irginia
Physicians Inc.

Welcome to our Practice! We appreciate you choosing us for your healthcare needs.

Following are all forms necessary for your upcoming visit, including a personal history form for
patients with musculoskeletal problems. These forms allow us to obtain as much information as
possible to better evaluate and treat your problem. Bring the completed forms with you on
your appointment date. Please do not fax or mail these forms!

You need to arrive 30 minutes before the time of your appointment. Please bring all
medications, your medical insurance card (a physical copy/not electronic), and the names,
addresses, and telephone numbers of all doctors involved in your care.

We need the following information from your referring doctor:

» A referral number if required by your insurance plan

» Recent laboratory reports

» The last office note from your referring doctor to let us know why you are being
sent for the appointment

» X-ray reports (if you have had a recent x-ray and this is the reason you are being
seen) — Do not bring CDs or discs, only the report

Please arrange to have this information faxed in advance from your physician’s office or bring it
with you at the time of your appointment. Please verify with your physician’s office to make sure
the requested information has been sent prior to your scheduled appointment. You may also
check with us to ensure we have received your records. Our fax number is (804) 915-0036.

Additionally, we request that you kindly give us a 24-hour notice if cancellation is necessary.
Otherwise, you will be billed for the cost of the missed appointment. Please note that if your
appointment is rescheduled or cancelled twice, no further appointments will be allowed with our
practice. We may be contacted at (804) 346-1551.

Thank you for your cooperation.

Rheumatology Division

7650 East Parham Road, MOB II, Suite 304
Henrico, Virginia 23294

(On the campus of Parham Doctors’ Hospital)



Authorization for Release of Protected Health Information

Name of Patient: Date of Birth:

The office of Virginia Physicians, Inc. is authorized to release protected health information as described below for the identified

patient.
Entity to Receive Information. Description of information to be released.
Check each person or class of persons that you approve to receive Check each that can be given to person/entity on the left
information. in the same section.
CJVoice Messages on number. [CJAppointment Reminders
[JLab Results
[Jother
[ISpouse or Significant Other: [CJAppointment Reminders
[JLab Results

Phone Number: [Treatment Notes and Record

[IDiscuss Treatment

[Jother Person CJAppointment Reminders

[Lab Results

. . [CITreatment Notes and Record
Relationship:

[IDiscuss Treatment
Phone Number:

[Jother Person: CJAppointment Reminders
[Lab Results
. . [Treatment Notes and Record
Relationship:

[IDiscuss Treatment
Phone Number:

Patient Rights:
1. | have the right to revoke this authorization at any time.
2. Imayinspect or copy the protected health information to be disclosed as described in this document.
3. Revocation is not effective in cases where the information has already been disclosed but will be effective going forward.
4. Information used or disclosed as a result of this authorization may be subject to redisclosure by the recipient and may no
longer be protected by federal or state law.
5. I have the right to refuse to sign this authorization and that my treatment will not be conditioned on signing.

This authorization will remain in effect until | revoke it in writing.

Date

Signature of Patient or Personal Representative

*Description of Personal Representative’s Authority (attach necessary documentation)

Vrginiq
Physicians, Inc.
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PATIENT INFORMATION

Name: Social Security#:
First Middle Last
Address: Suite/Apt. #: City/State: / Zip:
Email address: Web Portal: oY oN Gender:0F OM DOB:__ /[ [/ Marital Status:
Homet#: Work##: Cell# May Leave Confidential/detailed message regarding: (check all that apply)

Home | Work | Cell Text Email/ Portal

Race: OAmerican Indian/Alaska Native gHispanic Appointments

0 Black/African American O Asian 0White 2b Resulis

0 Native Hawaiian/Other Pacific Islander

0 Other OUnreported/Refused to Report Health Maintenance

Rx confirmations

Ethnicity: oHispanic/Latino oNot Hispanic/Latino o Refused to Report General Messages

Insurance Company Name(s): (Primary)

) Preferred Language
Insurance Company Name(s): (Secondary) (i other than Engiish)
Pharmacy Name and Address: Phone #:

RESPONSIBLE PARTY (PLEASE COMPLETE IF OTHER THAN SELF)

Relationship to Guarantor:  0Self OSpouse O Child O Other DOB: / /
Name: Social Security#:
First Middle Last
Address: Suite/Apt. #: City: State: Zip:
Home#: Work#: Cell#: May leave message at: 8 Home O Work O Cell
EMERGENCY CONTACT
Name: Relationship to Patient:
First Middle Last
Address: Suite/Apt. #: City: State: Zip:
Home#: Work#: Cell#: May leave message at: 8 Home O Work O Cell

E-PRESCRIBING MEDICATION HISTORY CONSENT

I understand that Virginia Physicians, Inc. has implemented e-prescribing for its patients. | also understand that e-prescribing involves
the ability for the practice to send prescriptions electronically to pharmacies, eliminating the need for a more time-consuming, and
sometimes more costly, approach to prescribing through paper, phone and fax. E-Prescriptions are fast, convenient, legible, secure,
cost-effective and safe. The e-prescribing process also allows the health care provider to access critically important information about
their patient’s current and past medications from pharmacy benefit managers and community pharmacies. This information helps alert
the provider to other potential medication issues with their patients and can improve safety and quality.

I have been given an opportunity to ask questions about the e-prescribing process and have had those questions answered to
my satisfaction. | hereby consent to the practice requesting and using my medication history from other health care providers or
third party pharmacy benefit payors for treatment purposes in connection with the e-prescribing process.

NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEDGEMENT

Our Notice of Privacy Practices (available upon arrival to our office) provides information about how we may use and disclose
protected health information (PHI) about you. As provided in our notice, the terms of our notice may change. If we change our
notice, you may obtain a revised copy.

| have received*® a copy of Virginia Physicians, Inc.’s Notice of Privacy Practices. | understand that | may ask questions to the
Medical Practice if 1 do not understand any information contained in the Notice of Privacy Practices.

If you are completing this form prior to your scheduled appointment please note that the Notice of Privacy Practices will be
made available to you upon arrival to our office.

Please complete front and back




AUTHORIZATION AND ASSIGNMENT- REQUIRED FOR ALL PATIENTS

| authorize Virginia Physicians, Inc. to release information required by my insurance company. | authorize payment of benefits
directly to Virginia Physicians, Inc. | understand that I am financially responsible to Virginia Physicians, Inc. for charges not covered
by this assignment and in the event of default; I agree to pay all costs of collections including reasonable attorney’s fees. This
authorization and assignment will remain in effect until a notification of change is received by Virginia Physicians, Inc.

Medicare Assignment Agreement- Medicare Patients Only
| authorize Virginia Physicians, Inc. to release information needed for Medicare claims to the Centers for Medicare & Medicaid
Services or its intermediaries or carriers.

FINANCIAL POLICY

Thank you for choosing the Rheumatology Division of Virginia Physicians, Inc. as your healthcare provider. We are committed to your
treatment being successful. Please understand that payment of your bill is considered a part of your treatment. The following is a
statement of our Financial Policy which we require you to read and sign prior to any treatment. All patients must complete this information
before seeing the doctor.

General Information: Payment in full is due at the time of service. We accept cash, check/debit, Amex, Discover, MasterCard, and Visa.

Regarding Insurance: We accept most major insurance plans, but you are responsible for checking with your carrier to see if services at our
office will be covered. We do not participate with any Medicaid plans. We may accept assignment of insurance benefits; however we do require
that all co-payments be made at the time of service. The balance is your responsibility whether your insurance company pays or not. It is your
responsibility to notify us of any changes in your policy information. Your insurance policy is a contract between you and your insurance
company. We are not a party to that contract. Please be aware that some, and perhaps all, of the services provided may be non-covered
and not considered reasonable and necessary under the Medicare Program and/or other medical plans. You will be responsible for these
balances. Additionally, it is your responsibility to obtain and track referrals for your visits.

Minor Patients: The adult accompanying a minor and/or the parents (or guardians of the minor) are responsible for full payment.
Returned Checks: There will be a $25 fee on all returned checks. Future payments must be made by cash or credit card only.

Collection Fees: In the event that your account is turned over to a collection agency, you will be responsible for all collection costs including
reasonable attorney’s fees.

Missed Appointments: Unless canceled at least 24 hours in advance, our policy is to charge for missed appointments at the minimum rate of
$50 per missed appointment. Please help us serve you better by keeping your scheduled appointments.

Fees for Letters and Forms: Your physician will be happy to fill out any necessary form that you may need. Please be advised that due to the
time required to dictate and complete letters and forms there will be a fee for this service. These costs are considered non-covered by insurance
companies and will be your personal responsibility.

Patient Signature (or Authorized Patient Representative)** Date

**This signature is applicable to all items covered on this form, both front and back
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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:dAF dM

STREET APT#

Telephone: Home: ( )

CITY STATE ZIP Work: ( )
MARITAL STATUS: O Never Married U Married  Divorced U Separated 1 Widowed
Spouse/Significant Other: O Alive/Age 0 Deceased/Age Maijor 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) d Self d Family d Friend U Doctor 1 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
Example: the past week on the body figures and hands.

Date symptoms began (approximate):

Diagnosis:

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

RHEUMATOLOGIC (ARTHRITIS) HISTORY

o

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.

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

Relative

Name/Relationship Yourself

Yourself

Relative
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:

Patient History Form © 2016 American College of Rheumatology




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

Date of last mammogram:

Date of last Tuberculosis Test

Constitutional

Q Recent weight gain
amount

SYSTEMS REVIEW

Date of last eye exam: / /

Date of last bone densitometry

Date of last chest x-ray: / /

[

1 Recent weight loss
amount

Q Fatigue

Q Weakness

Q Fever

Eyes

Q Pain

0 Redness

QA Loss of vision

Q Double or blurred vision
Q Dryness

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

QA Loss of hearing

1 Nosebleeds

A Loss of smell

QA Dryness in nose

Q Runny nose

Q Sore tongue

Q Bleeding gums

Q Sores in mouth

Q Loss of taste

Q Dryness of mouth

QA Frequent sore throats
1 Hoarseness

Q Difficulty swallowing
Cardiovascular

Q Chest Pain

Q Irregular heart beat

Q Sudden changes in heart beat

Q High blood pressure

Q Heart murmurs
Respiratory

U Shortness of breath

Q Difficulty breathing at night
Q4 Swollen legs or feet

Qa Cough

Q Coughing of blood

Q Wheezing (asthma)

Patient’s Name:

Gastrointestinal
U Nausea

Q Vomiting of blood or coffee ground
material

4 Stomach pain relieved by food or milk
4 Jaundice

U Increasing constipation

U Persistent diarrhea

U4 Blood in stools

U Black stools

U Heartburn

Genitourinary

Q Difficult urination

Q Pain or burning on urination

Q Blood in urine

A Cloudy, “smoky” urine

Q Pus in urine

4 Discharge from penis/vagina

4 Getting up at night to pass urine

4 Vaginal dryness

Q Rash/ulcers

Q Sexual difficulties

U 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? 0 Yes O No
Number of pregnancies?

Number of miscarriages?

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

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

Date:

Integumentary (skin and/or breast)
1 Easy bruising

0 Redness

Q4 Rash

Q Hives

O Sun sensitive (sun allergy)

Q Tightness

A Nodules/bumps

U Hair loss

Q Color changes of hands or feet in
the cold

Neurological System

Q0 Headaches

Q Dizziness

Q Fainting

Q Muscle spasm

Q Loss of consciousness
Q Sensitivity or pain of hands and/or feet
4 Memory loss

4 Night sweats
Psychiatric

1 Excessive worries

Q Anxiety

Q Easily losing temper

1 Depression

Q Agitation

Q Difficulty falling asleep
Q Difficulty staying asleep
Endocrine

Q Excessive thirst
Hematologic/Lymphatic
Q Swollen glands

Q Tender glands

Q Anemia

Q1 Bleeding tendency

Q Transfusion/when

Allergic/Immunologic
Q4 Frequent sneezing
Q Increased susceptibility to infection

Physician Initials:

Patient History Form © 2016 American College of Rheumatology



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)

Do you smoke? QO Yes O No Q Past— How long ago?
Do you drink alcohol? Q Yes 1 No Number per week
Has anyone ever told you to cut down on your drinking?

QdYes QNo

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

If yes, please list:

Q Cancer Q Heart problems QO Asthma

Q Goiter U Leukemia Q Stroke

Q Cataracts Q Diabetes Q Epilepsy

0 Nervous breakdown O Stomach ulcers 1 Rheumatic fever
1 Bad headaches Q Jaundice Q Colitis

Q Kidney disease Q Pneumonia Q Psoriasis

Q Anemia Q HIV/AIDS QA High Blood Pressure
Q Emphysema Q Glaucoma 0 Tuberculosis

Do you exercise regularly? O Yes O No
Type

Other significant iliness (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 ik N

Any previous fractures? U No Q Yes Describe:

Any other serious injuries? Q1 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)
0 Cancer U Heart disease U Rheumatic fever U Tuberculosis
4 Leukemia 4 High blood pressure Q Epilepsy 4 Diabetes
O Stroke U Bleeding tendency Q Asthma Q Goiter
A Colitis 4 Alcoholism U Psoriasis
Patient’s Name: Date: Physician Initials:

Patient History Form © 2016 American College of Rheumatology



MEDICATIONS
Drug allergies: 1 No 4 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. a a a
2. a a a
3. a a a
4. a a a
5. a a a
6. a a a
7. Qa Qa Q
8. a a 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 a a a
Other: a a a
Other: a a a
Disease Modifying Antirheumatic Drugs (DMArDS)
Certolizumab Qa Qa a
Golimumab a a a
Hydroxychloroquine a a a
Penicillamine Qa Q a
Methotrexate a a a
Azathioprine a a g
Sulfasalazine a a a
Quinacrine Q Q a
Cyclophosphamide a a a
Cyclosporine A a a a
Etanercept a a a
Infliximab a a a
Tocilizumab a a a
Other: a a a
Other: a a a
Patient’s Name: Date: Physician Initials:

Patient History Form © 2016 American College of Rheumatology



PAST MEDICATIONS Continued

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

Please list supplements:

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

Patient’s Name: Date: Physician Initials:

Patient History Form © 2016 American College of Rheumatology



ACTIVITIES OF DAILY LIVING

Do you have stairs to climb? QO Yes Q No Ifyes, 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, I 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, €tC.) .........cocoiiiiiiii a a Q
{1 g e OO T PO PSP PPPOPROPI Qa a a
ClIMDING STAIFST ...ttt et e e h e e e h e e eb e e s et e s b e e et e e e be e et e e e ae e e b e e e e e e b e e s eneeeneenanas Qa Qa Qa
DESCENAING SLAIIST.... ..ottt h e s e e e e e e e s he e s e s he e s b e s he e e s b e e eae e e ae e e e a a Q
STt aTe [ [0 o T TSSO PPRROPI a a Q
Getting UP frOM CREIr? ...ttt ettt h ettt e ae et e e et e b e e e nne e Qa a a
Touching your fEet While SEATEUT..........ii ettt et et e e et e e et e e nnneeean a a a
Reaching behind YOUr DACK? ... a a Q
Reaching behind YOUr NEAAT ...ttt e e e e et e e e a a Q
DIrESSING YOUISEIF? ...ttt bttt ettt e bttt e e he e e bt e bt e et e e ettt et e e e et e et e e et e e be e e neennee s Qa a a
GOING 10 SIBEPT ...ttt ettt b ettt e h et e bt bt bt e bt h et h et et e e a a a
Staying @sleep dUE 10 PAINT ... ..o e e e a a Q
ODbtaINING rESIIUI SIEEPT ...ttt e e et e et e e e e et e s nn e e e e rnee s a a Q
B At NING 7 e E et E e et h et h ettt n et s Qa a a
BN 7 e Lt h e b Lt e et e et bt e b et e b e e e e e b e e et e e b e e e eae e Qa Qa Qa
WVOTKING? e ettt h et e e oo s h e e b e s h et e b e e s ae e e e b e e e e e e ehe s et e e e ae e e be e s e e e ne e a a Q
Getting along With family MEMDEIS?....... ..o et a a Q
IN YOUT SEXUAI FEIATIONSNIPT ...ttt ettt e b et ettt et e sbe e et e ean e e b e eareennee s a a a
Engaging in leisure time aCtiVItIES? ..........ooiiiiii e e Qa Qa Q
With Morning SHIfNESS ... e s a a Q
Do you use a cane, crutches, walker or wheelchair? (Circle 0ONe) .............cooiieiiiiiiiii e a a a

What is the hardest thing for you to do?

Are you reCeiViNg diSADIIILY? .. ...t e e e e e e e e e e e e e st e e e e e e nr e e e e e e anrraaaeaann Yes Q No O

Are you applying fOr diSADIlItY? ... .o Yes O NoQO

Do you have a medically related 1awsuit PENAING? ......cooiiiiiii e Yes Q NoQO
Patient’s Name: Date: Physician Initials:

Patient History Form © 2016 American College of Rheumatology
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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS
(to Virginia Physicians Rheumatology)

Patient’s Name

Date of Birth SSN
Home Work Cell
Release records from: Release records to:

Virginia Physicians Rheumatology

7650 East Parham Road, Suite 304

Richmond, VA 23294

Reason for request:
Information to be released:

Completed health records

Office notes - dates from to

Immunizations Labs only X-Rays only
Other:
IDo or I Do Not authorize the release of information related to:

O AIDS (Acquired Immunodeficiency Syndrome)
O HIV (Human Immunodeficiency Virus) Infection
O Psychiatric care and/or Psychological assessment
O Treatment for alcohol and/or drug abuse

I hereby authorize disclosure of the health information for the above-named patient. This
authorization is valid for 12 months from the date of signature. I understand that the information
used or disclosed may be subject to re-disclosure by the person or facility receiving it and would
then no longer be protected by federal regulations. I need not sign this form in order to assure
treatment.

I understand that I have a right to revoke this authorization at any time. I understand that if I
revoke this authorization, I must do so in writing and present a written revocation to the health
information management department. I understand that the revocation will not apply to my
insurance company when the law provides my insurer with the right to contest a claim under my
policy.

Signature of Patient/Parent/Guardian/Representative

Date
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