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Patient History Form

Date of first appointment: / / Time of appointment: Birthplace:
MONTH DAY YEAR
Name: Birthdate: / /
LAST FIRST MIDDLE INITIAL MAIDEN MONTH DAY YEAR
Address: Age Sex:AF OM
STREET APT#
Telephone: Home: ( )
CITY STATE ZIP WOI'k: ( )
MARITAL STATUS: U Never Married U Married U Divorced 4 Separated U Widowed
Spouse/Significant Other: 4 Alive/Age U Deceased/Age Major llinesses:
EDUCATION (circle highest level attended):
Grade School 7 8 9 10 11 12 College 1 2 3 4 Graduate School
Occupation Number of hours worked/Average per work:
Referred here by: (check one) Q Self Q Family U Friend U4 Doctor Q Other Health Professional

Name of person making referral:

The name of the physician providing your primary medical care:

Describe briefly your present symptoms:

Please shade all the locations of your pain over
the past week on the body figures and hands.

Example:

Date symptoms began (approximate):

Diagnosis: LEFT

Previous treatment for this problem (include physical therapy,
surgery and injections; medications to be listed later):

Please list the names of other practitioners you have seen for this
problem:

LEFT RIGHT

Adapted from CLINHAQ, Wolfe F and Pincus T. Current Comment - Listening to the patient - A practical guide
to self report questionnaires in clinical care. Arthritis Rheum. 1999;42 (9): 1797-808. Used by permission.

RHEUMATOLOGIC (ARTHRITIS) HISTORY

At any time have you or a blood relative had any of the following? (check if “yes”)

Relative Relative
Yourself Name/Relationship Yourself Name/Relationship

Arthritis (unknown type) Lupus or “SLE”
Osteoarthritis Rheumatoid Arthritis
Gout Ankylosing Spondylitis
Childhood Arthritis Osteoporosis

Other arthritis conditions:

Patient’'s Name: Date: Physician Initials:
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SYSTEMS REVIEW

As you review the following list, please check any problems, which have significantly affected you:

Date of last mammogram: / [ Date of last eye exam: / / Date of last chest x-ray: / /

Date of last Tuberculosis Test / /

Constitutional

1 Recent weight gain
amount

1 Recent weight loss
amount

Q Fatigue

1 Weakness

Q Fever

Eyes

4 Pain

1 Redness

Q Loss of vision

Q0 Double or blurred vision
4 Dryness

Q Feels like something in eye
Q ltching eyes
Ears-Nose-Mouth-Throat
A Ringing in ears

Q Loss of hearing

QO Nosebleeds

Q Loss of smell

1 Dryness in nose

1 Runny nose

Q Sore tongue

Q Bleeding gums

Q Sores in mouth

Q Loss of taste

Q Dryness of mouth

U Frequent sore throats

1 Hoarseness

Q Difficulty swallowing
Cardiovascular

Q Chest Pain

Q Irregular heart beat

QO Sudden changes in heart beat
4 High blood pressure

Q Heart murmurs
Respiratory

0 Shortness of breath

Q Difficulty breathing at night
Q Swollen legs or feet

Q Cough

4 Coughing of blood

A Wheezing (asthma)

Patient’'s Name:

Gastrointestinal
U Nausea

0 Vomiting of blood or coffee ground
material

Q Stomach pain relieved by food or milk
U Jaundice

U Increasing constipation

Q Persistent diarrhea

Q Blood in stools

Q Black stools

Q Heartburn

Genitourinary

Q Difficult urination

U Pain or burning on urination

U Blood in urine

A Cloudy, “smoky” urine

Q Pus in urine

Q Discharge from penis/vagina

Q4 Getting up at night to pass urine

U Vaginal dryness

U4 Rash/ulcers

Q Sexual difficulties

Q Prostate trouble

For Women Only:

Age when periods began:

Periods regular? O Yes O No

How many days apart?
Date of last period? / /

Date of last pap? / /

Bleeding after menopause? 1 Yes Q1 No
Number of pregnancies?

Number of miscarriages?

Musculoskeletal
U Morning stiffness
Lasting how long?
Minutes _~ Hours
A Joint pain
Q Muscle weakness
Q Muscle tenderness

U Joint swelling
List joints affected in the last 6 mos.

Date:

Patient History Form © 2016 American College of Rheumatology

Date of last bone densitometry / /

Integumentary (skin and/or breast)

4 Easy bruising

0 Redness

U Rash

Q Hives

Q Sun sensitive (sun allergy)

4 Tightness

Q Nodules/bumps

Q Hair loss

4 Color changes of hands or feet in
the cold

Neurological System

Q Headaches

U Dizziness

Q Fainting

4 Muscle spasm

4 Loss of consciousness

Q Sensitivity or pain of hands and/or feet

Q Memory loss

4 Night sweats

Psychiatric

Q4 Excessive worries

Q Anxiety

Q Easily losing temper

Q4 Depression

O Agitation

4 Difficulty falling asleep

Q Difficulty staying asleep

Endocrine

Q Excessive thirst

Hematologic/Lymphatic

4 Swollen glands

Q Tender glands

Q Anemia

U Bleeding tendency

Q Transfusion/when

Allergic/Immunologic
U Frequent sneezing
Q Increased susceptibility to infection

Physician Initials:



SOCIAL HISTORY
Do you drink caffeinated beverages?

Cups/glasses per day?

PAST MEDICAL HISTORY
Do you now have or have you ever had: (check if “yes)

Q Cancer

Do you smoke? 1 Yes 1O No Q Past—How long ago?

Do you drink alcohol? O Yes 1 No Number per week

Has anyone ever told you to cut down on your drinking?
0 Yes QNo

Do you use drugs for reasons that are not medical? Q Yes O No

If yes, please list:

Q Goiter

Q Cataracts

A Bad headaches
Q Kidney disease

4 Anemia

QA Heart problems U1 Asthma

Q Leukemia Q Stroke
Q Diabetes U Epilepsy

0 Nervous breakdown QO Stomach ulcers 1 Rheumatic fever
Q Jaundice Q Colitis
4 Pneumonia Q Psoriasis
Q HIV/AIDS 0 High Blood Pressure
U Glaucoma U Tuberculosis

U Emphysema

Do you exercise regularly? QO Yes Q No
Type

Other significant illness (please list)

Amount per week

Natural or Alternative Therapies (chiropractic, magnets, massage,

How many hours of sleep do you get at night?

over-the-counter preparations, etc.)

Do you get enough sleep at night? QYes QNo

Do you wake up feeling rested? QYes QNo

PREVIOUS SURGERIES

Type

Year Reason

1.

N o o he N

Any previous fractures? 1 No Q Yes Describe:

Any other serious injuries? QO No Q Yes Describe:

FAMILY HISTORY

IF LIVING IF DECEASED
Age Health Age at Death Cause
Father
Mother
Number of siblings Number living Number decreased
Number of Children Number living Number decreased List ages of each

Health of children

Do you know any blood relative who has or had: (check and give relationship)

Q Cancer 0 Heart disease 0 Rheumatic fever Q Tuberculosis
Q Leukemia Q High blood pressure U Epilepsy Q Diabetes

Q Stroke U Bleeding tendency 4 Asthma Q Goiter

Q Colitis Q Alcoholism Q Psoriasis

Patient’s Name: Date: Physician Initials:
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MEDICATIONS
Drug allergies: Q1 No Q Yes If yes, please list:

Type of reaction:

PRESENT MEDICATIONS (List any medications you are taking. Include such items as aspirin, vitamins, laxatives, calcium and other supplements, etc.)

Name of Drug Dose (include How long have Please check: Helped?
strength & number you taken this
of pills per day) medication A Lot Some Not At All
1. Q Q a
2. Q Q a
3. Q Q a
4. Q Qa a
5. Q Qa Qa
6. Q Qa a
7. Q Q a
8. Q Qa a
9. a a a
10. a a Qa

PAST MEDICATIONS: Please review this list of “arthritis” medications. As accurately as possible, try to remember which medications you have
taken, how long you were taking the medication, the results of taking the medication and list any reactions you may have had. Record your
comments in the spaces provided.

Length of Please check: Helped? .
Drug names/Dose time Reactions
A Lot Some Not At All
Non-Steroidal Anti-Inflammatory Drugs (NSAIDs) a a a
Circle any you have taken in the past
Flurbiprofen Diclofenac + misoprostil Aspirin (including coated aspirin) Celecoxib Sulindac
Oxaprozin Salsalate Diflunisal Piroxicam Indomethacin Etodolac Meclofenamate
Ibuprofen Fenoprofen Naproxen Ketoprofen Tolmetin Choline magnesium trisalcylate Diclofenac

Pain Relievers

Acetaminophen a a a
Codeine a a a
Propoxyphene Q Q u
Other: a Qa a
Other: a Q Q
Disease Modifying Antirheumatic Drugs (DMArDS)
Certolizumab a Qa Q
Golimumab a a a
Hydroxychloroquine a a Qa
Penicillamine a a Qa
Methotrexate a a Qa
Azathioprine a a H]
Sulfasalazine a a a
Quinacrine Q Q Q
Cyclophosphamide a a a
Cyclosporine A a a Q
Etanercept a Q d
Infliximab a a a
Tocilizumab Q Q u
Other: a a a
Other: a a a
Patient’s Name: Date: Physician Initials:
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PAST MEDICATIONS Continued

Length of Please check: Helped? .
Drug names/Dose time Reactions
AlLot ‘ Some ‘ Not At All
Osteoporosis Medications
Estrogen a a a
Alendronate Q a a
Etidronate a a a
Raloxifene a a a
Fluoride a a a
Calcitonin injection or nasal a a a
Risedronate a a a
Other: a a a
Other: a a a
Gout Medications
Probenecid a a a
Colchicine a a a
Allopurinol a a a
Other: a a a
Other: a a a
Others
Tamoxifen Qa Qa a
Tiludronate a a ud
Cortisone/Prednisone a a a
Hyaluronan a Qa a
Herbal or Nutritional Supplements a a a

Please list supplements:

Have you participated in any clinical trials for new medications? Q1 Yes QO No
If yes, list:

Patient’'s Name: Date: Physician Initials:
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ACTIVITIES OF DAILY LIVING

Do you have stairs to climb? W Yes U No [fyes, how many?

How many people in household? Relationship and age of each
Who does most of the housework? Who does most of the shopping? Who does most of the yard work?

On the scale below, circle a number which best describes your situation; Most of the time, | function...

1 2 3 4 5
VERY POORLY OK WELL VERY
POORLY WELL

Because of health problems, do you have difficulty:
(Please check the appropriate response for each question.)

Usually Sometimes  No
Using your hands to grasp small objects? (buttons, toothbrush, pencil, etC.) .......ccccoi i, a a a
LA L4 T OSSP a a a
L0 11 4] o1 T JE1 =1 S TP OSSO PP PP OPRRR a a a
DT Yo=Y g o 1y T TRy =11 SRR RPSRI Qa a Q
A1 4T T JRe (010 o TP U RO a a a
Getting UP frOM CR@ITT ...ttt h e bt e ea e e e bbbt eehe e e she e s bt e be e e saeeeabeesbeeenneesnbean Qa a a
Touching your feet While SEAtEAT.........c.uii it nr et e ene e ene e a a a
Reaching behind YOUr DACK? ........oo ettt et e e et e e e saeeeeenteeeeeneeeeeneeeeaseeeeenneeeeaneeean a a a
Reaching behind YOUr REAAT ..o et a a a
DTy T o o 1U T 1= | SRR Q a Q
LC LT o IR (o TE=1 (=TT o TP Qa Qa a
StaYiNg @SIEEP AUE 10 PAINT ... ittt sh et e ae e e e bt e be e e ae e sa bt e e beeab e e e be e aaeeenb e e sneenneenare e Qa a a
ODbtaiNING rESIUI SIBEPT ...ttt b et e e bt s ae e e n e b et er e e e b e b e nneenare s a a a
2 F 14 T o SRR a a a
= L] T 1S OO PU RO PRRPPR a a a
LT 14 U T USSR Qa a a
Getting along with family MEMDEIS?....... ..o bbb a a a
IN YOUT SEXUAI F@IAtIONSNIDT. ...ttt ettt b e s ae e et b e e e et e sa b e e sseeeas e e sabeeneeenneeenesneeaas a a a
Engaging in [isure time @CtVITIEST ........c.ei i a a a
With MOINING SHFfNESS ...ttt et e e bt e e e sas et e eabe e e e eabe e e e enseeesaneeeesnbeeenans a a a
Do you use a cane, crutches, walker or WheelChair? (Circle 0Ne) ............cooiuiiiiiiiiiiiicee e a Qa a

What is the hardest thing for you to do?

Are you reCeiVing AiSADITIEY? ......coiuuiiiiiie et sttt st e bt e e e e b st eeeaee e be e snneereeen Yes 0 NoQ

Are you applying fOr dis@bility? ..o i e et Yes Q No (O

Do you have a medically related lawsuit PENAING? ........coo i e e e ee e neee e enaeeean Yes U No U
Patient’s Name: Date: Physician Initials:
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Name:

DOB:

Date:

ROUTINE ASSESSMENT OF PATIENT INDEX DATA

The RAPID3 includes a subset of core variables found in the Multi-dimensional HAQ (MD-HAQ). Page 1 of the MD-HAQ), shown here, includes
an assessment of physical function (section 1), a patient global assessment (PGA) for pain (section 2), and a PGA for global health (section 3).
RAPID3 scores are quickly tallied by adding subsets of the MD-HAQ as follows:

1. PLEASE CHECK THE ONE BEST ANSWER FOR YOUR ABILITIES AT THIS TIME: 1. a5 FN (0-10):
OVER THE LAST WEEK, WERE YOU ABLE TO: | WITHOUTANY | -WITH SOME | wiTH MUCH NABLE
DIFFICULTY DIFFICULTY DIFFICULTY TO DO 1=03 16=5.3
2=0.7 17=5.7
. Dress yourself, including tying shoelaces and = 310 18-6.0
domg buttons? — I 4-13 19-63
b. Get in and out of bed? 0 1 2 3 o=l A=y
6=2.0 21=7.0
c. Lift a full cup or glass to your mouth? 0 1 2 3 7=2.3 2273
8=2.7 23=7.7
d. Walk outdoors on flat ground? 0 1 2 3 9-3.0 24-8.0
e. Wash and dry your entire body? 0 1 2 3 1(::;; ;Zji
f. Bend down to pick up clothing from the floor? 0 1 2 3 )R
R — R — 13=4.3 28=9.3
g. Turn regular faucets on and off? 0 1 2 3 14=47 29-9.7
15=5.0 30=10
h. Getin and out of a car, bus, train, or airplane? 0 1 2 3
2. PN (0-10):
i. Walk two miles or three kilometers, if you wish? 0 1 2 3
j. Participate in recreational activities and sports
as you would like, if you wish? — 0 —1 —2 —3 3. PTGE (0-10):
k. Get a good night’s sleep? 0 1.1 2.2 3.3
l.  Deal with feelings of anxiety or being nervous? 0 1.1 2.2 3.3 RAPID3 (030
m. Deal with feelings of depression or feeling blue? 0 1.1 2.2 3.3

2. HOW MUCH PAIN HAVE YOU HAD BECAUSE OF YOUR CONDITION OVER THE PAST WEEK?

PLEASE INDICATE BELOW HOW SEVERE YOUR PAIN HAS BEEN:

NO PAIN PAIN AS BAD AS IT COULD BE
® 6 6 ¢ ¢ 06 ¢ ¢ ¢ o & o o o o O O O O o o
0 05 1.0 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 10

3. CONSIDERING ALL THE WAYS IN WHICH ILLNESS AND HEALTH CONDITIONS MAY AFFECT YOU

AT THIS TIME, PLEASE INDICATE BELOW HOW YOU ARE DOING:

VERY WELL VERY POORLY
e 6 6 6 ¢ ¢ ¢ & o o & o o o o o o o o o o
0 05 10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 10

CONVERSION TABLE

Near Remission (NR): 1=0.3; 2=0.7; 3=1.0 High Severity (HS): 13=4.3; 14=4.7; 15=5.0; 16=5.3; 17=5.7; 18=6.0; 19=6.3; 20=6.7;
Low Severity (LS): 4=1.3; 5=1.7; 6=2.0 21=7.0; 22=7.3; 23=7.7; 24=8.0; 25=8.3; 26=8.7; 27=9.0; 28=9.3; 29=9.7; 30=10.0
Moderate Severity (MS): 7=2.3; 8=2.7; 9=3.0; 10=3.3; 11=3.7; 12=4.0

HOW TO CALCULATE RAPID 3 SCORES

1. Ask the patient to complete questions 1, 2, and 3 while in the waiting room prior to his/her visit.

2. For question 1, add up the scores in questions A-J only (questions K-M have been found to be informative, but are not scored formally). Use the
formula in the box on the right to calculate the formal score (0-10). For example, a patient whose answers total 19 would score a 6.3. Enter this
score as an evaluation of the patient’s functional status (FN).

3. For question 2, enter the raw score (0-10) in the box on the right as an evaluation of the patient’s pain tolerance (PN).

4. For question 3, enter the raw score (0-10) in the box on the right as an evaluation of the patient’s global estimate (PTGE).

5. Add the total score (0-30) from questions 1, 2, and 3 and enter them as the patients RAPID 3 cumulative score. Use the final conversion table to
simplify the patient’s weighed RAPID 3 score. For example, a patient who scores 11 on the cumulative RAPID 3 scale would score a weighed 3.7.

A patient who scores between 0—1.0 is defined as near remission (NR); 1.3-2.0 as low severity (LS); 2.3—4.0 as moderate severity (MS); and
4.3-10.0 as high severity (HS).



NAME:

DOB:

DATE:. :

ANA (+) Screening For Systemic Lupus Erythematous

g

a

Ooooad

I I

Hair Loss / Non - Scarring Alopecia - diffuse thinning or hair fragility, in
the absence of other causes such as alopecia areata, drugs, iron
deficiency, and androgenic alopecia
Malar Rash - butterfly rash, specifically covering cheeks and the bridge
of your nose
Photosensitive Rash — sun exposed surfaces more prone to tender
rashes lasting more than 2-3 days
Nasal / Genital Ulcers - lasting more than a few days

o Painful

o Painless
Oral Ulcers

o Site: Palate - soft [ hard | Tongue | Inner cheek

o Painful

o Painless
Raynaud’s Phenomenon - numbness [ cold sensation of either digits &
toes, sometimes causing pain and discoloration - white, purple, blue,
red. Exacerbated by cold temperatures
Arthritis — swelling and/or tenderness in 2 or more joints and at least 30
minutes of morning stiffness for more than 6 weeks
Pleurisy / Pleural Effusion - fluid in the lungs
Pericardial effusion - fluid in the heart
Thrombocytopenia - low platelet count causing abnormal bleeding
Hemolytic Anemia - red blood cells are destroyed faster than they can
be made, requiring blood transfusions
Leukopenia — decreased number of white blood cells
Kidney involvement and/or disease
Seizures
Cognitive Changes
Severe Memory Loss
Severe Fatigue — unexplained by any other medical condition
Intermittent Fevers
Unintentional Weight Loss



HIPAA NOTICE OF PRIVACY PRACTICES As required by the
Privacy Regulations Promulgated Pursuant to the Health
Insurance Portability and Accountability Act of 1996 (HIPAA)

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI)
to carry out treatment, payment or health care operations (TPQO) and for other purposes that are permitted or
required by law. It also describes your rights to access and control your protected health information. “Protected
health information” is information about you, including demographic information, that may identify you and that
relates to your past, present or future physical or mental health or condition and related health care services.

Uses and Disclosures of Protected Health Information: Your protected health information may be used and
disclosed by our organization, our office staff and others outside of our office that are involved in your care and
treatment for the purpose of providing health care services to you, to pay your health care bills, to support the
operation of the organization, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your
health care and any related services. This includes the coordination or management of your health care with a
third party. For example, we would disclose your protected health information, as necessary, to a home health
agency that provides care to you. For example, your protected health information may be provided to a physician
to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat
you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care
services. For example, obtaining approval for equipment or supplies coverage may require that your relevant
protected health information be disclosed to the health plan to obtain approval for coverage.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to
support the business activities of our organization. These activities include, but are not limited to, quality
assessment activities, employee review activities, accreditation activities, and conducting or arranging for other
business activities. For example, we may disclose your protected health information to accrediting agencies as
part of an accreditation survey. We may also call you by name while you are at our facility. We may use or
disclose your protected health information, as necessary, to contact you to check the status of your equipment.

We may use or disclose your protected health information in the following situations without your
authorization: as Required By Law, Public Health issues as required by law, Communicable Diseases, Health
Oversight, Abuse or Neglect, Food and Drug Administration requirements, Legal Proceedings, Law Enforcement,
Criminal Activity, Inmates, Military Activity, National Security, and Workers’ Compensation. Required Uses and
Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the
Department of Health and Human Services to investigate or determine our compliance with the requirements of
Section 164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only with Your Consent, Authorization
or Opportunity to Object, unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or this



organization has taken an action in reliance on the use or disclosure indicated in the authorization.
Your Rights: Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information. Under federal law, however, you
may not inspect or copy the following records; psychotherapy notes; information compiled in reasonable
anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information
that is subject to law that prohibits access to protected health information.

You have the right to request a restriction of your protected health information. This means you may ask us
not to use or disclose any part of your protected health information for the purposes of treatment, payment or
healthcare operations. You may also request that any part of your protected health information not be disclosed to
family members or friends who may be involved in your care or for notification purposes as described in this
Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the
restriction to apply.

Our organization is not required to agree to a restriction that you may request. If our organization believes it is in
your best interest to permit use and disclosure of your protected health information, your protected health
information will not be restricted. You then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at
an alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even
if you have agreed to accept this notice alternatively, e.g., electronically.

You may have the right to have our organization amend your protected health information. If we deny your
request for amendment, you have the right to file a statement of disagreement with us and we may prepare a
rebuttal to your statement and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected
health information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have
the right to object or withdraw as provided in this notice.

Complaints: You may complain to us or to the Secretary of Health and Human Services if you believe your
privacy rights have been violated by us. You may file a complaint with us by notifying our privacy contact of your
complaint. We will not retaliate against you for filing a complaint.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information, if you have any questions concerning or objections
to this form, please ask to speak with our President in person or by phone at 916-677-4744

Associated companies with whom we may do business, such as an answering service or delivery service, are
given only enough information to provide the necessary service to you. No medical information is provided.

We welcome your comments: Please feel free to call us if you have any questions about how we protect your
privacy. Our goal is always to provide you with the highest quality services.

Patient Name (Please Print) DOB Patient Signature Date



Financial Policy

As a courtesy, Sierra Rheumatology verifies your benefits with your insurance company. A quote of
benefits is not a guarantee of benefits or payment. Your claim will process according to your plan, if your
claim processes differently from the benefits we were quoted, the insurance company will side with the
plan and will not honor the benefit quote we received.

It is the policy of Sierra Rheumatology that payment is due at the time of service unless other financial
arrangements are made in advance. We require all patients to pay their deductible, copay and/or
coinsurance payment at the beginning of each visit. At the conclusion of your visits with us you may be
billed for any outstanding balances.

If you are covered by health insurance with Rheumatology benefits, we will be happy to bill your
insurance. Accepting your insurance does not place all financial responsibilities onto this practice, and
you will be held accountable for any unpaid balances by your plan.

Although we are contracted with most insurance carriers, our services may not be covered by your
particular insurance plan. Being referred to our clinic by another physician does not necessarily guarantee
that your insurance will cover our services. Please remember that you are 100 percent responsible for all
charges incurred: your physician's referral and our verification of your insurance benefits are not a
guarantee of payment.

We highly recommend you also contact your insurance carrier and check into your coverage for Sierra
Rheumatology. Do not assume that you will not owe anything if you have more than one insurance policy.

No Show and Cancelations, | understand there is a $ 50.00 charge for No Show and Cancelations
not made 24 hours in advance for established and $100.00 for New Patients.

There is $ 25.00 fee for any check that is returned by your bank.

| have read and understand the above financial policy for payment and fees:

Patient/POA Signature: Date:

Patient’s Printed Name: Date of Birth:

SIGNATURE ON FILE FORM FOR MEDICARE CLAIMS (ONLY FOR MEDICARE PATIENTS)

Name of Beneficiary (Policy Holder):

Medicare Number: | request that payment of authorized Medicare
benefits be made on my behalf to Sierra Rheumatology for any services furnished by a Dr. Dhillon c/o
Sierra Rheumatology. | authorize any holder of medical information about me to release to the Health
Care Financing Administration and its agents any information needed to determine these benefits or the
benefits payable to related services.

| have read and understand the signature on file for Medicare:

Patient/POA Signature: Date:




PATIENT AUTHORIZATION FORM

Authorization to Release Information

Many of our patients allow family members such as their spouse, significant other, caregiver,
parents, or children to call and request the result of tests, procedures, and financial information. Under
the requirements for H.I.P.A.A. we are not allowed to give this information to anyone without the
patient’s consent. If you wish to have your medical information, any diagnostic test results and/or
financial information released to any family members you must sign this form.

You have the right to revoke this consent, in writing, except where we have already made
disclosures in reliance on your prior consent.

| authorize Sierra Rheumatology to release my records and any information
requested to the following individuals.

1. Relation to Patient:
2. Relation to Patient:
3. Relation to Patient:
4. Relation to Patient:

Authorization Regarding Messages
(please initial all that apply)

| authorize you to leave a detailed message on my home or cell number regarding
appointments.

| authorize you to leave a detailed message on my home or cell number regarding medical
treatment, care, test results or financial information.

| authorize you to leave a message with anyone who answers the phone.

Messages may only be left with

Patient Name (PLEASE PRINT) DOB Date

Patient Signature
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