH-' Hc.';

Maximum

__ One '(e~, i'.}o _ ._,__
Vein",

TP,ANSi-' JSIO:~S'H"v~ YOli .,V!?!' 1iJ:l

Blood or P,asma Transtustor-

No
No
No
No
No
No
No
No
No

No

No
No
No

No

No
No

No
No
No

No

No

Yes

Yes

Yes
Yes

Ye:;

Yes

SUPGE"lY r'=.ve you had

Tonsil,e,::omy No Ye~

Appendec-ornv No Yef

Any o.ner operation No Yel
Type . year _

Yes

Yes

Yes

Tvps , ._______ Year _

Type_ Year _

yes

Do YCl: smoke

Hov, na-i, ~€" day
No Yes

---------
Yes

Yes
'{es

Yes

Have you ever bee'] acv'se'J 10 have
any SJr;ica operation -.}It-jet)=as

n-:J! beef' done _ YesNo
Yes
Yes Have you o~=enhospitalized for

anI' ill"€ss _ No Yes

Yes GiJe details

Yes

Yes

Yes



UO YOU NOW HAVE OR HAVE YOU HAD WITHIN THE PAST 'yEAR:
Frequent Of severe (,eadacr as _ . . .
Fainting speus . . _
Dizziness en change of pcs.i.c-

Unconscious Soeiis
Bturrad Vision
Double Vision . ._. __

Spots before eyes .__ ._
Infected eyes . . ~
Pain behind eyes .... __ ._.. __ .. . . _

Any change in vision _ _ . __ .__ . .._._. __ ... _
Do you wear glasses. _ .. ._. __ ._. ._

When were 7hey 13S' c"eci<' -:; _. . ..
Earaches .. . __.. . _

Discharge from Ears __ .. ._
Ringing rn ears _. . __..... .. _. ..._. ..

D0Cn,ase in hearing .....
Recurrent nOSB bleedS
Recurren~ head GOlds
Sinus Trouble
Hay tsver __ .
Strange persistern :tJ:lrS _ ..__
Strange taste or loss in tastE: _', _. _•.... .,.. ._..__ ~ . .
Persistent n08'$eneSS ,, .._. ._. .._ ... .. _

Difficulty swatov vnng .__ '_'_
Enlarged glands .
Recurrent sore :h·02.'5 . . . _

Recurrent sores H' mouth . , ~ . _

Soreness -Of bleeding of gt..;,""'..$ C , t:tJsh~ng ,..__ .. •

Chest pair ...__________.. . ~ ...__ .. . ._.
Angina pectoris _ _ _ ._.__ . . . _
Coughed up olcoo ._____ _ . . _
Pam in arrnts) ,_______ __ _. ~____ _ . _
Night sweats .___ _ ._. _

Do you have a oersstent coucr "11'" !"'iioat dearing '1ot asscc.ateo
v/th a knOWTl diness ('asiHi9 mo ~thar' 3 \"eeks; .. ._._~, . _

_ . . Nc

Chronic or freql.Jent sough on L/
\lvake up at fllgr: sr .:n.,) .::r?-3.~j-

How many oed p;;'<::·· ..S 0" 'i:>U ,

shonness of breatr on
VValk;ng severa: O:OC;';'S ."._

One filgrn of St3;(5
On iymg d01';r:

Purpte lips C' hngers _.__._. _
Palpnanons or ;tw~€"''ig ,) ....'ea'"
High bleed c-reSSJ(:, _

Swelling of ~ar,ds. ,8at or anx.e.
At what time 0; dsy • .

Leg cramps on <Natk:ng Of ai nif
Enlarged veins in legs _

Recun"en1 stomach pal:1

Belching or hearlbCi'" _
Rel;eved by tooc cr nedlc;; .on _~~ .__

Appetite - Good := Far'::
Nausea or vomltmg
vomueo blood ~~.__ .
A,VOIO some tooos _ .._.__ . .

What k'nds
Avoid spices .._.

Abcorrunal cramp''';; __ ...
Color of bowe, mO..r€-nerH . _

Any blood in 8M _._._.__ .... _
Rectal pair. with Dowel rnov €;r:s

?C0r :;

-----------

DO YOU NOW HAVE OR HAVE v.
Change ,n size sha:>Ec 6Xi_',

Desc:ite
Pain on unnatifig
0i~ficulty in starting LnnaN)n ~,_
Do YOu get up a. Dig:11 tv tH'''1a~e

How many times _H • __

Urinate more than O;for6
Unnaie less lha'1 ba'G'E.
Any blood i}l urir:€: _~__"', .__

How many Ln"lBS pe: c.ay do YO:,..

Full feeling of bladder out ""'I ~
amoer.r ct -..;ri:12.:.(".!'1

-' riALl Wri-ilN THE PAST YEA''l:
:i 31;' __ .._. . ~_ .__

No Yes
r'es
',';:$

Yes
Yes
YBb
Yes

No

Nc
No
I\<l
No

Nc
1\:,
Nc

'(eo
Yes

Yes

Yes
No
No

Yes
Yes

No
No

Ye~i
Ves
Yes
Yes

Yes
Yes
~asNo

Nc
Nc

YeS
\res

Vas
Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
No
N0
No
Nc
!\c
Nc
No

No
No
i~o

Yes
Yes
Yes

"6S

Yes

Yes
Yes
ves
Y•.s

t~c

Nc
Nc
No
Nc
No

Yes
Yes
Yes
Yes
Yes

No
No
I\:c

No
No

hie

Nc

No
No
No

No

Lose Urine on C01Jgning or sr eez.ng No
Discharge from ~enis ._. No
Recurrent back pains ._. .. .__ .. __ ._..__ . No
Backaches __ . . ._...__...._. __ .__ ._ No

.Join! pains __ . ._~ ~ . ..._.__ __ ._..._. No
SW011ing of any joints • ._._ ..•__ . ._ . .. No
Redness or heat of a-.j ioie.! . No
Tingling or weasness Of rar"dS 0" feE! .__.__ .. No
Muscle Spasms
Loss or change ir sensation 0' nanos or feel • No

L,mbling of any extrerrury _
Growth in neck or throat _.__ , No

Hot flashes No
Tiredness witt-.out apoa'e;'lt reason ._. No

8ritllen"ss of nails_. __.___ No
Dryness ot skin _ __ . . .._..__ . No
Easy bruising . .. .._._ ..._. .__.._....._._ __...._.___ No
inability to stand hea' ..__ .. .__ .. _ __._._. No
Inability to stand co,e .._ .._ _ .__ .. No
Change in hair !ex:ve ._. No
Change in skir :e<lur" . . __
Any skm rash __ _.. _._

:(·R."'-YS: Have you €let ,',ad x-reys of
Chest . ._~ ..__ ~ __~_,_. ,. ... " No

Stomach or colon _~_ No

GaB oladder __ ~___ No
Extrsmiues _. .. . No
SaCk . . No
Teeth ... _. No

Other _ No

EKG: Ever had an electrc:::ardiogram? ... No

WMUNIZATIONS· Have vo: had
Smallpox vaccinat.on within last 7 yea:s No

Tetanus shots \LO\ ar-titoxir- wi"ct; lasts only 2 weeks; ._.. No
Pallo shots with:!"' ,as; 2 years .. .. .__ ._ Nc Yi

v.

No

Yi
Yt
YI
y.
YE
YE
YE

YE
YE
y.

-----_._--_._-- No

No
No

y€
Y€

DRUGS: Laxatives,
Vitamins;
Sedatives:
T ranqunizers:
Sleeping pi.ts, etc.
Aspirin. eic..
Cortisone. ,ACTH:

Thyroid;

dallyC'
dej,y c:
daiiyC
daily 0
dailyC
da~ly[j

daily 0

never :1
reo/ere
neve':=
never :=}
never =
nsver C
neve" C
never ::
deily C
never c:

occ. °
occ '-' iraq.Q

iraq,DOCi:
occ.O freq G
ccc. ; 1reQ 0

freq.ccc [J
OCC, ° irec C
yes, jn past none now C
now on gr day

occ [] fr€<;.D dailyCAppetite oepressa us

Ves
Have you ever bean treated lor dru\; nabus ___ . __ . _
Have yOU ever taken insulin 0' tablets for diat,eles . _._. _
Have you ever taken hor.nons tablets or injections _. .__ .. _
Have you ever taxen F€,n-°he'1!Radux _

SEX: Entirely satlstactory? _._ . _
WOMEN ONLY· MENSTRUAL t-;ISTOR Y

No
No
No
No
No

Yes
Yes

Age at onset _

Regular? C ves C ""0 w Vanes
Cycle . __ days (from starr t? finish)

Flow: Heavy C M2d;um c: Light C
Number of pads used pe peri0d
Any clots passed _
Pains or cramps . . _
Date of fast pence ._.._.__. . _
Date or tast pelvic exan . . . ._ .__ .. _
Date of last Pap Tes: .. ---'---

Res'Jlts. :: f'.,ieg. CPos
Any cischarge ;ro'n v8gma .. _

Ii so. color __ . . ._. _
amount _. .____ , .. _

fony ilctllng of vaginal ~rea .__ ._ .•._. _
00 you take blrt'1 c:)!1t~o! pills . .. _

How long ha'Je you taken !he,n .. . .._.._..... _

Pregnancies:
How mary cn,:crsr; :;orr. a.!ve .. ._. _
How many s I; Dj'~""!S

Yes No
No

Yes

Ye
Yes
Yes No

No
No

Yes
Yes
Yes

How man:,' prsmature !)irt'ls _. __. . _
How many CeSi\'9Zm Sections __. , ._.._..._. ._.__ .__

How many miscarr.apes .._. •.•._.__.. . ._...._._.__

Any comoucauons with o'egnarlcy _. .. . _
Describe _

Other . . _

No

Yes



Alvin Bell, M.D., F.A.S.N., F.A.C.P.
129 Grove Street

Montclair, NJ 07042
Telephone (973) 783-6110

Fax (973) 744-7385

E-PRESCRIBING CONSENT FORl"\1

E-Prescribing is defined as a physician's ability to electronically send an accurate, error free and
understandable prescription directly to a pharmacy from the point of care. E-Prescribing greatly
reduces med cation errors, and enhances convenience for the patient while maximizing patient
safety. Congress has determined that the ability to electronically send prescriptions is an
important ele merit in improving the quality of patient care. The Medicare Modernization Act
(MfvlA.) of 2003 listed standards that have to be included in an E-Prescribe program. These
include:
• Formularyind benefit transactions - Gives the prescriber information about which
drugs are covered by the patient's drug benefit plan.
• Medication history transactions .- Provides the physician with information about
medications the patient is already taking to minimize adverse drug events.
• Fill status norification - Allows the prescriber to receive an electronic notice from the
pharmacy telling them if the patient's prescription needs to be refilled. has been picked up, not
picked up, or partially filled.
By signing "his consent form, you are agreeing that Alvin Bell, M.D., can
electronically transmit your prescriptions directly to your pharmacy.
E-Prescribing is an optional service and you may choose to decline. Please note that consenting
to E-Prescribing also permits the use of your prescription medication history from other
healthcare providers andlor third-party benefit payers (i.e., your insurance company) for
treatment purposes only.
Understanding all of the above, Ihereby provide informed consent to Alvin Bell, M.D. to enroll
me in the E-. 'rescribe Program.

Signature of Patient Date of Birth

If person signing is not patient please print name and relationship above

If you choose to participate iE-Prescribing, please list your preferred pharmacy
information
below.

Pharmacy Name Location-(City and Street Name)

Pharmacy Telephone Number



MEDICATION LIST - NEW PATIENT

DO YOU GIVE PERMISSION TO SEND PRESCRIPTIONS
ELEC1"RONICALLY TO YOU P'i"iARMACY Y N?

BEFORS YOUR APPOINTl\IlENT PLEASE COMPLETE THIS FORM. YOU
MAY C)PY THE NAMES, DOSES AND TIMES FROM EXSISTING
MEDIC' ATION l.ABELS.

PLEASE BRING ALL MEDICATIONS WITH YOU

NAME _

PHARi',1ACY TELEPHONE#: _

DRUG
ALLERGIES:

MEDICATION: DOSE: FREQENCY:

-- ..---.--


