Nutrition Energy
Lauren Antonucci, MS, RD, CSShH, CDE, CDN
57 West 57" Street, Suite 1211
New York, NY 10019

New Patient Registration & Personal Information

Last Name/First Name:

Address: Apt.:

City: ~ State:  Zip Code: B
Home Phone: Work: ~ Celi:

E-mail: Referring Physician: -
Primary Care Physician: Phone Numbet:

May we contact your primary or referting physician regarding your appointment?

Sacial Security: - Marital Status: __ Married __ Single
Sex: Male Female Date of Birth: Referred By:

Employer: -

Phone numbet: Address: -
In casc of emergency contact: Phone#:

Credit Card on File:
Although collection of all copay self-pay and out-of-network deductible amounts is expected at time of
service, we require a credit card on file in order to cxpedite your billing for payment of all additional fees,

including in-network deductibles, late cancel charges and co-insurances. Your card will be billed as applicable
and we wills end'you a statcment and your credit card receipts.

Type: CcC CVV: EXP:

Patient Signature: Date:




Privacy Notice

THE FOLLOWING NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY AND SIGN BELOW,

Effectlve April 8, 2014

| acknowledge | have read and understand this privacy notice. | understand this privacy notice is avallable in
copy form at my request and Is also avallable on Nutrition Energy’s webslite (nutrltionenergy.com).

Signature Print Name ~ Date

I give parmiasion to Nutritlon Energy ta speak with my primary care physician
regarding my heanlth laboratory valuas and caro.

Additlonally, | make the following speclal raguest for confldentlal communleationsa:

Signature Date



Nutrition Energy
Lauren Antonucci, MS, RD, CSSD, CDE, CDN
57 West 57™ Street, Suite 1211
New York, NY 10019

Private Payment Agrecment

Date:

Dcar

Please take a morent to review the private, out-of-pocket, payment information. We are happy to assist
you in submitting to an out-of-network provider by providing an itemized receipt for services rendered.
In addition, in the event your insurance claim is denied, you will be responsible for the following out-of-
pocket expenses:

$265  Initial evaluation (60-90 minutes)

$235 Follow-up visits (45-60 minutes)

$135 Follow-up visits (30 minutes)

$79  Resting Metabolic Rate Test, when added to an appointment

$150 Resting Metabolic Rate Test, stand-alone service

$100  Body Fat Testing, stand-alone service

All payments are due at time of service. Missed appointments and appointments not canceled by either
phone call or voicemail message to the front desk within 48 hours of cach scheduled appaintment are

subject to a $150 charge for the evaluation, $100 for 60-minute f/u appointment and $75 for 30-minute f/u
appointment that is not billable to any insurance.

If you have any questions or concerns, please do not hesitate to contact Nutrition Energy at (646) 361-6803.
Thank you for your attention to this matter,

I have read and understood this agreement.

Patient Signature: Date: &




nfutni-ﬁon
enf:eﬁgy

DATE:

Directar, Lauren Antonucdéi, MS, RD, GSSD, CDE, CDN
57 West 57" Streat, Suite 1211 New York NY

www . hutritionenergy.com — (646) 361-6803

Nutrition Screening Form

PLEASE INDICATE (’) IF ANY OF THE FOLLOWING CONDITIONS APPLY:

Condition You | Family Condition You | Family W
= History? History?
d
Allergy R s
- 2 Hashimotos | |
ol Amenorrhea _| e
R ; High Cholesterol
‘ Anemia (lron R ey
deficlency) E S10
3074 Anorexia Nervosa | - Hypertension [
716,90 Arthritls Complicating
S— Pregnancy
.90 g =z —;
Asthma 70 Hyperglycemia
0T KT —
Bulimla Nervosa M0 Hyperthyroldism
Cancer 1% Hypoglycemia :
speclfy type below) _ L
'15711.0 Collac Diseasa “13 Hypothyroldism
056,93 C o“ﬁ; (U| cerativ e’ = Ead lreltable Bowel Sytdvame
56.00 COnstlpatiar 77 1nsulin Resistance
35T Crohnl's Disease . 13 Lactose Intolerance j
7.0 ——
776.51 Dehydratio‘ﬁ_ 779 \ausea and Vamiting
5685 Diarrhea - b Osteopenla i
- o 7390 3
1% 8 Divertlculitis Osteopotrosls
756.4 :
T O ABETES Type 1 ) o8 |
"B60T DI ABETES Type 2 — Kok Pre-diabetes | [ |
- — S 585 i
53087 Egophageal Reflux Renal Disease | |
. 60,5 —1
B2 allure to Theive-child e S
T Fatigue TR i tamin B12 deficlency [ ]
VIR HEART DISEASE
- Other relevant condltlons (please Indicate
below):
Name Slgnature




Nutrition Energy
Lauren Antonucci, MS, RD, CSSD, CDE, CDN
57 West 57™ Street, Suite 1211
New York, NY 10019

Nutrition Counseling Patient Agreement

Thanlk you for choosing Nutrition Energy for your dietary needs. Please read and sign the following
agreement; it lays out our billing, scheduling, and cancellation procedures. If you have any questions,
please ask for clarification.

» Payment of all fees is expected at time of service or via credit card on file. Will assist you in
submitting claims to your insurance carrier. However, you are still responsible for any
deductible, co-insurance/co-payment or any claims denied by your insurance carrier.

« | hereby authorize payment of medical benefits directly to Lauren Antonucci and Nutrition
Energy for all services rendered where applicable.

« | hereby authorize Nutrition Energy, having treated me, to release to government agencies,
insurance carriers and all others who are financially liable for my care, all information to
substantiate payments for my care and to permit representatives thereof to examine and make
copies of all records related to such care and treatment. / understand that if at any point my
insurance coverage changes, | am to notify administrative staff prior to my next visit. Failure to
do so will result in me being responsible for the full amount of all services.

o [ understand that in the event my insurance requires a referral from my primary care physician,
and | did not obtain one, | may be responsible for the full amount of the appointment should the
claim deny.

» Nutrition Energy does not make follow-up appointment reminder calls. You are responsible for
knowing when your next appointment is scheduled. Feel free to call the office to confirm dates

and/or times of your next appointment. Failure to remember your appointment may result in a
late cancellation or no show fee.

o All scheduled appointments must be cancelled at least 48 hours in advance by phone or
voicemail message or a late cancellation fee will be assessed (5 150 for new evaluations, 575
for 30 minute follow-up appointments and $100 for 60 minute follow-up appointments). This
fee is due at the time of your scheduled appointment, will be charged to the credit card you

provided on file (either given by phone or via registration form), and is not billable to any
insurance carrier.

» If I default on my account, | understand | will be subject to finance and/or legal fees in addition
to the total account balance.

| have read and understood this agreement.

Patient Signature: Date:

updated July 2022
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