ARTHRITIS
ASSOCIATES ra

FORMA DE HISTORIAL DE NUEVO PACIENTE Dictated
Nombre: Record #: Edad: Fecha:

Domicilio:

Nimero de télefono:

(Qué doctor le recomendo aqui?

SINTOMAS
LA qué se debe su visita a esta clinica?

(Ha notado un aumento en su enfermedad?
(Esté sintiendo algtin dolor? Si es asi, describa su dolor:

Localizacién: ;Dénde siente su dolor?

(Se extiende su dolor a otras partes de su cuerpo? Si es asi, ;dénde?

Severidad: (indique uno) Leve Moderado Intenso
Por favor indique a qué nivel estd su dolor en esta escala:

0 10
No tengo dolor Dolor insoportable

Calidad: [] Agudo [] Constante [ ] Ardiente [ ] Achacoso [_] Acalambrado [ ] Punsante [ ] Punzadas
Tiempo del dia: ;Cuando siente el dolor (mafiana, mediodia, tarde, noche, constantemente)?

¢Cuanto dura su dolor o cuanto ha durado (minutos, horas, dias, semanas, meses)?

Contexto: /En qué situaciones siente el dolor (descansando, haciendo ejercicios, sintiendo estrés)?

Factores Mitigantes: ;Qué ocaciona que su dolor empeore?

(Qué lo hace sentir mejor?
Atribuciones: ;A qué se debe o atribuye su dolor?
(Siente rigidez o endurecimiento? Si es asi, ;cudndo lo siente con més frecuencia y cuanto es su duracion?

CAMBIOS DE CONDICIONES MEDICAS, ENFERMEDADES, LESIONES, HOSPITALICIONES

PROBLEMA/FECHA PROBLEMA/FECHA PROBLEMA/FECHA

ALERGIAS:

MEDICAMENTOS: (RECETAS Y OTRAS SIN RECETAS)- USE LA PAGINA EN EL REVERSO, SI ES NECESARIO:

Nombre Dosis Frecuencia {Cuéndo Inicio?
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Favor de revisar la lista de sintomas abajo

Marque “Si” si sufre de sintomas o tiene algiin problema de salud. Marque “No” si no tiene.

CONDICION FiSICAS Nodulos linfaticos hinchados[ | Si [ ] No | MUSCULOESQUELETAL
Inexplicable pérdida de peso []Si [ |No | Canceres [] si [] No | Dolor de cuello [Isi [INo
Inexplicable aumento de peso [ ] Si [ ] No | GASTROINTESTINAL Gota [1si [JNo
Fiebres []Si [JNo | Sangre en el excremento []Si []No| Lesiones en las extremidades [ ] Si [ ] No
Escaloftrios [Isi [(JNo | Cambios en evacuar [] si [] No| Dolor de articulaciénes [Jsi [INo
Fatiga []si [JNo | Extrenimiento []Si []No | Rigidez en la articulacion [Jsi [INo
Nausea o Vomito []si [JNo | Diarrea []si [JNo| Articulacién inmovilizada [Isi [INo
0Jos Dificultad en ingerir(tragar) [ ] Si [[] No | Dolor de espalda []si []No
Cataratas []si [JNo | Acidez []Si [[JNo | Articulaciones rojas
Cambio en visién []si [JNo | Nausea o vémito [Jsi []No o hinchadas [1si []No
Anteojos [1Si [INo | Excremento negro []Si [[] No | Cambio de color en los dedos
Ojos Irritados [18i [JNo | Ulceras en el estomago []si [INo cuando se expone al frio [ ] Si [ | No
Ojos Resecos [si [[JNo | Otros: [1si [ No | Otros: []si []No
Otros: []Si [[JNo | GENITOURINARIO SIQUIATRICO
0ipos, BOCA, NARIZ, GARGANTA Problemas al orinar []1Si [[]No | Depresion o tristeza []si []No
Encias(sangrado) []Si [[]No | Sangre en la orina []Si [[]No | Quiere herir a otro []si [JNo
Problemas de audicion (oidos) [ 1 Si[ | No | Orinar con frecuencia [ si [[] No | Quiere herirse a simismo [1si[]No
Cambio en su voz [Jsi [INo | Incontinencia []Si [[]No | Problemas de concentracion [ ] Si [ ] No
Dentadura [1si []No | Orina de noche [(1si []No | Ansiedad [1si []No
Sangrado de nariz [ 1si [INo | Otros: (] si [JNo | Insomnia [Jsi [No
Ronquera [ ]Si [ INo | RESPIRATORIO Problemas en permanecer
Problemas de nariz (sinus) [ ] Si []No | Brongquitis [1Si [INo dormido/a []si [JNo
Ruidé en los oidos [Jsi [INo | Tos [Jsi []No | Otros: [1si []No
Ulceras de laboca o lanariz [ ] Si []No | Tos con sangre ] si [[]No | NEUROLOGIA
Boca Seca [ ]Si []No | Dificultad al respirar [1Si [[I]No | Cambio en la memoria []si [INo
Otros: []si []No | Asma []si []No | Mareos []si [No
CARDIOVASCULAR Rionquido fuerte L] Si [[]No | Dolor de cabeza []si []No
Angina [ ]Si [ ]No | Fatiga después de dormir [ ] Si [] No | Inbalance L]si [JNo
Problemas del corazon []si []No | Otros: []si [[]No | Sentir entumecimiento
Dolores en pierna al caminar [ | Si [ ] No | ENDOCRINOLOGIA u hormigueo []si [JNo
Hinchazén de peimas [1si [ ]No | Problemas con el calor [18i[] No | Debilidad []si []No
Otros: []Si []No | Problemas con el frio [1Si[]No | Temblores [1si [INo
PIEL Hinchazon en el cuello []1Si[]No | Ataques [1si [INo
Cambios en la piel [Jsi []No | Orinar frecuentemente []si ]No | Otros: [Jsi [INo
Lesiones en la piel []Si [ ]No | Sed excesiva ] Si ] No | MUJERES SOLAMENTE
Comezon en la piel []si [[]No | Cambios en el cabello []1Si[]No | Problemas con la regla (perfodo)[ ] Si [ ] No
Rasquifia [Jsi [INo | Otros: ] Si [ No | Resequedad vaginal [1si[]No
Urticaria []si [INo | HOMBRES SOLAMENTE Descarga vaginal []si[INo
Piel reseca []Si []No | Problemas con ereccién []si []No| Dolor en el seno []siJNo
Sensibilidad al sol []Si [ ]No | Goteo de orina []Si [JNo | Bolas en el seno [Jsi[JNo
Otros: []Si []No | Corriente débil de orina [ ]1Si []No| Descarga del seno [ si[]No
HEMATOLOGIA/ONCOLOGIA Dolor en los testiculos []Si [JNo | Otros: []Si[INo
Anemia o poca sangre []si [No | Oftros: [1si [INo
Moretones [Isi [ No

INMUNIZACIONES: (la ultima vez que las recibio, fecha y afio): Tétanos: ___ Neumonia: Influenza:

Prueba de Tuberculosis en la piel (fecha y resultado):

HISTORIAL DE FAMILIA

(Hay alguien en su familia con artritis? Si es asi, quién y qué tipo?
MIEMBRO DE FAMILIA EDAD VIVE/FALLECIDO SALUD CAUSA DE MUERTE

Padre [] vive [] Fallecido

Madre []vive [] Fallecido

1. ] Hermano [ ] Hermana Vive [ | Fallecido

2.[ ]Hermano [ ] Hermana [ ] Vive [ ]Fallecido

3.0tros: [ ] vive []Fallecido




ENFERMEDAD PARENTESCO ENFERMEDAD PARENTESCO
Lupus L]si [No Acumulamiento de hierro [ | Si [ | No

Cancer [Jsi [INo Hipertension [1si [INo

Enfermedad de corazon [ ] Si [ ] No Colesterol alto - []si [INo

Embolia []si []No Enfermedad de tiroides [Isi [INo

Depresion, Suicidio [1si []No Cancer []si [JNo

Diabetes [1si [INo ; . Qué tipo?

Degeneracion macular [ ] Si [] No Otros:

HISTORIAL PERSONAL Y SOCIAL
(Usa cigarros, pipa, puros, o mastica tabaco? []si [JNo

(Cuanto fuma?

(Cuéanto tiempo ha fumado?

(Bebe alcohol? [1si [ONo
;Qué tanto por semana?

(Usa drogas ilegales o abusa de recetas médicas? [1si [INo

(Bebe café, sodas u otras bebidas cafeinadas? [Jsi [INo

Estado civil: [ ] Casado [ ] Soltero [] Divorciado ] viudo/Viuda [1 Separado

Educacién: [ ] Secundaria [ ] Preparatoria/GED ] Vocacional [ Universidad  [] Otros:

Empleo: (Tiene un Directivo de Anticipo? []si CINo

(Tiene algun historial de piquetes de garrapatas o ha sido expuesto a garrapatas?
Si es asi, en cual estado/region?

ASESORAMIENTO TOTAL
Considerando todas las maneras en las cuales enfermedades y condiciones de salud podrian afectarle ahora, favor de indicar abajo

como se siente ahora:

MUY BIEN |- - -—-- | MUY MAL



LIST OF ALL MEDICATIONS

PRESCRIPTIONS DOSAGE | FREQUENCY | ROUTE | DATESTARTED |

OVER THE COUNTER

HERBALS

VITAMINS

MINERAL

DIETARY




JATIENT NAME:

Because of recent changes to Méedicare guidelines, all physicians must now obtain information to docupmqi: quality
of care or face a penalty. Please complete the following to help us comply with the new regulations.

1. Do you use tobacco products ? YES NO
2. Have you fallen or almost fallen in the past year? YES NO
3. Have you ever had Pneumococcal vaccination? - YES NO
4. Have you had the influenza vaccine this flu season? YES NO

5. Depression screening:

PATIENT HEALTH QUEST!ONNA!RE-B

(PHQ-9)

Over the last 2 weeks, how often have you been bothered " More Nearly
by any of the following problems? Several thanhalf  every
{Use “# to indicate your answetr} Notatall  days  the days day
1. Little interest or pleasure in doing things a. 1 2 3
2, Feeling down, depressed, or hopeless 5] 1 2 3

3. Trouble falling or staying asleep, or sleeping foo much - 5] 1 2 3

4. Feeling tired or having litlle energy 0 1 -2 3

5. Poor appstite or overeating ‘ o 1 2 3

6. Feeling bad about yourself — or that you are a failure or 0 1 5 3

have let yourself or your family down

7. Trouble cencentrating on things, such as reading the 0 1 5 3
newspaper or waiching felevision

8. Moving or speaking so slowly that other people could have .
noticed? Or the opposite — being so fidgety or restless ] 1 2z .3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurfing 0 1 5 3
yourself in some way . ’

FororFricECCDING O+ + +
=Total Score:

if you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficuit Somewhat Very Extremely
atall difficuit difficuit difficult
O = . [} o ...




6. Functional status (MD-HAQ):

This questionnaire ingiudes information not available from blood tests, X-rays, or any source other
than you. Please try to answer each question, even if you do not think it is related to you at this
time. There are no right or wrong answers. Please answer exactly as you think or feel. Thank-you.

1. Please check (v') the ONE best answer for your abilities at this time:

AT THIS MOMENT, are you able to, Without ANY With SOME with MUCH UNABLE
Difficulty Difficulty Difficulty To Do
&. Dress yourself, including tying shoelaces and
doing buttons? do O Qe .
b. Getin and out of bed? Jo Om ¥ Qo
c. Lift & full cup or glass o your mouth? Jo Ow e L Y
d. Walk outdoors on flat ground? LS F) Om Q¢ L Y
e. Wash and dry your entire body? I )Y dm 8 e O
f.  Bend down and pick up clothing from the floor? N ) dm 1 ) 1 )
g. Tum faucets on and off? ey o Qo o
h. Getin and out of a car, bus, train, or airplane? Jwo Qm B e
i, Walk two miles? oy o Q@ e
j. Participate in sports and games as you would like? Jm O ) (I I
k. Get a good night’s sleep? i Y o ey Ldopy
. Deal with feelings of anxiety or being nervous? o oy ey doy
m. Deal with feelings of depression or feeling blug? Qo day R o) s
2. How much PAIN have you had because of your iliness in the PAST WEEK? Place a mark
on the line below fo indicate how severe your pain has been:
NO M M H ] pamasBabas
PAIN 0 1 2 3 4 &5 6 7 8 9 10 ITCOULDBE
3. When you get up in the morning do you feel stiff? QyEs Ne
if you answer NO please go to item number 4.
if you answer YES, pleass write the number of minutes: , OR number of hours:
until you are as limber as you will be for the day?
4. How much of & problem has UNUSUAL fatigue or firedness been for you OVER THE PAST
WEEK? Place a mark on the line below
ceancvess [ H H HCHCHCHCH ] Faticuess
NO PROBLEM O 1 2 3 4 5 6 7 8 9 10 A MAJOR PROBLEN
§. How do you feel today compared to TWO WEEKS AGO? Please check only one:
B MUCHBETTER(Yy WIBETTER(2)  UTHE sSAME(®) LIWORSE(®4) LMUCH WORSES)
6. Considering all the ways in which iliness and health conditions may affect you at this time,

piease make a mark on the line below 1 show how you are doing:

B ' CH n : VERY POORLY

VERY WELL .
0 2 3 4 5 6 7



PATIENT INFORMATION ' _ ]

Patient Name: D.O.B.: S.S.#:
Street or P.O. Box City ST Zip
Sex: Female/Male Marital Status:  Single Married Divorced Widowed
Home Phone: Work Phone: ext: Cell:
Employer: Address:
Responsible Party: Relationship: Ph.#:
Emergency Contact: Relationship: ____Ph#:
**Referring Doctor:
INSURANCE INFORMATION

MUST LIST ALL INSURANCE POLICIES

Primary Insurance:

ID: Group#: Policy Effective Date:
Insurance Address: Phone #:

Policy Holder’s Name: D.O.B.:
Insured Party S.S.#: Patient’s relationship to Policy Holder:
Secondary Insurance: -

ID: Group#: Policy Effective Date:
Insurance Address: Phone#:
Policy Holder’s Name: D.O.B.:
Insured Party S.S.#: Patient’s relationship to Policy Holder:
Third Insurance:

ID: Group#: : Policy Effective Date:
Insurance Address: Phone #:

Policy Holder’s Name: D.O.B.:

Patient’s relationship to Policy Holder:

Insured Party S.S.#:

I authorize the release of my medical information to iny insurance carrier(s) if requested.

I authorize my insurance(s) to pay medical benefits to Arthritis Associates, P.A.

AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENTS OF BENEFITS

WE WILL NOT BE ABLE TO FILE INSURANCE CLAIMS IF THIS AUTHORIZATION IS NOT SIGNED

Sigﬂature of Patient or Responsible Party:

Date:




FOR OUR MEDICARE PATIENT’S ONLY

MEDICARE GUIDELINES REQUIRE THAT WE DETERMINE WHICH OF YOUR INSURANCE
CARRIERS MUST BE FILED AS THE PRIMARY PAYOR. PLEASE ASSIST US IN FILING YOUR
MEDICAL CLAIMS AS ACCURATELY AS POSSIBLE BY COMPLETING THE REQUESTED

INFORMATION.
THANK YOU!

PATIENT’S MEDICARE #: EFFECTIVE DATE:

1.) IS THE PATIENT ELIGIBLE FOR MEDICARE DUE TO:
OVER 65 YEARS OLD DISABILITY END STAGE RENAL DISEASE TRANSPLANT

**IF TRANSPLANT, PLEASE LIST THE DATE OF TRANSPLANT:

2.) IS THE PATIENT CURREN TLY EMPLOYED OR ON TEMPORARY LEAVE OF ABSENCE?
YES NO

3.) IF EMPLOYED, IS THE PATIENT COVERED BY MEDICAL INSURANCE THROUGH ACTIVE
EMPLOYMENT? ‘ YES NO

4) IF THE PATIENT HAS INSURANCE THROUGH CURRENT EMPLOYER, HOW MANY

EMPLOYEES ARE IN THE GROUP?
MORE THAN 100 EMPLOYEES = LESS THAN 100 EMPLOYEES  LESS THAN 20 EMPLOYEES

5.) IS THE PATIENT’S SPOUSE CURRENTLY EMPLOYED? YES NO

6.) IF THE PATIENT’S SPOUSE IS CURRENTLY EMPLOYED, IS THE PATIENT COVERED BY A
GROUP INSURANCE THROUGH THE CURRENT EMPLOYER GROUP? YES - NG

7.) IF THE PATIENT HAS COVERAGE THROUGH THEIR SPOUSE’S ACTIVE EMPLOYER GROUP,

HOW MANY EMPLOYEES ARE IN THE GROUP?
MORE THAN 100 EMPLOYEES  LESS THAN 100 EMPLOYEES  LESS THAN 20 EMPLOYEES

8.) IS YOUR COVERAGE THORUGH AN EMPLOYER GROUP COBRA PLAN 2 YES NO
(ARE YOU PAYING PREMIUMS?)

9.) ARE YOU BEING SEEN FOR ANY MEDICAL PROBLEM THAT COULD BE COVERED BY...

WORKER’S COMPENSATION YES NO
MOTOR VEHICLE/LIABILITY INSURANCE YES -~ NO

BILACK LUNG PROGRAM YES NO

H

FOR BUSINESS OFFICE USE ONLY:

RECEIVED BY (INITIAL): DATE:




