
 
 
3055 SOUTHWESTERN BLVD.      3500 SHERIDAN DR. 
ORCHARD PARK, NY 14227      AMHERST, NY 14226 
(716) 675 – 2500        (716) 204 – 4263  
 
PATIENT INFORMATION (Please Print)    Today’s Date: ___/ ___/ ___ 
 
Name _____________________________________________________ Date of Birth ____/ ____/ ____ 
  First  M.I.  Last 
 
Address ______________________________________________________________________________ 
       City  State  Zip 
 
Home Phone __________________ Cell Phone __________________ Work Phone __________________ 
 
E-mail Address _________________________________________________________________________ 
 
Social Security # ______________________  Marital Status _________________  Sex          M             F 
 
Race ___________________  Language of Choice __________________  Ethnicity _________________ 
 
Primary Care Physician __________________________________________________________________ 
   Name                   Address 

 
 
INSURANCE INFORMATION (Please present insurance card at time of check in) 
 
Primary Insurance ______________________  Secondary Insurance ______________________ 

ID Number ____________________________  ID Number ______________________________ 

Name of Primary Insured _________________  Name of Secondary Insured ________________  

Date of Birth ___________________________  Date of Birth ____________________________ 

Social Security # ________________________  Social Security # _________________________ 

Relationship to Patient ___________________  Relationship to Patient ____________________ 

 
Pharmacy _____________________________  Address ________________________________ 
 
I authorize release of any medical information to my primary care and/or referring physician and those necessary to 
process insurance claims, insurance applications, and/or prescriptions. I also request payment of government 
benefits either to myself or to the party who accepts assignment below. I also authorize payment of medical benefits 
be made to the above- named physician for all services rendered to me. I understand that even though I have 
insurance coverage, I am responsible for payment of services, deductibles and/or co-payments. 

 

PATIENT OR RESPONSIBLE PARTY SIGNATURE __________________________________________ 

 

*Please be advised we do not accept workers compensation or no fault claims.* 



 
 
3055 SOUTHWESTERN BLVD.      3500 SHERIDAN DR. 
ORCHARD PARK, NY 14227      AMHERST, NY 14226 
(716) 675 – 2500        (716) 204 – 4263  
 
PATIENT INFORMATION (Please Print)    Today’s Date: __/ __/ __ 
 
Name _____________________________________________________ Date of Birth __/ __/ __ 
  First  M.I.  Last 
 
Primary Care Physician __________________________________________________________________ 
 
Referring Physician if other than above _____________________________________________________ 
 

DO YOU HAVE A HISTORY OF OR ARE YOU CURRENTLY EXPERIENCING ANY OF THE 
FOLLOWING? Please circle all that apply. 

 

General:  weakness frequent infections   

Head:   headache sinus pain and congestion   

Eyes:  cataracts contacts or glasses blurred vision double vision glaucoma 

Ears:  hearing loss ringing infections earache  

Mouth:  bleeding gums sore tongue    

Neck:  swollen glands tender glands enlarged thyroid  

Respiratory:  wheezing cough pneumonia   

Cardiac:  chest pain palpitations ankle swelling murmur rheumatic fever 

GI:  nausea vomiting diarrhea constipation heartburn 

  stomach ulcer blood in your stool loss of appetite abdominal pain gallbladder disease 

Urinary:  pain frequency blood in your urine nightly urination kidney stones 

Genital:  sexually transmitted disease vaginal/penile discharge prostatitis sexual dysfunction 

Endo:  diabetes thyroid disease temperature intolerance excessive thirst  

Heme:  anemia bleeding disorder transfusions blood clots  

Skin:  hives itching leg ulcers acne psoriasis 

Neuro:  fainting numbness tingling seizures tremors stroke 

Psych:  depression anxiety panic attacks   

Other       

 



PLEASE NOTE DATE IF YOU HAVE HAD ANY OF THE FOLLOWING: 

Flu vaccine ________________ Pneumonia shot _______________ Tetanus shot _________________ 
   
Hepatitis shots _______________ Shingles shot ______________ Skin test for TB _________________ 
 
Mammogram ______________ Pap smear _______________ Last menstrual period _________________ 
 
Age at Menopause ________________ PSA level _______________  
 
 

 

PLEASE LIST YOUR MEDICATIONS AND HOW OFTEN YOU TAKE THEM: (or attach an 
additional sheet listing all your medications) 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

 

PLEASE LIST ANY ALLEGERIES YOU HAVE: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

 
PLEASE LIST YOUR MEDICAL PROBLEMS: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

 



PLEASE LIST SURGICAL HISTORY: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

 

SOCIAL HISTORY: 

Occupation ____________________ Currently you are: working / retired / disabled / sick leave 

Who lives in your household? _____________________________________________________ 

List your Pets __________________________________________________________________ 

Do you smoke? ______________ How much? ___________________ How long? ___________ 

Recreational drugs? _________________ Alcohol? _____________ How often? _____________ 

Do you exercise? _____________________________ How often? ________________________ 

 

  



 
 
Dr. Joseph M. Grisanti               Dr. Linda M. Burns 
Dr. Michael W. Grisanti           Dr. Harbrinder Sandhu 
 

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACE NOTICE 

 
I, __________________________________________ , understand that Buffalo Rheumatology 
may share my health information for treatment, billing, and healthcare operations. I have been 
offered a copy of the Notice of Privacy Practices that describes how my health information 
may be used and shared. My signature below constitutes my acknowledgement that I have 
reviewed the copy of the Notice of Privacy Practices. 
 
 

PATIENT PRIVACY INFORMATION 
 
Please list ANY family members or other persons, if any, whom we may inform about your 
general medical condition and/or your diagnosis. 
 
_____________________________      ___________________________ 
Name        Phone Number 
 
_____________________________      ___________________________ 
Name        Phone Number 
 
 
Can confidential messages be left on your home answering machine, your cell 
phone or with another person?                                                Yes                  No  

Can we call you at work?                                            Yes                  No      

Can we send via mail?                                                                 Yes                  No  
 
_____________________________________  ___________________________________ 
Signature of Patient     Date 
 
_____________________________      ___________________________ 
Signature of Legal Representative   Relationship to Patient 

Patient's Date of Birth _______________________________________________________________ 
 
 
 
3055 SOUTHWESTERN BLVD.      3500 SHERIDAN DR. 
ORCHARD PARK, NY 14227      AMHERST, NY 14226 
(716) 675 – 2500        (716) 204 – 4263  
 







 
 
3055 SOUTHWESTERN BLVD.       3500 SHERIDAN DR. 
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Buffalo Rheumatology and Medicine PLLC Financial Policy 

 
Thank you for choosing Buffalo Rheumatology and Medicine PLLC as your healthcare provider. 
The billing department will work with you to fulfill your payment responsibility. 
 
Buffalo Rheumatology and Medicine PPLC requires payment at the time of service. All applicable 
co-pays will be collected at the time of check-in for your appointment. You are responsible for 
any deductibles or co-insurances in accordance with your health insurance policy as well. Our 
office will collect a portion of this amount at the time of appointment check-in. 
 
Self-Pay patients who require treatment without insurance will be required to pay $50 – $200 
depending upon services rendered. This payment is to be made promptly after the patient has 
seen the provider before future appointments are made to ensure continuation of care by 
Buffalo Rheumatology and Medicine PLLC. 
 
Deductibles and Co-insurances 
Patients with deductible or co-insurance plans will be required to pre-pay a portion out of 
pocket before services are rendered. Procedures and drug administration quotes will be given 
prior to the patient’s appointment. Pre-collection amounts are estimates only, as we are unable 
to determine services reimbursement due to the amount of different insurance plans. You will 
be billed for any remaining amount due after payment is received from insurance and pre-
payment is applied, or refunded should you overpay. 
 
Non-participating/Non-contractual Insurance Plans 
Should Buffalo Rheumatology and Medicine PLLC not participate with your healthcare plan, you 
will be required to pay out of pocket for services rendered ranging from $50 – $200. This 
amount will be collected promptly after services are rendered, before scheduling future 
appointments to ensure continuation of care by Buffalo Rheumatology and Medicine PLLC. 
 
Any questions or concerns regarding any of this policy please feel free to contact our billing 
department at 716-675-2500. Payment plans are available for those who qualify. 
 
 
 
Signature __________________________________________ Date ____________________ 
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