
New Jersey Family Medical
Patient Registration Form PATIENT INFORMATION (Please Print) 

 Ms.  Jr.  Sr.  Other 

(First) (Middle) 

 Single  Divorced  Widowed 
 Legally Separated  Other 

- -  Female  Male Date of Birth / / 

 Dr.  Mr.  Mrs. 

Patient’s Name (Last) 

 Marital Status  

Social Security Number  

E-Mail Address

Phone Numbers Work Home 

Cellular 

Address 

City, State, ZIP (+4) 

Employment Status  Employed Student  Retired  Self-Employed  Unemployed 

Employer Occupation 

Emergency Contact Name Phone Number 

Emergency Contact Relationship to Patient 

Referring Provider Name 

RESPONSIBLE PARTY INFORMATION 

Responsible Party Name (Last) (First) (Middle) 

Also Known As Name (Last) (First) 

Social Security Number  - -  Female  Male Date of Birth / / 

E-Mail Address

Home 

Student  Retired  Self-Employed 

Employer Phone Number 

Phone Numbers Work 

Address 

City, State, ZIP (+4) 

Employment Status    Employed 

Employer 

Patient Relationship to Responsible Party 

PRIMARY INSURANCE INFORMATION (provide your insurance card to the front desk at check-in) 

Name of Insured Patient Relationship to Insured 

Insured Employer Name 

Insurance Company/Phone Number ( ) 

Subscriber ID (Policy Number) Copay Amount 

Effective Date 

Group ID   

Insured Date of Birth / / Insured’s Social Security Number - - 

Insurance Company Address 

SECONDARY INSURANCE INFORMATION (provide your insurance card to the front desk at check-in) 

Name of Insured Patient Relationship to Insured 

Insured Employer Name 

Insurance Company/Phone Number ( ) 

Subscriber ID (Policy Number) Copay Amount 

Effective Date 

Group ID 

Insured Date of Birth / / Insured’s Social Security Number - - 

Insurance Company Address 

I agree that the information supplied on this form is accurate and up-to-date to the best of my knowledge. 

Patient (or Responsible Party) Signature Date 

27 South Avenue West, Cranford, New Jersey 07016 Phone: 908.275.3810 Fax: 908.275.8825

Married



MEDICAL HISTORY FORM 

Name:__________________________________________________  Today's Date:___________ 
 Last  First Middle 

Sex: ___M    ___F  Birth Date:______________  Occupation:________________________ 

     Number of Children:________ Status:   ___Married____Single____Divorced____Widowed 

NO  How much? ____/Day    How long?_______  Date quit:_________ 

NO How much?_________/Day 
Tobacco Use:    YES
Alcohol Use:      YES

Past Illness 

�  �   ALCOHOLISM 
�  �   ANEMIA 
�  �   ASTHMA 
�  �   CANCER/TUMOR 
�  �   DIABETES 
�  �   DRUG ABUSE 
�  �   DEPRESSION 
�  �   EPILEPSY/SEIZURES 

YES  NO 

�  �   GLAUCOMA 
�  �   HEART DISEASE 
�  �   HIGH BLOOD PRESSURE 
�  �   KIDNEY DISEASE 
�  �   LIVER DISEASE 
�  �   LUNG DISEASE 
�  �   MENTAL ILLNESS 
�  �   OSTEOARTHRITIS 

YES  NO 

�  �   OSTEOPOROSIS 
�  �   STROKE 
�  �   THYROID DISEASE 
�  �   ULCER IN GI TRACT 
�  �   HIGH CHOLESTEROL 
�  �   OTHER:_______________ 

 ______________________ 
 ______________________

Family History: (List illnesses/disease of family members) 

_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 

Past Surgical History: (Please include dates) 

___________________________________________  ____________________________________________ 
___________________________________________  ____________________________________________ 

Current Medications: (Include Birth Control Pills, Vitamins, and Supplements) 
Medicine Name:  Dose:  Medicine Name:  Dose: 

___________________________________________  ____________________________________________ 
___________________________________________  ____________________________________________ 
___________________________________________  ____________________________________________ 
___________________________________________  ____________________________________________ 

Preferred Pharmacy: _________________________ Location: ___________________________________ 

Previous Healthcare Providers in past five years: 
Name: City/State :  Problem cared for: 

 ____________________________________________ 

_______________________________________________________________________
_______________________________________________________________________
_________________________________________________________________________

 ____________________________________________

Allergies:
___________________________________________ 

Additional Information: 

Last Mammogram:_______________ Where: ____________   Last Pap: ____________ Gyn: ________________ 
Last Colonoscopy: _______________ Normal? ___________  Last Bloodwork: _________________ 
Vaccine Dates: Tetanus: ___________  Pneumonia: ____________ Flu: ____________ Hepatitis B: ____________ 

YES  NO

27 South Avenue West, Cranford, New Jersey 07016 Phone: 908.275.3810 Fax: 908.275.8825



Current Complaint:___________________________________________________________________

Please check yes or no if there have been any changes or problems for each the following items.
CONSTITUTIONAL GASTROINTESTINAL

YES NO YES NO

APPETITE CHANGE/ PROBLEM PROBLEM WITH TEETH-GUMS-DENTURES

WEIGHT CHANGE/PROBLEM SWALLOWING PROBLEM

CHANGE IN BOWEL HABITS NAUSEA/VOMITING

SLEEP CHANGE/PROBLEM ABDOMINAL PAIN

CHANGE IN ACTIVITY TOLERANCE HEARTBURN/INDIGESTION

FATIGUE/WEAKNESS FOOD INTOLERANCE

FEVER/SWEATS/CHILLS DIARRHEA

CONSTIPATION

YES NO EYES JAUNDICE (YELLOW EYES OR SKIN)

VISION CHANGE/PROBLEM

PAIN/IRRITATION/EXCESS TEARING YES NO GENITOURINARY

FREQUENCY/URGENCY/PAIN

YES NO EARS INCONTINENCE

HEARING CHANGE/PROBLEM GENITAL INFECTION/ STD

PAIN/DISCHARGE/INFECTION DISCHARGE/BLEEDING

DIZZINESS HERNIA

RINGING IN EARS GETS UP AT NIGHT TO URINATE

YES NO UPPER RESPIRATORY YES NO GYNECOLOGIC

FREQUENT COLDS ABNORMAL DISCHARGE

SINUS PROBLEMS IRREGULAR CYCLES

SEASONAL ALLERGY SYMPTOMS SEXUAL ACTIVITY

NOSE BLEEDS PREMENSTRUAL SYMPTOMS(CRAMPS/BLEEDING)

SORE THROATS HOT FLASHES OR OTHER MENOPAUSAL SYMPTOMS

HOARSENESS/CHANGES IN VOICE

YES NO SKELETO-MUSCULAR

YES NO LOWER RESPIRATORY PAIN/ARTHRITIS

INFECTION BACK PROBLEM

COUGH/SPUTUM JOINT SWELLING/ INFLAMMATION

WHEEZE/ASTHMA MUSCLE WEAKNESS

CHEST PAIN TRAUMA/INJURIES

OUT OF BREATH QUICKLY OR EASILY AMBULATION PROBLEM

SMOKING TOBACCO USE ORTHOTICS/ASSISTIVE DEVICES

YES NO BREAST YES NO SKIN

LUMP/SWELLING RASH/ITCH

PAIN SORES/LUMPS

DISCHARGE/BLEEDING COLOR CHANGE

SELF BREAST EXAM EASY BRUISING/BLEEDING

CHANGE IN MOLE/ POORLY HEALING SORE

YES NO CARDIOVASCULAR

CHEST PAIN/DISCOMFORT YES NO PSYCHIATRIC

OUT OF BREATH QUICKLY WITH EXERTION MEMORY CHANGE/ PROBLEM

PALPITATIONS MOOD CHANGE

EDEMA (SWELLING OF FEET OR HANDS) PSYCHIATRIC CARE/ MEDICATIONS

LEG PAIN/CRAMPS WITH WALKING BEHAVIOR CHANGE/ PROBLEM

Name of Psychiatrist:______________________________

YES NO NEUROLOGIC Psychiatric diagnosis:_____________________________

HEADACHE

DIZZINESS/FAINTING

SPEECH/COMMUNICATION PROBLEM

WEAKNESS/PARALYSIS

SENSORY CHANGE/ NUMBNESS

INVOLUNTARY MOVEMENT

SIGNATURE:_____________________________________ DATE:_______________

Review of Symptoms



01/2025 

Office Policies 
New Jersey Family Medical strives to provide excellent medical care and patient physician rapport. These policies are 

constructed to implement our goals in an efficient manner. 

1. It is the patient's responsibility to understand his/her benefit plan, especially in regard to referrals, pre-
authorizations, and medication coverage.

2. At each visit, please present your current insurance card and INFORM the staff of any CHANGES in your
personal information.

3. New Jersey Family Medical will NOT refill any prescription or complete any forms if your last physical is over
one year ago.

4. Notes to excuse from work or school will NOT be given without an evaluation.
5. Co-payments are due at the time of service. An additional $10.00 processing fee will be charged if the co-pay

is not paid at the time of service.
6. There will be a charge of $1.00 per page for a copy of medical records.
7. There is a 15-minute grace period from the time of your appointment. Unfortunately, if you arrive after you will

be marked as a missed appointment and will be required to reschedule.
8. There is a $75.00 charge for missed appointments that are not canceled at least 1 business day in advance. If

an appointment is made the same day and is missed, the fee is a $100.00 charge. This fee must be paid prior
to making another appointment. This will NOT be covered by your insurance company.

9. A $35.00 fee will be charged for any checks returned plus the fee from the bank.
10. All outstanding balances of 90 days or more must be paid in full prior to the next visit.
11. If you require medical forms to be completed outside an office visit there will be a charge of $10.00. In addition,

New Jersey Family Medical requires a notice of at least five business days.
12. The after-hour emergency phone number is for medical emergencies only. This does not include sore

throats, cold symptoms, antibiotic requests, prescription refills, referrals, or anything else that is not deemed a
medical emergency. There will be a $50.00 charge for all calls the doctor deems non emergent.

13. The patient portal and Medical Brain are useful tools for non-emergent and routine communications. The portal
will not be reviewed after hours or on weekends. If it is a true concern, we highly recommend that you call our
office and speak with a provider.

14. Prescription refills will be filled within 3 business days of a request. Please call our office in ADVANCE when in
need of a refill. Please do not assume the pharmacy will contact us. No refills will be done on the weekends. At
no time will any controlled substances be refilled after working hours or on the weekends.

15. Referrals require a notice of five business days. Original hardcopy of referral will need to be picked up. Please
ensure that you provide the name of the provider, their NPI and address.

16. Vulgar language or aggressive behavior will not be tolerated at all and the patient will be asked to leave the
practice immediately.

17. Test results that are ordered through New Jersey Family will always be relayed to the patient via phone call or
electronically. If you do not hear from our office after 7 business days from a test, please call the office.  We DO
NOT believe in the policy that no news is good news.

I have read thoroughly, understand, and agree to the office policies as stated above 

Patient Name: __________________________ Patient Signature: _________________________ Date:_________ 



NOTICE OF PRIVACY PRACTICES 

Effective date: 08.01.2011 

This notice describes how health information about you (as a 
patient of this practice) may be used and disclosed and how you 
can get access to your individually identifiable health information.  

Please review this notice carefully. 

A. Our commitment to your privacy:
Our practice is dedicated to maintaining the privacy of your
individually identifiable health information (also called protected
health information, or PHI). In conducting our business, we will
create records regarding you and the treatment and services we
provide to you. We are required by law to maintain the
confidentiality of health information that identifies you. We also are
required by law to provide you with this notice of our legal duties
and the privacy practices that we maintain in our practice
concerning your PHI. By federal and state law, we must follow the
terms of the Notice of Privacy Practices that we have in effect at the
time.

We realize that these laws are complicated, but we must provide you 
with the following important information: 

• How we may use and disclose your PHI, Your privacy
rights in your PHI,  Our obligations concerning the use and 
disclosure of your PHI. 

The terms of this notice apply to all records containing your PHI 
that are created or retained by our practice. We reserve the right to 
revise or amend this Notice of Privacy Practices. Any revision or 
amendment to this notice will be effective for all of your records 
that our practice has created or maintained in the past, and for any 
of your records that we may create or maintain in the future. Our 
practice will post a copy of our current Notice in our offices in a 
visible location at all times, and you may request a copy of our most 
current Notice at any time. 

B. If you have questions about this Notice, please contact:

New Jersey Family Medical, 27 South Avenue West, Cranford,
NJ 07016; Phone number: 908.275.3810 

C. We may use and disclose your PHI in the following ways:
The following categories describe the different ways in which we
may use and disclose your PHI.
1. Treatment. Our practice may use your PHI to treat you. For
example, we may ask you to have laboratory tests (such as blood or
urine tests), and we may use the results to help us reach a diagnosis.
We might use your PHI in order to write a prescription for you, or
we might disclose your PHI to a pharmacy when we order a
prescription for you. Many of the people who work for our practice
– including, but not limited to, our doctors and nurses – may use or
disclose your PHI in order to treat you or to assist others in your
treatment. Additionally, we may disclose your PHI to others who
may assist in your care, such as your spouse, children or parents.
Finally, we may also disclose your PHI to other health care
providers for purposes related to your treatment.
2. Payment. Our practice may use and disclose your PHI in order
to bill and collect payment for the services and items you may
receive from us. For example, we may contact your health insurer to
certify that you are eligible for benefits (and for what range of
benefits), and we may provide your insurer with details regarding
your treatment to determine if your insurer will cover, or pay for,
your treatment. We also may use and disclose your PHI to obtain

payment from third parties that may be responsible for such costs, 
such as family members. Also, we may use your PHI to bill you 
directly for services and items. We may disclose your PHI to other 
health care providers and entities to assist in their billing and 
collection efforts. 
3. Health care operations. Our practice may use and disclose your
PHI to operate our business. As examples of the ways in which we
may use and disclose your information for our operations, our
practice may use your PHI to evaluate the quality of care you
received from us, or to conduct cost-management and business
planning activities for our practice. We may disclose your PHI to
other health care providers and entities to assist in their health care
operations.
4. Disclosures required by law. Our practice will use and disclose
your PHI when we are required to do so by federal, state or local
law.

D. Use and disclosure of your PHI in certain special
circumstances:
The following categories describe unique scenarios in which we may
use or disclose your identifiable health information:
1. Public health risks. Our practice may disclose your PHI to
public health authorities that are authorized by law to collect
information for the purpose of:

Maintaining vital records, such as births and deaths, 
Reporting child abuse or neglect, Preventing or controlling disease, 
injury or disability,  Notifying a person regarding potential exposure 
to a communicable disease, Notifying a person regarding a potential 
risk for spreading or contracting a disease or condition, Reporting 
reactions to drugs or problems with products or devices, Notifying 
individuals if a product or device they may be using has been 
recalled, Notifying appropriate government agency(ies) and 
authority(ies) regarding the potential abuse or neglect of an adult 
patient (including domestic violence); however, we will only disclose 
this information if the patient agrees or we are required or 
authorized by law to disclose this information, Notifying your 
employer under limited circumstances related primarily to workplace 
injury or illness or medical surveillance.  
2. Health oversight activities. Our practice may disclose your PHI
to a health oversight agency for activities authorized by law.
Oversight activities can include, for example, investigations,
inspections, audits, surveys, licensure and disciplinary actions; civil,
administrative and criminal procedures or actions; or other activities
necessary for the government to monitor government programs,
compliance with civil rights laws and the health care system in
general.
3. Lawsuits and similar proceedings. Our practice may use and
disclose your PHI in response to a court or administrative order, if
you are involved in a lawsuit or similar proceeding. We also may
disclose your PHI in response to a discovery request, subpoena or
other lawful process by another party involved in the dispute, but
only if we have made an effort to inform you of the request or to
obtain an order protecting the information the party has requested.
4. Law enforcement. We may release PHI if asked to do so by a
law enforcement official:
Regarding a crime victim in certain situations, if we are unable to
obtain the person’s agreement, Concerning a death we believe has
resulted from criminal conduct, Regarding criminal conduct at our
offices, In response to a warrant, summons, court order, subpoena
or similar legal process, To identify/locate a suspect, material
witness, fugitive or missing person, In an emergency, to report a



crime (including the location or victim(s) of the crime, or the 
description, identity or location of the perpetrator).  
5. Serious threats to health or safety. Our practice may use and
disclose your PHI when necessary to reduce or prevent a serious
threat to your health and safety or the health and safety of another
individual or the public. Under these circumstances, we will only
make disclosures to a person or organization able to help prevent
the threat.
6. Military. Our practice may disclose your PHI if you are a
member of U.S. or foreign military forces (including veterans) and if
required by the appropriate authorities.
7. National security. Our practice may disclose your PHI to
federal officials for intelligence and national security activities
authorized by law. We also may disclose your PHI to federal and
national security activities authorized by law. We also may disclose
your PHI to federal officials in order to protect the president, other
officials or foreign heads of state, or to conduct investigations.
8. Inmates. Our practice may disclose your PHI to correctional
institutions or law enforcement officials if you are an inmate or
under the custody of a law enforcement official. Disclosure for
these purposes would be necessary: (a) for the institution to provide
health care services to you, (b) for the safety and security of the
institution, and/or (c) to protect your health and safety or the health
and safety of other individuals.
9. Workers’ compensation. Our practice may release your PHI for
workers’ compensation and similar programs.

E. Your rights regarding your PHI:
1. Confidential communications. You have the right to request
that our practice communicate with you about your health and
related issues in a particular manner or at a certain location. For
instance, you may ask that we contact you at home, rather than
work. In order to request a type of confidential communication, you
must make a written request to New Jersey Family Medical
specifying the requested method of contact, or the location where
you wish to be contacted. Our practice will accommodate
reasonable requests. You do not need to give a reason for your
request.
2. Requesting restrictions. You have the right to request a
restriction in our use or disclosure of your PHI for treatment,
payment or health care operations. Additionally, you have the right
to request that we restrict our disclosure of your PHI to only certain
individuals involved in your care or the payment for your care, such
as family members and friends. We are not required to agree to
your request; however, if we do agree, we are bound by our
agreement except when otherwise required by law, in emergencies
or when the information is necessary to treat you. In order to
request a restriction in our use or disclosure of your PHI, you must
make your request in writing to New Jersey Family Medical. Your
request must describe in a clear and concise fashion:

The information you wish restricted, Whether you are 
requesting to limit our practice’s use, disclosure or both, To whom 
you want the limits to apply. 
3. Inspection and copies. You have the right to inspect and obtain
a copy of the PHI that may be used to make decisions about you,
including patient medical records and billing records, but not
including psychotherapy notes. You must submit your request in

writing to New Jersey Family Medical in order to inspect and/or 
obtain a copy of your PHI. Our practice may charge a fee for the 
costs of copying, mailing, labor and supplies associated with your 
request. Our practice may deny your request to inspect and/or copy 
in certain limited circumstances; however, you may request a review 
of our denial. Another licensed health care professional chosen by 
us will conduct reviews. 
4. Amendment. You may ask us to amend your health information
if you believe it is incorrect or incomplete, and you may request an
amendment for as long as the information is kept by or for our
practice. To request an amendment, your request must be made in
writing and submitted to New Jersey Family Medical. You must
provide us with a reason that supports your request for amendment.
Our practice will deny your request if you fail to submit your
request (and the reason supporting your request) in writing. Also,
we may deny your request if you ask us to amend information that is
in our opinion: (a) accurate and complete; (b) not part of the PHI
kept by or for the practice; (c) not part of the PHI which you would
be permitted to inspect and copy; or (d) not created by our practice,
unless the individual or entity that created the information is not
available to amend the information.
5. Accounting of disclosures. All of our patients have the right to
request an “accounting of disclosures.” An “accounting of
disclosures” is a list of certain non-routine disclosures our practice
has made of your PHI for purposes not related to treatment,
payment or operations. Use of your PHI as part of the routine
patient care in our practice is not required to be documented – for
example, the doctor sharing information with the nurse; or the
billing department using your information to file your insurance
claim. In order to obtain an accounting of disclosures, you must
submit your request in writing to New Jersey Family Medical All
requests for an “accounting of disclosures” must state a time period,
which may not be longer than six (6) years from the date of
disclosure and may not include dates before April 14, 2003. The first
list you request within a 12-month period is free of charge, but our
practice may charge you for additional lists within the same 12-
month period. Our practice will notify you of the costs involved
with additional requests, and you may withdraw your request before
you incur any costs.
6. Right to a paper copy of this notice. You are entitled to receive
a paper copy of our notice of privacy practices. You may ask us to
give you a copy of this notice at any time.
7. Right to file a complaint. If you believe your privacy rights have
been violated, you may file a complaint with our practice or with the
Secretary of the Department of Health and Human Services. To file
a complaint with our practice, contact Dr. Robert Lukenda.  All
complaints must be submitted in writing. You will not be penalized
for filing a complaint.
8. Right to provide an authorization for other uses and
disclosures. Our practice will obtain your written authorization for
uses and disclosures that are not identified by this notice or
permitted by applicable law. Any authorization you provide to us
regarding the use and disclosure of your PHI may be revoked at any
time in writing. After you revoke your authorization, we will no
longer use or disclose your PHI for the reasons described in the
authorization. Please note: we are required to retain records of your
care.

I ____________________________ acknowledge receipt of New Jersey Family Medical’s Notice of 
Privacy Practices: 

Signature__________________________ Date:________________________________ 

Copyright © 2002 Gates, Moore & Company. Used with permission. “The HIPAA Privacy Rule: Three Key Forms.” Bush J. Family Practice 

Management. February 2003:29-33, http://www.aafp.org/fpm/20030200/29theh.html.  

http://www.aafp.org/fpm/20010200/51impl.html


www.njfamilymedical.com 

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 

By signing this form, I authorize __________________________________ located 
at_______________________________________________________________ to release 
confidential health information about me, by releasing a copy of my medical 
records, or a summary/narrative of my protected health information, to the 
physician/facility listed below. 

New Jersey Family Medical 
Dr. Robert Lukenda, DO 
Dr. Lynn Colombo, MD 

Beth Scaldino, APN 

27 South Avenue West, Cranford, NJ 07016 
Phone: 908-275-3810 Fax: 908-275-8825 

Patient Name:_________________________________     Date of Birth:____________________ 

The information you may release subject to this signed release form is as follows: 

◊ Complete Records ◊ Other (Please specify):__________________________________

Patient/Guardian Signature:____________________________________  Date:____________ 



Authorization for Release of information to Family Members 

Patient Name:____________________________    Date of Birth:_______________________ 

Many of our patients allow family members such as their spouse, parents or others to call and 

request medical billing information. Under the requirements of HIPPA we are not allowed to 

give this information to anyone without the patient’s consent. If you wish to have your medical 

or billing information released to family members you must sign this form. Signing this form 

will only give information to family members indicated below. 

I authorize New Jersey Family Medical to release my medical and/or billing information to the 

following individual(s):  

Name(s): Relationship: 

Patient Information 

I understand I have the right to revoke this authorization at any time and that I have the right to 

inspect or copy the protected health information to be disclosed. 

I understand that information disclosed to any above recipient is no longer protected by federal or 

state law and may be subject to re-disclosure by the above recipient. 

You have the right to revoke this consent in writing. 

Signature: 

Date: 

27 South Avenue West, Cranford, New Jersey 07016 Phone: 908.275.3810 Fax: 908.275.8825
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