


Monica Tadros, MD, FACS 
300 Grand Avenue, Suite 104, Englewood, NJ 07631 

PATIENT HEALTH QUESTIONNAIRE 

Patient Name: Height: Weight:     

REVIEW OF SYSTEMS - CHECK All THAT APPLY 

Head & Neck Respiratory System General Cardiovascular 
___ Eye Problems ___ Hoarseness ___ Sleep Problems ___ Hypertension 

___ Double vision ___ Chronic cough ___ Snoring ___ Heart disease 

___ Blurred vision ___ Throat clearing ___ Sleep Apnea ___ Angina 

___ Prior Ear Surgery ___ Heart Burn ___ Night Sweats ___ Swelling of the ankles 

___ Earache ___ Regurgitation ___ Fevers ___ Heart Surgery 

___ Ear Pressure/Popping ___ Spitting up blood ___ Skin diseases ___ Angioplasty 

___ Hearing loss ___ Shortness of breath ___ Arthritis ___ Pacemaker 

___ Dizziness ___ Wheezing ___ Bleeding Disorder ___ Anemia 

___ Ringing in ears ___ Asthma ___ Easily Bruise 
 

___ Nasal Obstruction ___ Chronic bronchitis ___ HIV Infection or AIDS Endocrine 

___ Nosebleeds ___ Chest Pain ___ Psychiatric Diseases ___ Diabetes 

___ Nasal Drainage ___ Emphysema ___ Herpes Breakouts ___ Heat/cold intolerance 

___ Stuffy Nose ___ Tuberculosis 
 

___ Thyroid imbalance 

___ Altered sense of smell ___ Lung cancer Gastrointestinal ___ Menstrual disorders 

___ Sinusitis 
 

___ Difficulty swallowing 
 

___ Nasal Deformity Neurologic ___ Pain on swallowing Urologic: 

___ Excessive sleepiness ___ Headaches ___ Diarrhea ___ Difficulty on urination 

___ Facial pain ___ Head injury ___ Constipation ___ Frequent urination 

___ Pain with chewing ___ Numbness or tingling ___ Jaundice ___ Blood in the urine 

___ Recent dental work ___ Transient blackouts ___ Liver Disease ___ Prostate problems 

___ Mouth sores ___ Seizures ___ Hepatitis 
 

___ Bad Breath ___ Strokes ___ Kidney Disease Other: __________________ 

___ Lumps in the neck ___ Facial Paralysis ___ Heartburn or ulcers  
___ Allergies    

 
Past and present medical Previous surgeries and dates List all current medications 
Problems: (month/year) And dosages (including OTC) 
________________________________ ________________________________ ________________________________ 
________________________________ ________________________________ ________________________________ 
________________________________ ________________________________ ________________________________ 
________________________________ ________________________________ ________________________________ 
________________________________ ________________________________ ________________________________ 
   
Do you smoke? ( Yes / No ) Do you drink? ( Yes / No ) Do you have a history of any 

substance abuse? ( Yes / No ) 
If yes, how often?   ________________ If yes, how often?   ________________ If yes, specify?   ___________________ 
   
Do you have any allergies?  

 
 

Are you Covid-19 vaccinated? Yes No 
Are you boostered? Yes No 
   
Date of Last Covid-19 Vaccine: _____________________________   
Last Covid-19 Positive Test/Infection: _____________________________   
Reason for today's visit: ______________________________________________________________ 

 
 Patient Signature: ___________________________________ Date: _____________________ 
 Physician Signature: ___________________________________ Date: _____________________ 

 

Monica Tadros MD
Do you have a history of
         intranasal drug use? ( Yes / No)
               If yes, specify? ______________















ASSIGNMENT OF BENEFITS/DESIGNATED AUTHORIZED REPRESENTATIVE/LIMITED SPECIAL POWER OF ATTORNEY 

It is our policy, for your convenience, as well as to facilitate payment, to file health benefit claims on your behalf. To enable your insurance policy or benefit plan 
ƚŽ�ĚĞĂů�ǁŝƚŚ�ƵƐ�ĚŝƌĞĐƚůǇ͕�ƉůĞĂƐĞ�ƌĞĂĚ�ƚŚĞ�ĨŽůůŽǁŝŶŐ͕�ƐŝŐŶ�ĂŶĚ�ƉƌŝŶƚ�ǇŽƵƌ�ŶĂŵĞ�ďĞůŽǁ�ĂŶĚ�ĞŶƚĞƌ�ƚŽĚĂǇ͛Ɛ�ĚĂƚĞ͘ 

Assignment of Benefits 

I hereby assign and convey to the fullest extent permitted by law any and all benefit and non-benefit rights (including the right to any penalties or equitable 
relief) under my health insurance policy or benefit plan to ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�and� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ ;ĐŽůůĞĐƚŝǀĞůǇ͕�ƚŚĞ�
͞WƌŽǀŝĚĞƌƐ͟Ϳ�ǁŝƚŚ�ƌĞƐƉĞĐƚ�ƚŽ�ĂŶǇ�ĂŶĚ�Ăůů�ŵĞĚŝĐĂůͬĨĂĐŝůŝƚǇ�services provided by the Providers to me for all dates of service, including without limitation, the right of 
one or more of the Providers, or their attorney (or other representative) to (i) execute, in my name and on my behalf, any form, document or instrument 
required under any applicable insurance policy or benefit plan to further evidence my intent as set forth herein and to avoid any delay in pursuing rights under 
applicable Federal and State laws, rules, regulations or requirements ;ĐŽůůĞĐƚŝǀĞůǇ͕�͞>ĂǁƐ͟Ϳ,  (ii) pursue penalties for and exclusively on behalf of Providers 
against any insurance policy or benefit plan for failure of the plan administrator (or other fiduciary) to timely produce or respond to requests (including appeals) 
for all information relating to any plan documents as required by any applicable Laws, (iii) to assert claims and initiate legal action for breach of fiduciary duty 
against anǇ person or entity, and (iv) to endorse for me any checks made payable to me for benefits and claims collected toward my account.

In the event the insurance carrier responsible for making medical payments to ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ ĂŶĚ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
Ĩor medical services rendered to me does not accept my assignment of benefit rights, or my assignment is challenged or deemed invalid, I execute this limited/
special power of attorney and appoint and authorize Provider and his/her/its attorney (or other representative) as my agent and attorney, in fact, to assert any 
and all of my benefit and non-benefit rights for and on my behalf, including, without limitation, to bring any appeal, pre-litigation demand, demand for 
payment, arbitration,  lawsuit, independent dispute resolution or administrative proceeding, for and on my behalf, in my name against any person and/or entity 
involved in the determination and payment of benefits under any insurance policy or benefit plan. I agree that any recovery shall be applied to payment due my 
provider ŝŶĐůƵĚŝŶŐ�attorney fees and costs.  dŽ�ƚŚŝƐ�ĞŶĚ͕�WƌŽǀŝĚĞƌ�ŚĂƐ�ĞǆĐůƵƐŝǀĞ�ƐĞƚƚůĞŵĞŶƚ�ĂƵƚŚŽƌŝƚǇ͘�

Designated Authorized Representative 

I hereby appoint as a Designated Authorized Representative each of my Providers and each of their respective assistant surgeons, physician assistants, teaching 
assistants, billing staff, lawyers (including  Cohen Howard͕�>>W) or any other person or business that provides healthcare activity services as a ͞ďƵƐŝŶĞƐƐ�
ĂƐƐŽĐŝĂƚĞ͛��ƵŶĚĞƌ�ƚŚĞ�,ĞĂůƚŚ�/ŶƐƵƌĂŶĐĞ�WŽƌƚĂďŝůŝƚǇ�ĂŶĚ��ĐĐŽƵŶƚĂďŝůŝƚǇ��Đƚ�ŽĨ ϭϵϵϲ͕�ĂƐ�ĂŵĞŶĚĞĚ�;͞,/W��͟Ϳ͕�ĂŶĚ�ƚŚĞŝƌ�ƌĞƐƉĞĐƚŝǀĞ�ĚĞƐŝŐŶĞĞƐ�;ĐŽůůĞĐƚŝǀĞůǇ�ƌĞĨĞƌƌĞĚ�ƚŽ�
ŚĞƌĞŝŶ�ĂƐ�ĂŶ�͞�ƵƚŚŽƌŝǌĞĚ�ZĞƉƌĞƐĞŶƚĂƚŝǀĞ͟Ϳ͘��dŚŝƐ�ĂƵƚŚŽƌŝǌĂƚŝŽŶ�ŝƐ�ŝŶƚĞŶĚĞĚ�ƚŽ�ĐŽŵƉůǇ�ǁŝƚŚ�Ăůů�ƌĞƋƵŝƌĞŵĞŶƚƐ�ŽĨ�ƚŚĞ Employment Retirement Income Security Act 
of 1974, as amĞŶĚĞĚ�;�Z/^�͟Ϳ�ĂŶĚ�ĂŶǇ�ĂƉƉůŝĐĂďůĞ�^ƚĂƚĞ�ůĂǁ͘���ĂĐŚ��ƵƚŚŽƌŝǌĞĚ�ZĞƉƌĞƐĞŶƚĂƚŝǀĞ�ŝƐ�ŐƌĂŶƚĞĚ�ƚŚĞ�ƐĂŵĞ�ƌŝŐŚƚƐ�ǁŚŝĐŚ�/�ŚĂǀĞ�ĂƐ�Ă�ŵĞŵber or 
beneficiary under my insurance policy or benefit plan, including without limitation: 

1. The right of my Authorized Representative to file claims for benefits on my behalf and directly receive payment for benefits and non-benefits under my insurance 
policy or benefit plan, including the right to penalties, interest and attorney fees.

2. The right of my Authorized Representative to communicate with insurers, plan fiduciaries, employers and plan and claim administrators relative to all my benefit 
information and protected ŚĞĂůƚŚ�ŝŶĨŽƌŵĂƚŝŽŶ�;͞W,/͟�ĂƐ�ĨƵƌƚŚĞƌ�ĚĞĨŝŶĞĚ�ƵŶĚĞƌ�,/W��Ϳ�ĂŶĚ�ƚŽ�ƐŚĂƌĞ�ĂŶĚ�ĞǆĐŚĂŶŐĞ�ƐƵĐŚ�ŝŶĨŽƌŵĂƚŝŽŶ�ǁŝƚŚ�Ă�͞ĐŽǀĞƌĞĚ�ƉĞƌƐŽŶ͟�Žƌ�
͞ďƵƐŝŶĞƐƐ�ĂƐƐŽĐŝĂƚĞ͟�ĂƐ�ƚŚŽƐĞ�ƚĞƌŵƐ�ĂƌĞ�ĚĞĨŝŶĞĚ�ƵŶĚĞƌ�,/WAA. 

3. The right of my Authorized Representative to send and receive follow-up information and obtain all documentation that ERISA or any State law requires to be 
provided to me, including, without limitation, plan documents, explanation of benefits, adverse benefit determinations, all relevant documents involving my 
claim,  identity of all persons involved in determining my claim and all documents relied upon in making any determination as to the payment of any amount 
under the applicable plan documents.

4. The right of my Authorized Representative to file any internal or external member appeal for payment of benefits under any applicable insurance policy or 
benefit plan.

5. The right of my Authorized Representative to pursue any rights, claim or cause of action through pre-litigation demands, demands for payment, arbitration,
independent dispute resolution or administrative proceeding, litigation or otherwise under any Federal or State law with respect to payment for services 
provided by a Provider to me, including penalties, interest and attorney fees.

Release of Private Health Information

It is specifically intended that any Provider or Authorized Representative is authorized and directed to provide and release my PHI for purposes of exercising all 
ƌŝŐŚƚƐ�ĂŶĚ�ďĞŶĞĨŝƚƐ�ƐĞƚ�ĨŽƌƚŚ�ŝŶ�ƚŚŝƐ��ƐƐŝŐŶŵĞŶƚ�ŽĨ��ĞŶĞĨŝƚƐͬ�ĞƐŝŐŶĂƚĞĚ��ƵƚŚŽƌŝǌĞĚ�ZĞƉƌĞƐĞŶƚĂƚŝǀĞ�ĂƵƚŚŽƌŝǌĂƚŝŽŶ�ƚŽ�ĂŶǇ�͟ĐŽǀĞƌĞĚ�ƉĞƌƐŽŶ͟�Žƌ�͟ďƵƐŝŶĞƐƐ�ĂƐƐŽĐŝĂƚĞ͕͟
including third-party payors, internal and external utilization review organizations, regulatory review entities and other organizations and/or companies that 
may/will assist with claims processing/reimbursement.  I also direct any plan or claim administrator or plan sponsor to share all PHI with any Provider or 
Authorized Representative and not to inhibit the exercise of rights under my insurance policy or benefit plan by requiring any further authorization signed by me. 

I understand that I remain fully responsible for any billed charges remaining due for services provided to me by a Provider, including co-pays, co-insurance and 
deductibles. If I receive any check or other payment from an insurance company or third-party payor for services rendered to me by a Provider, I will immediately 
endorse the check over to the Provider or otherwise make payment to the Provider for the amount of payment received from such insurance company or third-
party payor.  I agree that if the Provider is required to pursue collection efforts against me for these amounts, I will be responsible for all legal fees, interest and 
costs associated therewith.

This Assignment of Benefits/Designated Authorized Representative authorization/ Limited Special Power of Attorney shall remain in full force and effect for all 
current and future dates of service,  until such time that all rights have been exercised under applicable Federal and State law as determined by Providers. I may 
revoke or withdraw this authority upon written notice to the Providers. In the event of any revocation, I will be responsible for payment of all outstanding 
amounts then due to the Providers.

Patient Name: __________________________________   Date:______________________

Patient Signature: ______________________________


