














company does not pay your claim in 45 days, the balance will automatically be billed 

to you. It is your responsibility to know if our providers are in-network for your insurance 

plan and what your specific insurance plan's benefits are. 

NON-COVERED SERVICES: 

Please be aware that some (and perhaps all) of the services you receive may be non

covered or not considered reasonable or necessary by Medicare or other insurance 

plans. Please be aware that your insurance company may require a second co-pay if 

you address other problems during a physical exam or at the same time you have a 

procedure scheduled. Concerns dealing with mental health issues such as anxiety, 

depression, attention deficit disorder, and stress-related problems, etc. might not be 

covered by your insurance. If you are seeing our doctor for any of these problems, 

you may want to contact you insurance company to see if they are covered if seen 

by any physician other than an approved mental health provider. As with all non

covered services, you will be expected to pay in full whatever the insurance 

companies do not reimburse. We never guarantee insurance coverage for in office, 

laboratory testing , or referred care. You are always welcome to take lab orders to 

outside labs for an estimated lab cost prior to being drawn. 

NONPAYMENT: 

If your account is over 90 days past due, you will receive a letter stating that the 

balance should be paid in full. Partial payments will not be accepted unless otherwise 

negotiated. Please be aware that if a balance remains unpaid, we may refer your 

account to a collection agency and you may be discharged from this practice. 

Should this occur, you will be notified by certified mail and will have 30 days to find a 

new physician. 

PHONE CALLS: 

By providing contact information, I authorize Bruckerhoff Internal Medicine Associates, 

its assignees, and third party collection agents to use the contact information I have 

provided to communicate with me and to place calls to my 

home/cellular/employment telephone; leave voice or text messages; and use pre

recorded/artificial/voice messages and/or auto-dialing devices in connection with any 

communication to me. 

MISSED APPOINTMENTS: 

If you cannot keep your appointment, you will need to reschedule your appointment 24 
hours in advance. This will allow us to schedule another patient in that time slot. If any 
appointment is no-showed, cancelled with less than 24 hours notice or rescheduled 
due to late arrival, a minimum $50.00 charge will be billed to your account. This 
charge is not payable by your insurance company and is due prior to your next 
scheduled appointment. The amount of this fee may change without notice. If multiple 
appointments are missed and we identify a problem with you keeping appointments, 
we will not be able to provide care for you at this office. 

FORMS: 

There is a $25.00 charge for the completion of FMLA, disability and other forms. Since 

insurance companies do not cover this service, this charge is your responsibility. 

Payment is due at the time the forms or requests are dropped off at the clinic. 











 
 

Allergy History/ Historial de Alergias 
 
 

Patient/Paciente: DOB/FDN: 
 
Contact number/Numero De Contacto: Date: 

 
 Email/Correo Electronico:  

Check Conditions Affecting Symptoms/ Seleccione condiciones que afectan los sintomas 
 
 

bre 
 
 
 

Tarde 
ela 

 
 

□ Rare/Poco comun 
 

4) Do symptoms interfere with your activities?/ Los sintomas interfieren con sus actividades? 
□ Not at all/No del todo □ A little/Un Poco □ Moderately/Moderadamente □ All the time/Todo el tiempo 

 
5) Family History/Historial Familiar: 
□ Asthma/Asma □ Eczema □ Sinus problems/Problemas de sinusitis □ Migraines/Migrañas 
□ Hay Fever/Rinitis alergica □ Ulcer/Ulceras □ Nervous Disorder/Desorden Nervioso □ Colitis 
□ Other:   

 
6) Please rate your symptoms 1 – 5 (#1 is low degree of symptom, #5 is high degree of symptom) 
6) Por favor, califique sus síntomas 1 – 5 (#1 es un bajo grado de síntoma, #5 es un alto grado de síntoma) 

CIRCLE THE NUMBER/CIRCULE EL NUMERO 
Eyes (itchy, watery or swelling)/Ojos (picazon, llorosos o hinchazón) 1 2 3 4 5 
Ears (itchy, draining or congested)/Orejas (picazon, drenante o congestionada) 1 2 3 4 5 
Nose (runny or congested)/Nariz (moquea o congestionada) 1 2 3 4 5 
Headaches (allergy related)/Dolores de cabeza (relacionados con la alergia) 1 2 3 4 5 
Cough (allergy related)/Tos (relacionada con la alergia) 1 2 3 4 5 
Sneezing/Estornudos 1 2 3 4 5 

 
7) Are you currently being treated for allergies?/ ¿Está recibiendo tratamiento para alergias Yes/Si No 

 
 

 

Signature/Firma: Date/Fecha: 

Circle your provider: 
Circule su proveedor: 

1) During which months do symptoms occur?/Durante que meses ocurren los sintomas? 
□ All Months/Todos los meses 
□ January/Enero □ March/Marzo □ May/Mayo □ July/Julio □ September/Septie  
□ February/Febrero □ April/Abril □ June/Junio □ August/Agosto □ October/Octubre 

 

□ November/Noviembre 
□ December/Diciembre 

 
2 ) Are your symptoms worse?/ Sus sintomas son peor? 
□ Morning/Mañana □ Afternoon/Medio Dia □ Evening/ 
□ At home/En casa □ At work/School/En el trabajo o escu 

 

□ Night/Noche 
□ Other location/Otro lugar:   

 
3) Are symptoms?/ Los sintomas son? 
□ Constant/ Constantes □ Erratic/Irregular 

 




