
                                                        Environmental Health Center of Martha’s Vineyard Registration Form and Agreement 
 
 

Fill in all spaces that apply. Please print.               Date of completion __________________ Age ______ Date of Birth: ______________________ 

Patient’s Name: ________________________________________________________ E-mail: _________________________________________ 

Address: ______________________________________________________________  Home Phone: ___________________________________ 

City: ______________________ State: __________________ Zip: _____________  Cell Phone: _____________________________________ 

Gender: ____ Social Security Number: ________________________________  Pharmacy Name/Phone: __________________________ 
Marital Status? S/M   
 Compounding __________________________________ 
May we leave a message on your answering machine? Y/N  On your e-mail? Y/N 

Whom may we thank for referring you? __________________________________  
Emergency contact: _____________________________________________________ Emergency Contact Phone: _______________________ 
--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

Holder of Insurance: if same, circle yes _______________________________  Relationship to Patient: __________________________ 

Place of Employment: ___________________________________________________  Occupation:_____________________________________ 

Address: _______________________________________________________________  Work Phone: ___________________________________ 

City: _____________________ State: ___________________ Zip: ______________  Social Security Number: _________________________ 
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

Financially Responsible Party: if same circle yes__________________ ___ Relationship to Patient: __________________________  

-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
PRIMARY INSURANCE  SECONDARY INSURANCE 

Insurance Company and ID number : ____________________________________________________  Insurance Company: ____________________________ 

Primary MD: ____________________________________________________________________________________________________________________ 
  Specialty Name Phone Fax Address Hospital Affil. 
Other MD: ____________________________________________________________________________________________________________________ 
  Specialty Name Phone Fax Address Hospital Affil. 
Other MD: ____________________________________________________________________________________________________________________ 
  Specialty Name Phone Fax Address Hospital Affil. 
 
Acknowledgement and Authority By my signature below, I consent to treatment as necessary or desirable to the patient named above, including but not 
restricted to whatever drugs, medicines, laboratory, X-ray or other studies that may be used by the attending physician, nurse, or qualified designates. I also 
acknowledge full responsibility for the payment of such services and agree to pay for them in full at the time of service unless other arrangements are made. I 
have read and understand the ‘welcome to VPM’ information and I agree to the terms contained here in and office rules to the best of my ability. I have read 
and understand the financial responsibility form. I also authorize photograph and videotaping of my progress throughout the course of treatment and 
for my records only. 
  Should I find myself under the care of an on-call covering practitioner, I agree to hold him/her not legally medically liable should I choose to 

engage in holistic or alternative medical practices and treatments with which the practitioner is not familiar or to which he/she does not subscribe. 
Moreover, if I choose to undertake holistic or alternative treatments with which the practitioners at Vineyard Personalized Medicine are not familiar, or to 
which they do not subscribe, I will hold them harmless for any ensuing adverse events. Please sign two or three times below and check your desired pace. 
Xerox insurance cards front and back and send in as well. 

All charges made on day or immediately after service is rendered - you will be sent receipt via email or on next visit.  We do not bill 
and wait for payment.  Services not covered by your insurance are paid by check or credit card please – a card must be left on file. 
Fees, all prices subject to change:  

• Phone appointments 500.00 per hour and not billable to insurance.   
• Cancellations must be 3 business days in advance or charged 100 for regular appointments,300.00 for first visit. IV cancellations 

100. Allergy testing 50.00 if cancel half day, 100.00 if whole.   
• Routine short visits covered with Medicare, Mass health, Network Health, Tufts, or UHC will be billed to your plan.    
• Supplements are 20% off retail but you are encouraged to buy on your own at www.Vitacost or www.emersonecologics.com 

where you get 15% off with my name as clinician.  
• Lab specimen explanation, prep, or ship of specimens – urine, saliva, or blood 50-100.00 – depending on complexity.  

I understand and agree to these charges and billing practices and agree to abide by the findings of the courts on Martha’s Vineyard in the event I do not pay 
my bill. 
 Responsible Party Signature:  1. ________________________________________________________ 
 
Date: _________________________  
I have read and understand the HIPPA Privacy Policy: (read first, keep, and sign)  2. ________________________________________________________ 
 
The following question refers to the number of medical topics I feel comfortable covering during an office visit. I would like to move at this pace during my 
office visit. (Please circle one.)  
SLOW = red (– I get anxious hearing too much info), MODERATE (yellow), FAST (green – very eager to get well ASAP) 
Addendum  if doctors requests that you sign A first visit includes 30 minutes of chart review/research time. By signing here I authorize additional research of my condition (if 
necessary) at the rate of $3.00/minute for the first $90.00. Research time is not reimbursable by insurance. Optional signature if MD requests:  
 
 
 
 3._________________________________________________________  

!



BRIEF PATIENT HISTORY Date: 
Name (last, first): DOB: Age: 

Current Problems, Worst Symptoms First: 
Mold Exposed, circle one:   YES / No 

Medications (Do not say “see other page”): 

Past Illnesses / Surgeries (age or year): 

___________________________________________ 
Travel History (country, month, year): 

 

Toxic Home, Hobby, Pesticides, Solvents, or Work Exposures: 

Musty Basements /Mold Exposure (year, location, severity): Allergies (medications/supplements): 

Anaphylaxis, circle one:  YES / No 
Allergies (environmental e.g. pollens cats): 

Social History (cigs, alcohol, drugs, etc.): 

Married / Divorced  Children’s Ages_______________ 
Is anyone else ill in home?____________________________ 

Lyme History: 
Tick Bite 
Treatment: 
Testing Results: 

Significant Family History of Illness: Age/Age of Death: 
Mother:
Father: 
Siblings: 
Spouse: 
Children: 

GYN History: Pregnancies:__ Births:__ Abortions:__ Miscarriages:_ 
Bad Menstrual Cramps:  Yes / No / Severe  
Last Period:________ Birth Control Type:_____________ 
Hormones used in the past?  Yes / No 

Circle 
Yes 
or 
No 

Yes Are you very chemically sensitive?      Mild  /  Moderate  /  Severe 
 

No 
Yes Are you EMF sensitive? Does a cell phone heat up in your hand or give you a headache? No 

 Yes Do fluorescent lights, Wi-Fi, refrigerators, or motors irritate you? (Circle all that apply) 
 

No 
Yes Do you have to cut tags out of clothing? No 
Yes Do you dislike standing for a long time? No 
Yes Do you pretzel your legs when sitting? No 

 Yes Is this worse when sitting at a computer? No 
Yes Do you have a fast heartbeat when standing or lying in bed? No 
Yes Do you cross your arms or lean on the wall when standing? No 
Yes Do you get dizzy upon standing after tying shoes? No 

 Yes Do you have exercise/heat intolerance? (Circle all that apply) No 
Yes Do you crave/or like salt, chips or sugar? (Circle all that apply) No 
Yes Are you tired in the morning / 4 p.m.? (Circle all that apply) No 
Yes Do you have motion sickness reading in car, on a boat, or while taxiing in a plane No 

 Yes Do you have trouble walking up a ladder or looking down from heights? No 
Yes Do your arms get tired when washing hair / folding laundry? No 
Yes Is it difficult to mop the floor / vacuum? No 
Yes Are you ill or tired in the mall or home depot? No 

 Yes Can you smell chemicals inside these stores? No 
Yes Do you avoid or smell the detergent aisle in the grocery store? No 
Yes Is bra too tight and you prefer not to wear one/cannot wear one? No 
Yes Do you have arm/skin discomfort if you roll up your tight sleeves? No 
Yes Do you urinate more that once at night or many times a day No 
Yes Are you very flexible?     Can you bend thumb toward forearm? No 





From	the	Office	of	Lisa	Nagy,	M.D.	
Medical	Records	Release	Authorization	

Please	list	doctors,	hospitals,	and	other	medical	providers	so	we	may	evaluate	
your	records.	
	

To	Provider:		 	 phone	 	 					fax	 	 	 		date	of	service	
	

1. _______________________________	(							)									-	 				(							)									-	 		 			______________	
		

2. _______________________________	(							)									-	 				(							)									-	 		 			______________	
	

3. _______________________________	(							)									-	 				(							)									-	 		 			______________	
	

4. _______________________________	(							)									-	 				(							)									-	 		 			______________	
	

5. _______________________________	(							)									-	 				(							)									-	 		 			______________	
	

6. _______________________________	(							)									-	 				(							)									-	 		 			______________	
	

7. _______________________________	(							)									-	 				(							)									-	 		 			______________	
	

8. _______________________________	(							)									-	 				(							)									-	 		 			______________	
	

9. _______________________________	(							)								-	 				(							)									-	 		 			______________	
	

10. _______________________________	(						)									-	 				(							)									-	 		 			______________	

	
Please	send	records	for	the	patient	listed	below	to:	

	
Lisa	Nagy,	M.D.	

Vineyard	Personalized	Medicine	
24	Cournoyer	Road	

Vineyard	Haven,	MA	02568	
	

Email:	vpm@nagy1.com	
Dr.	cell:	(310)	213-5472	
Phone:	(508)	693-1300	
Fax:	(508)	693-6400	

	
	
Patient	signature	authorizing	release:		________________________________________________	
	
Patient	printed	name:		___________________________________________________	
	
Patient	date	of	birth:		________________________________	
	
Witness:		____________________________________________________	 Date:		_________________	
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