Personal Details
Please contact the practice directly if there is any update or correction
Last Name:						Home Phone: (             )              -                                      
First Name:					Cell Phone:    (              )              -       
Address:		Work Phone: (              )              -              
Ext:
City:					Date of Birth:           /         /
State:	Zip Code:			Social Security #:
Email:					Sex:   M / F
Marital Status:


Primary Care Physician:
Referring Doctor:					Phone #: 
Preferred Pharmacy:					Phone #: 


Emergency Contact
Last Name:
First Name:					Address:
Relation:					City:
Home Phone:          		                           	State:                              Zip Code:
Cell Phone:		  	
	                   

[bookmark: _MON_1412421279]
Please indicate if you have had any of the following conditions:

Past Medical History
































MEDICATION LIST
	
Medication 
	
Strength
	
How Often?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Allergies: 
	

	

	




		

[image: ]AUTHORIZATION FOR USE AND DISCLOSURE

LET US KNOW IF YOU GIVE US PERMISSION TO:

Leave test results or appointment confirmations on your answering machine at HOME	YES	NO
Leave test results or appointment confirmations on you CELL PHONE voice mail		YES	NO
Leave test results or appointment confirmations on your answering machine at WORK	YES	NO
Leave test results or appointment confirmations via EMAIL				YES	NO
Leave test results or appointment confirmations with a family member or friend		YES	NO
	*If YES, please write name and relationship of person: _______________________________
Fax copies of your test results to another physician					YES	NO
Do you allow Memorial Rheumatology to view prescription history from an external source, for purpose of continuing patient care?								YES	NO

SELF PAID PATIENTS:
I certify that I do not have insurance benefits and that I will not be filing to an insurance company for reimbursement of charges								Initials ____
INSURED PATIENTS:
I authorize release of any medical or other information necessary to process my insurance claims.
I certify that the information I furnish is correct.						Initials ____
I authorize payment of medical benefits to Memorial Rheumatology. I understand that I may be responsible for an amount not paid by my health insurance if they are non-covered items
											Initials ____


Signature: ____________________________________			Date: _____________________

___________________________________
Patient/Patient Representative (Print Name):



Patient Cancelation Policy 

Memorial Rheumatology has a 24- hour cancellation policy for all appointments.

I understand that I may be charged $25 (per appointment) if I cancel my office visit with less than 24 hour notice or I do not show for my appointment. The payment must be done to reschedule.

We understand that emergencies happen and will work with any patients that may need to move an appointment.  Thank you for your Understanding and in order to provide the best experience for all of our patients, we ask that you arrive at your scheduled appointment time. 






Printed Patient Name: ___________________________         Date: ______________________

Signature: ____________________________________________
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Please complete your health questionnaire to the best of your ability.

General Yes No Hematology Yes No

Fever Easy Brusing

Chills Low White Blood Cell Count

Weight Loss Low Platelets

Night Sweats Comments:

Comments:

Genitourinary Yes No

Opthalmologic Yes No Blood in Urine

Acute Vision Change Comments:

Dry Eyes

History of severe painful red eye Musculoskeletal Yes No

Comments: Painful Joints

Swollen Joints

ENT Yes No Morning Stiffness > 30 min.

Ringing in Ears Muscle Aches

Dizziness Muscle Weakness

Dry Mouth Leg Cramps

Difficulty Swallowing Comments:

Swollen Glands

Comments: Psychiatric Yes No

Anxiety

Respiratory Yes No Depression

Shortness of Breath with exertion Difficulty Sleeping

Shortness of Breath at rest Comments:

Cough

Hemoptysis Rheumatology Yes No

Comments: Oral Ulcers

Alopecia

Cardiovascular Yes No Photosensitivity

Chest Pain at rest Facial Rash

Chest Pain with exertion Skin Rash

Palpitations Raynaud's

Comments: Blood Clots

Miscarriages

Gastrointestinal Yes No Headaches

Abdominal Pain Jaw Claudication

Nausea Comments:

Vomiting

Diarrhea

Heartburn

Blood in Stool

Comments:
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		Please complete your health questionnaire to the best of your ability.



		General		Yes		No				Hematology		Yes		No

		Fever								Easy Brusing

		Chills								Low White Blood Cell Count

		Weight Loss								Low Platelets

		Night Sweats								Comments:

		Comments:

										Genitourinary		Yes		No

		Opthalmologic		Yes		No				Blood in Urine

		Acute Vision Change								Comments:

		Dry Eyes

		History of severe painful red eye								Musculoskeletal		Yes		No

		Comments:								Painful Joints

										Swollen Joints

		ENT		Yes		No				Morning Stiffness > 30 min.

		Ringing in Ears								Muscle Aches

		Dizziness								Muscle Weakness

		Dry Mouth								Leg Cramps

		Difficulty Swallowing								Comments:

		Swollen Glands

		Comments:								Psychiatric		Yes		No

										Anxiety

		Respiratory		Yes		No				Depression

		Shortness of Breath with exertion								Difficulty Sleeping

		Shortness of Breath at rest								Comments:

		Cough

		Hemoptysis								Rheumatology		Yes		No

		Comments:								Oral Ulcers

										Alopecia

		Cardiovascular		Yes		No				Photosensitivity

		Chest Pain at rest								Facial Rash

		Chest Pain with exertion								Skin Rash

		Palpitations								Raynaud's

		Comments:								Blood Clots

										Miscarriages

		Gastrointestinal		Yes		No				Headaches

		Abdominal Pain								Jaw Claudication

		Nausea								Comments:

		Vomiting

		Diarrhea

		Heartburn

		Blood in Stool

		Comments:
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Social History:

How much alcohol do you consume:

Smoking Status; If you smoke, how many cigarrettes a day do you smoke?

Have you ever used drugs other than medical required drugs?

Have you had sex in the past 12 months (vaginal, oral, or anal)?

Have you ever had an STD?
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		Social History:



		How much alcohol do you consume:

		Smoking Status; If you smoke, how many cigarrettes a day do you smoke?

		Have you ever used drugs other than medical required drugs?

		Have you had sex in the past 12 months (vaginal, oral, or anal)?

		Have you ever had an STD?
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Yes No Yes No

Rheumatoid Arthritis Degenerative Joint Disease

Psoriatic Arthritis Lupus Erythematous

Osteoarthritis Myositis

Ankylosing Spondylitis Positive ANA

Osteopenia Pulmonary Hypertension

Osteoporosis Vasculitis

Gout Spinal Stenosis

Psoriasis Sjogren Syndrome

Pulmonary Embolism Temporal Arteritis

Hepatitis C Autoimmune Disorder

Hepatitis B Infertility

Peptic Ulcer Disease Inflammatory Bowel Disease

Bowel Disorders Lupus Nephritis

Other Illnesses?

Hypertension Hypothyroidism

Diabetes Heart Disease

High Cholesterol Other

Date of Last Mammogram:

Date of Last Tuberculosis:

Date of Last Bone Densitometry:

Date of Last Eye Exam:

Date of Last Chest X-Ray:

Date of Last Pap Smear:
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				Yes		No				Yes		No

		Rheumatoid Arthritis						Degenerative Joint Disease

		Psoriatic Arthritis						Lupus Erythematous

		Osteoarthritis						Myositis

		Ankylosing Spondylitis						Positive ANA

		Osteopenia						Pulmonary Hypertension

		Osteoporosis						Vasculitis

		Gout						Spinal Stenosis

		Psoriasis						Sjogren Syndrome

		Pulmonary Embolism						Temporal Arteritis

		Hepatitis C						Autoimmune Disorder

		Hepatitis B						Infertility

		Peptic Ulcer Disease						Inflammatory Bowel Disease

		Bowel Disorders						Lupus Nephritis



		Other Illnesses?

		Hypertension						Hypothyroidism

		Diabetes						Heart Disease

		High Cholesterol						Other





		Date of Last Mammogram:

		Date of Last Tuberculosis:

		Date of Last Bone Densitometry:

		Date of Last Eye Exam:

		Date of Last Chest X-Ray:

		Date of Last Pap Smear:
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Do you have any family members with an autoimmune disorder, gout or osteoarthritis?

If so please list what disease. 

Father

Mother

Paternal Grandfather

Paternal Grandmother

Maternal Grandfather

Maternal Grandmother

Siblings

Children
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		Do you have any family members with an autoimmune disorder, gout or osteoarthritis?

		If so please list what disease.		 



		Father

		Mother

		Paternal Grandfather

		Paternal Grandmother

		Maternal Grandfather

		Maternal Grandmother

		Siblings

		Children






