Revive Rheumatology


New Patient Form


Patient Information:      							Date:  _______________


Patient Name: _______________________________________________________________

Date of Birth:	_________________      Gender:     ______Male ______ Female

Address:  ____________________________________________________

City:  _____________________   State:  __________   Zip: ______________

Phone number: ____________________      Email: ____________________________

Do you consent to appointment reminders via text and email?    _____ Yes    _____ No

Preferred Language: _________________


Insurance Information:


Policy Holder Name: _____________________      Policy Holder DOB: _____________

Relationship to Policy Holder:  ______________

Insurance Name:  ________________________ ID #: __________________________


Additional Information:

Emergency Contact:   Name: ___________________    Phone Number: ____________________


Individuals you authorize to discuss your care with the doctor and staff:

Name:   _________________    Phone Number: ______________   Relationship: _____________

Name:   _________________    Phone Number: ______________   Relationship: _____________


By signing below, I acknowledge all of the above information is correct.

Name: ______________________________		Signature: ___________________________
Revive Rheumatology



Whom do we thank for referring you here:  ___________________________

Name of primary care physician:  _____________________   Phone number: __________________

Preferred Pharmacy: ________________________ Pharmacy Phone number: _________________


Please shade all the locations of your pain over the past week:
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Description automatically generated with low confidence]


Briefly describe your present symptoms:  _______________________________________________





When did your symptoms start? _______________________________________________________

What diagnosis have you been given, if any?  ____________________________________________



Please list the names of other practitioners you have seen for this problem (Name and specialty): 






Social History:

Do you smoke currently?             Yes            No         In the past – How long ago? ______________

Do you drink alcohol?                  Yes            No     


How much and how often? _________________

Recreational drug use?               Yes            No     If yes, please list:  _______________________

Highest Education Level?            High school        College Graduate          Advanced degree

What is your current of past occupation?  ______________________________

Are you currently working?            Yes            No

If not, are you            Unemployed            Retired              Disabled

Do you receive disability and if so for what disability?  _________________________________    


Rheumatologic History:

Do you or anyone in your immediate family suffer from any of the following?

				  Yourself		 Family		Relationship

Osteoarthritis									____________________
Rheumatoid Arthritis							____________________
Gout    									____________________
Lupus										____________________
Ankylosing Spondylitis							____________________
Juvenile Arthritis								____________________
Sjogren’s Syndrome							____________________
Osteoporosis									____________________
Psoriasis									____________________
Psoriatic Arthritis								____________________
Crohn’s/Ulcerative Colitis							____________________
Fibromyalgia									____________________




Past Medical History:

Do you suffer from any of the following?  (Circle all that apply)

	Diabetes
	Congestive Heart Failure
	Seizures

	High Blood Pressure
	Emphysema/COPD
	Kidney Disease

	High Cholesterol
	Asthma
	Kidney Stones

	Hypothyroidism
	Stroke
	Anemia

	Hyperthyroidism
	Pulmonary Embolism
	Irritable Bowel Syndrome

	Heart Disease
	DVT
	Reflux/Gastritis

	Hepatitis
	Tuberculosis
	HIV/AIDS

	Anemia
	Migraines
	Depression/Anxiety



Other significant medical illnesses:  ____________________________________________________


Do you have a history of cancer?           Yes          No        If yes what year diagnosed?  ___________

If yes, how was your cancer treated?	         Surgery	Chemotherapy	Radiation



Past Surgical History:

Type of Surgery					   Year				Reason

1.  __________________________		________		_______________________

2.  __________________________		________		_______________________

3.  __________________________		________		_______________________

4.  __________________________		________		_______________________

5.  __________________________		________		_______________________

6.  __________________________		________		_______________________








Medication History: 

Drug Allergies:  ____________________________________________________________________

Other Allergies:  ___________________________________________________________________


Current Medication List (Name and Dosage – Please include non-prescription medication such as Aspirin, Tylenol, Motrin, or Vitamins):

1.   ____________________________________________________

2.   ____________________________________________________

3.   ____________________________________________________

4.   ____________________________________________________

5.   ____________________________________________________
 
6.   ____________________________________________________
 
7.   ____________________________________________________

8.   ____________________________________________________

9.    ____________________________________________________

10.  ____________________________________________________

11.   ____________________________________________________

12.   ____________________________________________________



Review of Systems:


Date of last eye exam: ____________________

Date of last chest xray: ____________________

Date of last bone density test: _______________

Date of last tuberculosis test:  _______________




If female, are you currently pregnant?        Yes          No        If yes, how many weeks?  ___________

Have you reached menopause?                Yes          No        If yes, at what age?  ________________


Are you currently experiencing or have recently experienced any of the following symptoms?  (Circle all that apply)


	Recent weight gain, how much ___
	Eye dryness
	Headaches

	Recent weight loss, how much ___
	Eye pain or redness
	Vision loss

	Fevers/Night sweats
	Sores in mouth
	Jaw pain

	Fatigue
	Sores in nose
	Numbness in hands or feet

	Generalized weakness
	Dry mouth
	Depression

	Color changes of hands/feet
	Difficulty/pain swallowing
	Anxiety

	Skin rash
	Chest pain
	Memory loss

	Sun sensitivity
	Shortness of breath
	Difficulty falling asleep

	Skin tightness
	Cough
	Difficulty staying asleep

	Hair loss
	Swelling of legs or feet
	Seasonal allergies

	Muscle pain
	Hearing loss
	Ringing in ears

	Muscle weakness
	Nausea/vomiting
	Stomach pain

	Morning joint stiffness

How long? _____________
	Heartburn/Reflux
	Constipation/Diarrhea

	
Joint pain
	Pain/burning on urination
	Blood in stool

	Joint swelling
	Blood in urine
	

	
List all joint affected in last 6 months:
	
	

	
_______________________
	
	

	
_______________________
	
	

	
_______________________
	
	








HIPAA-Consent to Treat and Disclosure of Health Information 


To Provide Treatment: We will use your HPI (protected health information) within the office to provide you medical care. This may include administrative, clinical and office procedures designed to optimize scheduling/coordination of care between the physician and/or other clinical, lab, imaging centers, pharmacies, or other health care providers handling your care.

To Obtain Payment: We will use your HPI with an invoice, used to collect payment for the treatment you receive here. HPI will be used on your insurance forms sent by mail or electronically.

Patient Reminders: Phone calls or text sent to remind you of an upcoming appointment or situations. Additionally, we may also use electronic methods to contact you such as email, text message, by phone, online patient accounts, postcards, letters, statements, etc. These methods of communications help optimize our office workflow.

Abuse of Neglect: We may notify government or other agencies if we believe a patient is a victim of abuse, neglect, or domestic violence. We will make their disclosure only when we are compelled by our ethic judgement, specially required, authorized by law or with patient’s agreement and request.

Public Health/National Security: We may be required to disclose to federal/ military officials or other authorities, if HPI is necessary to complete an investigation related to public health or national security. HPI is important to the government if they believe that public safety could benefit from, control or prevent an epidemic.

For Law Enforcement: As permitted/required by State/Federal Law, disclosure of HPI may be necessary under certain circumstances, if warranted. Whether being a victim of a crime or reporting a crime. We will revoke access, at any time to also protect the patient, unless there is a warrant in place or consent given from the patient directly.

I acknowledge that I have read and understood the above notice of privacy practices.


_______________________________					
Patient/Representative Name


_______________________________						________________
Patient/Representative Signature							Date

Revive Rheumatology Financial Policies


Please be advised that this office and its staff make no assurances, inferences, nor guarantees regarding your insurance coverage.  Although we may participate with an insurance carrier, it is simply impossible for this office to be aware of each particular plan's coverage, as there are a multitude of insurance plans and coverage details that may change without our knowledge.  Our office will do our best to provide you with necessary information and assist you with insurance questions; however, it is your responsibility to verify any insurance coverage regarding treatment in our office.  This includes your responsibility to obtain referrals if necessary and keep them up to date.  It is your insurance coverage and therefore your responsibility to ascertain benefits.  Balance due after insurance coverage is your responsibility. It is also your responsibility to notify us of any changes to your insurance coverage.

By signing below, I authorize my insurance benefits be paid directly to Dr. Shazia Shadani. I understand that I am financially responsible for any balance including but not limited to coinsurance, annual deductible, services not covered, or rejected for any reason.  I understand that the total amount due is my responsibility until total amount due is satisfied.  I also authorize Dr. Shazia Shadani or insurance company to release any information required to process my claims. I understand that all cash payments, deductibles, coinsurance, and outstanding balances will be collected at time of visit. Payment may be made in the form of cash, debit card or credit card.  We do not accept personal checks. 

If you or your insurance does not pay the bill in reasonable time, you will be in default. If you default, we will require you pay the full amount immediately to avoid collection process. If your account must be forwarded to a collection agency for nonpayment after 90 days, you will be responsible for all collection fees charged by the agency. A fee of $100 will be added to your account when assigned to the debt collection agency.  If you default, you agree to pay all collection costs & attorney fees and costs along with the original amount.  

I acknowledge and agree to abide by the above financial policies of Revive Rheumatology.



_______________________________					
Patient/Representative Name


_______________________________						________________
Patient/Representative Signature							Date
Revive Rheumatology Office Policies


Missed Appointment /Cancellation policy:

We are committed to providing exceptional care. Unfortunately, when one patient cancels without giving enough notice, they prevent another patient from being seen. We value your time and request that you do the same.  We request a 24-hour notification if any appointment needs to be rescheduled or cancelled.  Please call us at (201) 308-5400 by 4:00 p.m. on the day prior to your scheduled appointment to notify us of any changes or cancellations. To cancel a Monday appointment, please call our office by 12:00 p.m. on Friday. If prior notification is not given, you will be charged $ 25 for the missed appointment if established patient and $50 if new patient.  Three missed appointments in a row may results in inability to schedule a future appointment and dismissal from the practice. 

Late Arrival Policy:
In the event you are running late to your appointment, we allow a 15-minute grace period.  If you arrive 15 minutes later than your scheduled appointment time, you may be asked to reschedule or wait until the next time slot becomes available.

Telemedicine Consultations:

Your doctor will sometimes engage you in a telemedicine (video) consultation, for example during a public health emergency when it is safer at home. The telemedicine consultation will not be the same as a direct office visit since you will not be in the same room as you doctor. During a telemedicine visit, the doctor assumes you are alone during the consultation, and she will not know if there are any other people in the same room or within hearing distance thus confidentiality may be breached if she discusses topics of a private nature. There are other potential risks to this technology, including interruptions, unauthorized access, and technical difficulties. If you or your doctor wishes, the visit can be discontinued and rescheduled for a later time. If the doctor feels a direct physical examination or other testing are necessary, she will ask you to come in for another visit in order to complete any remaining tests. You and/or your insurance company will be billed for the visit in the same manner as regular office visits. The insurance company may or may not cover the visit in the same manner, though. 


Telephone and Email Policy: 

We understand that issues may arise between scheduled appointments.  The best way to reach us is by calling the office during regular business hours.  If you have a question for the doctor, you may be requested to leave a message or make an appointment depending on the nature of matter. If you wish to speak to the doctor directly about any matter, you will be required to make either a telemedicine appointment or an in-office appointment. While we do our best to return your call and take care of your matter promptly, at times we may be busy attending to patients in the office. Please give us until the end of the business day to answer your message.  Results of testing ordered by your doctor will be discussed at your next scheduled office visit.  If there is a concern regarding your test results that needs to be addressed sooner than your next visit, you will be contacted by our office.
Should you have an emergency after hours please call 911 or go immediately to the nearest ER.  If you call us after hours, please leave a voicemail message and we will return your call during the next regular business day.  We can be reached via email for the purposes of sending documents and records, however we request patients refrain from using this form of communication for questions regarding their medical care as there are inherent privacy concerns in communicating by email. If you send or request an email or text message, please be aware these methods of communication have inherent privacy/security concerns.  By using these forms of communication, you acknowledge you are willing to take those risks and have given permission for Revive Rheumatology to use those means of communication as well. 


Forms and Refills Policy:

Please bring any forms with you to your scheduled appointment. Any forms requested to be filled out by the physician may require an appointment if between regularly scheduled appointments. There are set fees for any forms that need to be filled out by the physician and/or staff; these fees must be pre-paid. Please allow up to 7 business days to complete forms. Please be advised that we do not fill out long-term disability forms but are happy to forward any records that may be needed in an assessment of a disability claim.  Please contact us for further questions. 
Please notify us at the time of your visit if you are in need of medication refills.  If you should need refills between visits, you or your pharmacy may contact us.  It may take up to 24 hours for refill requested to be fulfilled. Certain controlled medications cannot be sent to the pharmacy over the phone or electronically prescribed in which care you will need to come to the office to pick up the prescription.  We are not responsible for lost or stolen prescriptions and duplicate prescriptions wll not be granted. Please be advised that medication refill requests will not be filled after hours, on weekends, or on holidays when the office is closed.   

Controlled Medications/Marijuana Policy:  

Dr. Shadani does not prescribe opiates or medical marijuana for the treatment of chronic pain.  She also does not take over the prescribing of these medications from another physician. Dr. Shadani is required by law to review your prescription refill habits through the Prescription Monitoring Program, even if she is not prescribing you a controlled substance. 


I acknowledge I have received a copy of Revive Rheumatology’s office policies.  I have read and understood these policies and agree to abide these policies as a patient of this practice. 


_______________________________					
Patient/Representative Name


_______________________________						________________
[bookmark: _GoBack]Patient/Representative Signature							Date
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