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PATIENT CHECKLIST  

DID YOU REMEMBER TO? 
 Read all of our documents 

 Obtain your medical records and/or test results from previously seen physicians and 
have them sent to 560 Main St, Suite 4, Islip NY 11751  

FILL OUT AND/OR SIGN THE FOLLOWING FORMS 
 Important Patient Information 

 Authorization for Release of Medical Information 

 General Information 

 Health Goals Form 

 Functional Diagnostic Medicine Questionnaire 

 Nutrition and Lifestyle Questionnaire 

 Review of systems 

 Patient Readiness Form 

 

  

 Thank you

 
 
 
 
 
 
 
 
 
 
 
 

 Disclosure Statement
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FREQUENTLY ASKED QUESTIONS  

Do you think you can help me with my health problem?  
Our clinic uses an innovative approach to assessing and assisting with your health care concerns. Perhaps you 
have experienced being examined by your doctor, having blood tests done, x-rays or other diagnostic 
tests taken, only for your doctor to report back that all your tests are normal yet both you and your doctor 
know that you are anything but normal!. Unfortunately this experience is all too common.  

Most physicians are trained to look only in specific places for the answers, using the same familiar labs or 
diagnostic tests. Yet, many causes of illness cannot be found in these places. The tests do not look 
for food allergies, hidden infections, environmental toxins, mold exposures, nutritional deficiencies and 
metabolic imbalances.
  

We use a variety of innovative testing techniques and procedures to help our patients prevent illness and 
recover from many chronic and difficult to treat conditions. We are highly skilled in evaluating, assessing 
and assisting with many chronic problems.

Will I need to have lab tests? 

Lab testing can be helpful to understand what is and isn’t working in your body. Some testing has probably
been done by your primary care doctor.  This is why it is important to bring in copys of those tests.  During 
your consultation, we will determine if any other tests may be helpful.  In this case, we will suggest you 
have the testing done via your primary care doctor. 

Do you take insurance?

 Currently insurance companies in NYS refuse to cover naturopathic medicine.  Our profession is working
with state legislators to change this.  If you go to our website and click on the 'licensure' link, you can
contact your state reps and let them know you support insurance coverage of naturopathic medicine. The 
more people they hear from, the faster we can get coverage.  For now, payments are made at the time of 
services and can be made via cash, check, or credit card.
 
 
.  
 
What credit cards do you accept? 

We accept the following credit cards: MasterCard, Visa and Discover. 
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AUTHORIZATION FOR RELEASE  
OF MEDICAL RECORDS  

Requesting Records of Doctor: 
Name of Facility or Person:____________________________________________________________ 

Address:__________________________________________________________________________ 

Telephone number (    ) ___ - _______________                   Fax number (    ) ___ - _______________ 

THE PURPOSE FOR THIS RELEASE 
You are hereby authorized to furnish and release to James Prego, ND and Long Island Naturopathic,
all information from my medical, psychological, and other health records, with no limitation placed on 
history of illness or diagnostic or therapeutic information, including the furnishing of photocopies of all written 
documents pertinent thereto.  In addition to the above general authorization to release my protected health information. I further 
authorize release of the following information if it is contained in those records:  

Communicable disease related information, including AIDS or ARC diagnosis  
and/or HIT or HTLA-III test results or treatment: O Yes O No  

Genetic Testing O Yes O No  
Note: With respect to drug and alcohol abuse treatment information, or records regarding communicable disease information, the 
information is from confidential records which are protected by State and Federal laws that prohibit disclosure with the specific 
written consent of the person to who they pertain, or as otherwise permitted by law. A general authorization for the release of the 
protected health information is not sufficient for this purpose. 

This authorization can be revoked in writing at any time except to the extent that disclosure made in good 
faith has already occurred in reliance on this authorization.  

I hereby release James �3�U�H�J�R�����1�'�����/�R�Q�J���,�V�O�D�Q�G���1�D�W�X�U�R�S�D�W�K�L�F���,�Q�F�� ; its employees, agents managing members, 
and the attending physician(s) from legal responsibility or liability for the release of the above information to the 
extent authorized. A copy of this authorization shall be as valid as the original.  

I understand the there may be a fee for this service depending on the number of pages photocopied. 
However; no such fee will be charged if these records are requested for continuing medical care.  

Patient’s Name: _____________________________________________ D.O.B. _________________  
                                                    Please Print  
Signature: __________________________________________________ Date __________________ 

*PLEASE INCLUDE A COPY OF YOUR DRIVERS LICENSE OR PASSPORT  
ALONG WITH THE COMPLETED AND SIGNED FORM* 

Records Requested by:   

Doctor’s Name: _______________________________________________________________________ 

Address:___________________________________________Telephone number (    ) ___ - ________ 

Signature:_________________________________________________________________________ 
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