
NASSBERG DIABETES ASSOCIATES, P.A. 

BETH CAMHI-GREENBERG ARNP.- BC

DIABETES − ENDOCRINOLOGY

1930 NE 47TH ST, SUITE 309   ● FORT LAUDERDALE, FLORIDA 33308 ● PHONE 954.491.1000 ● FAX 954.938.7923

Name: __________________________________________________________________Date: __________________
First M.I. Last

Address:_______________________________________________________________________________________
Street Home/Apt. City State Zip-code

Alternate Address if different from above: ________________________________________________________________________
Street House/Apt. City State Zip-code 

Phone: Home ___________________    Mobile: __________________   E-mail:______________________________

Primary Physician: _______________________    Phone: _________________     Referred By: _________________

Date of Birth: ________________ Age:______ Gender:______ Marital Status:_______________________

Spouse Name: ___________________________________ Phone: ___________________________________

Emergency Contact: ______________________________ Phone: ___________________________________

Occupation: ___________________________ Currently Employed: □ Yes □ No Retired: □ Yes □ No

Social Security #: ___________________ Pharmacy: ____________________     Phone: ____________________

Primary Insurance: _____________________________ Policy #: _______________________________________

Secondary Insurance: ____________________________ Policy #: _______________________________________

ASSIGNMENT OF BENEFITS

I request that payment of authorized Medicare and/or insurance benefits be made to me or on my behalf for any 
services furnished to me by NASSBERG DIABETES ASSOCIATES, P.A. 

I authorize any holder of medical or other information about me to be released to the Healthcare Financing 
Administration and its related services. I further authorize the release of any information acquired in the course of my 
examination or treatment and I have received the HIPAA Notice of Privacy Practices. 

_____________________________________________________ __________________________________
PATIENT SIGNATURE     DATE 

_____________________________________________________ __________________________________
   PATIENT REPRESENTATIVE/ RELATIONSHIP     DATE 
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NASSBERG DIABETES ASSOCIATES, P.A. 

BETH CAMHI-GREENBERG ARNP.- BC

DIABETES − ENDOCRINOLOGY

1930 NE 47TH ST, SUITE 309   ● FORT LAUDERDALE, FLORIDA 33308 ● PHONE 954.491.1000 ● FAX 954.938.7923

MEDICAL HISTORY

Last Colonoscopy: __________________________ Last Mammogram:________________________________

Cancer:    □Prostate □Thyroid      □Breast/Ovarian □Other:________________________________________
Please specify

Thyroid:    □Hyperthyroidism □Hypothyroidism □Grave's □Addison's 

Diabetes: □Type 1 □Type 2 Insulin use? □ Yes □ No,  Type: ________________________________

Other:   □Osteoporosis   □Emphysema   □Blood Transfusions   □Depression   Other:__________________________

CURRENT MEDICATIONS
Please list your active prescription medications, its prescribed dosage and when you began taking the medication(s).

NAME OF MEDICATION STRENGTH    HOW OFTEN DATE BEGAN TAKING

______________________ __________ _________________ _____________________

______________________ __________ _________________ _____________________

______________________ __________ _________________ _____________________

______________________ __________ _________________ _____________________

______________________ __________ _________________ _____________________

______________________ __________ _________________ _____________________

______________________ __________ _________________ _____________________

______________________ __________ _________________ _____________________

______________________ __________ _________________ _____________________

______________________ __________ _________________ _____________________

______________________ __________ _________________ _____________________
Please list over the counter preparations the you are currently taking (include vitamins, herbals, etc.)
NAME OF OTC STRENGTH    HOW OFTEN DATE BEGAN TAKING

______________________ __________ _________________ _____________________

______________________ __________ _________________ _____________________

______________________ __________ _________________ _____________________

ALLERGIES TO MEDICATIONS: □ YES □NO; SPECIFY:____________________________________________
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