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Dear Patient:

Enclosed you will find a questionaire to be completed.  This is to be completed and returned to our office prior to your appointment. 

Please contact our office at your earliest convenience if you are unable to keep this appointment. 

Our office does not participate with Workman's Compensation injuries, narcotic pain management, or injuries from auto accidents.  

Sincerely,

M. Rezaian, MD
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Below there are several important points that we wish that you review and sign below indicating that you have reviewed these.

 1. We make every effort to keep on schedule but here is a possibility that we may fall behind. Therefore please allow a two hour time for your visit.

2. We do not participate in Worker's Compensation plans. If your condition is work related, please call and cancel your appointment.

3. We do not participate in auto-accident related cases. If your condition is related to an auto-accident, please call and cancel your appointment.

4. We do not precribe narcotic pain medications online. If you are on narcotic pain medications, you have to have another physician write those prescriptions for you. 

5. If your insurance needs a referral, please call our office in advance to make sure your referral has been sent. We can not call to get a referral for you. 

Please sign below indicating that you have read the above.

____________________________________________

Name:

Date: 
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Name:___________________________________________________

Address:_________________________________________________

________________________________________________________

Home Phone:  (     )_______________ Work Phone (     )____________

Cell Phone: (     )_________________  

Emergency Contact Name and Phone Number____________________

_________________________________________________________

Date of Birth_________________________________

Social Security Number:______________________________________

Martial Status:     M  D  S  W          Sex:      M    F                 Age:__________

Occupation(indicate if student)_________________________________

Present Employer____________________________________________

Primary Care Physician________________________________________

Referring Doctor______________________________________________

Reason for Referral____________________________________________

Name of Insurance____________________________________________

Policy Number________________________________________________

Group Number________________________________________________
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Person Responsible For Payment If Not The Patient

Name:_____________________________________________________

Address:___________________________________________________

__________________________________________________________

Home Phone:  (     )______________  Work Phone (       )______________

Cell Phone: (       )________________  

Emergency Contact Name and Phone Number_______________________

Date of Birth________________________________

Social Security Number:________________________________________

Martial Status:    M  D  S  W         Sex:      M    F             Age:______________

Occupation(indicate if student)__________________________________

Present Employer_____________________________________________

All professional services are charged to the patient and patient is responsible for all the fees regardless of insurance coverage.  It is also custom time of the visit patients are responsible to pay for services at the visit unless other arrangements have been made in advance of the visit with billing office.  

Insurance Authorization and Assignment.

Name of Beneficiary__________________________________________________
I hereby request that payment of the authorized Medicare or other insurance company benefits to be made on my behalf to Michael M. Rezaian, MD for any and all services furnished by Dr. Rezaian.  I hereby authorize any holder of medical information needed to determine these benefits or the benefits payable to related services.  I understand my signature requests that payment be made and authorized the release of medical information necessary to pay the claims.  If item 9 of HCFA-1560 claim form is completed my signature authorizes releasing of the information to the insurer, or agency shown in Medicare other insurances's assigned cases Dr. Rezaian agrees to accept the charges determination of the Medicare other Insurance Company as the full charge and the patient is responsible only the the deductible and non-covered services.  Co-insurance and the deductible are based upon the charge determination of the Medicare Other Insurance. I also hereby authorize Dr. Rezaian to obtain my previous medical records from my current and previous physicians, hospitals, laboratory facilities, imaging centers, and board of pharmacies.

MEDICAL RECORD: I understand that if my medical records are to be copied for any reason, I will pay the required cost for the coping my records either to Dr. Rezaian or to an outside coping service for coping my records.

AUTO INJURY OR WORK INJURY:  I understand that if my medical problem(s) for which I am being evaluated for are determined to be caused by physical injury at work or in an auto accident by Dr. Rezaian,the initial consultation would be for evaluation only and not to provide medical care.  I understand that in such a case no physician-patient relationship is established unless Dr. Rezaian decides to provide follow-up care to me.

HMO PATIENTS: I understand that I am responsible for obtaining both referrals and paying the co-payment I also understand that I am responsible for all the fees for my office visit if for any reason my primary care physician fails to send a referral.
Signature:_________________________       Date:____________________

Rural Outreach Arthritis Center © 2009
Please Circle if you have or had the following Medical Problems:
Abnormal blood counts

Alcohol addiction

Anaphylactic reaction

Anemia

Angina

Ankylosing spondylitis, 

Aortic aneurysm

Asthma

Bipolar disorder

Birth control pill use

Bleeding from bowel

Bleeding from stomach

Bleeding tendencies

Blood clots

Blood transfusions

Bowel Problems

Cancer of breast

Cancer of colon

Cancer of prostate

Cancer of the lungs

Cancer/tumors

Carpal tunnel syndrome

Celiac disease

Chemotherapy

Childhood arthritis

Chronic back pain

Chronic fatigue syndrome

Chronic lung disease

Chronic neck pain

Chronic pain

Colitis

Constipation

COPD

Cohn's disease

Depression

Diabetes

Diarrhea, frequent

Drug addiction

Eczema

Emphysema

Epilepsy / Seizures

Rural Outreach Arthritis Center © 2009
Please Circle if you have or had the following Medical Problems:
Eye problems

Fibromyalgia

Fracture history

Frequent infections

Gastric reflux / heartburn

Gonorrhea

Gout

Growing pains

Handedness, left

Handedness, right

Hashimoto's thyroiditis

Headaches                                                                                   

Heart attack

Heart disease

Heart failure

Hepatitis

Hepatitis B

Hepatitis C

Herpes

High blood pressure

History of pneumonia

History of Psychiatric Problems

HIV/AIDS

Hyperlipidemia

Injuries related to auto accident

Irritable bowel syndrome

Kidney problems

Kidney stones

Leukemia

Liver conditions

Lupus

Lyme disease

Lymphoma

Middle back pain

Migraines

Mixed connective tissue disease

Multiple sclerosis

Neurodermatitis

Neuropathy

Numbness, toe

Obsessive-compulsive disorder
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Please Circle if you have or had the following Medical Problems:
Osteoarthritis

Osteomyelitis

Osteoporosis

Over-active thyroid

Paget's disease

Pancreatitis

Parkinson's disease

Peripheral vascular disease

Polio 

Polymyalgia rheumatica

Polymyositis

Positive skin test for Tuberculosis

Post Traumatic Stress Disorder

Psoriasis

Radiation therapy

Raynaud's phenomenon

Recurrent diarrhea

Reiter's syndrome

Renal failure/insufficiency

Rheumatic fever

Rheumatoid arthritis

Sarcoidosis

Scleroderma

Sepsis

Shingles

Sjogren's syndrome                                                                                                     

Sleep Apnea

Spleenectomy

Stomach ulcer

Stroke

Suicide attempt

Syphilis

Tendonitis, recurrent

TMJ disease

Toxoplasmosis

Tuberculosis

Under-active thyroid

Work injury

Rural Outreach Arthritis Center © 2009
Other Medical problems:

________________________________________________________________________________________________________________________________________________________________________________________________________________

Please indicate the reason for the referral to be seen at our office:

_________________________________________________________

Please circle the areas that you hurt:
Shoulder   Right  Left   Stiffness  Swelling   Getting Better  Getting Worse   No change

Arms        Right  Left   Stiffness  Swelling   Getting Better  Getting Worse   No change

Elbows     Right  Left   Stiffness  Swelling   Getting Better  Getting Worse   No change

Wrist        Right  Left  Stiffness  Swelling   Getting Better  Getting Worse   No change

Hand        Right  Left   Stiffness  Swelling   Getting Better  Getting Worse   No change

Hip         Right  Left   Stiffness  Swelling    Getting Better  Getting Worse   No change

Legs       Right  Left    Stiffness  Swelling    Getting Better  Getting Worse   No change

Ankles    Right  Left   Stiffness  Swelling    Getting Better  Getting Worse   No change

Feet        Right  Left   Stiffness  Swelling     Getting Better  Getting Worse   No change

Knees     Right  Left   Stiffness  Swelling    Getting Better  Getting Worse   No change

Neck           Right   Left  Stiffness   Spasm    Getting Better  Getting Worse   No change

Mid-Back   Right   Left   Stiffness   Spasm   Getting Better  Getting Worse   No change

Low-Back  Right   Left  Stiffness   Spasm    Getting Better  Getting Worse   No change

Jaw             Right   Left  Stiffness   Spasm    Getting Better  Getting Worse   No change

Heels          Right   Left                                 Getting Better  Getting Worse   No change

Please write the Name of Doctors who treated your current problem(s):

________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Please circle if you had these tests:

Blood tests for Arthritis (BLR)       X-rays (XR)       MRI Exam(MRR)      CT Scan (CTR)       

Bone Scan (BSR)   Nerve Testing (NCS)     Bone Density Test (DEXA)    

24 hour urine test (24UR)

Please circle if you had these before prior to start of your pain and stiffness :

Finger tips turning white in the cold, 

eye redness or pain

tick bite

Flu like symptoms such as fever, chills, aching all over, runny nose, cough

infections

pain with urination or discharge

severe sunburn

diarrhea

skin rash

Please circle if you use a: cane     walker     scooter     wheelchair

Have you had physical therapy?     Yes    No

Have you had Chiropractic treatment?    Yes    No

Do you attend water therapy?  Yes    No

Do you exercise regularly?   Yes     No
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Please indicate those that apply to you: 

General: Weight Gain, Weight Loss, Insomnia, Difficulty with activity, Recent injury, Stiffness, Fatigue

Skin:  Rashes, Hives, Ulcers, tick bite, sun sensitivity, swelling
Head: Tenderness of Scalp, headaches, hair loss, or Dizziness.

Eyes: Blurred vision, redness, pain or discharge

Ears: ringing in the ears, pain, swelling, or discharge.

Nose: Nose ulcers, pain, or discharge. 

Throat and Mouth:  Mouth ulcers, Sore tongue, Sore throat, Mouth pain, difficulty swallowing

Chest: Cough, shortness of breath, wheezing, pain, 
Heart: Chest Pain, palpitations, pain in legs /calves with walking, Heart attack, Heart failure.
Bowels: Changes in appetite, heartburn, abdominal pain, diarrhea, constipation, or bloating.

Bladder: pain, ulcers, difficulty with urination 

Nerves: numbness, weakness, or seizures.

Infections: recurrent infections, false positive test for syphilis
Blood: easy bruising, abnormal blood tests, 

Please Circle these if they occur in your Family:

Cancer 

Cancer of breast

Cancer of colon

Cancer of the bone

Childhood Arthritis

Growing pains

Chronic back pain

Chronic neck pain

Kidney Stones

Colitis, Crohn's disease

Ulcerative colitis

Hashimoto Thyroiditis

hypothyroidism, 

Lupus, 

Alcoholism

Depression

Fibromyalgia

Gout

Osteoporosis
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Please Circle these if they occur in your Family:

Eczema

Psoriasis

Rheumatic fever

Rheumatoid arthritis

Sarcoidosis

Scleroderma

Sjogren's syndrome

Tuberculosis

Other ___________________________________________________________

Please Circle These Medications if you have taken them in the past.

Aspirin (Ecotrin)     Bufferin      Ibuprofen (Advil, Motrin, Nuprin)     Tylenol (Acetaminophen)

Orudis (Ketoprofen, Oruvail)      Etodolac (Lodine)     Indocin (Indomethacin)        Sulindac (Clinoril)

Oxaprozin (Daypro)            Flurbiprofen (Ansaid)    Tolmetin (Tolectin)     Trilisate, Salsalate, Disalcid

Celebrex   Vioxx    Bextra    Mobic (Meloxicam)    Toradol (Ketorolac)     Diclofenac (Voltaren,  cataflam)

Nabumetone (Relafen)     Naproxen (Naprosyn, Aleve)     Piroxicam (Feldene)    Meclomen (Meclofenamide)

Diflusinal (Dolobid)      

Methotrexate    Sulfasalazine     Remicade       Enbrel    Humira    Rituxan  Kineret   Simponi  Cimzia

Arava (Lufenamide)    Imuran (Azathioprine)     Abatacept (Orencia)     Plaquenil (Hydroxychlorquine)

Cyclosporine     Cytoxan     Cellcept      Medrol    Steroid Injection    Prednisone   Decadron   Celestone 
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Please Circle These Medications if you have taken them in the past.

Actonel    Boniva   Fosamax     Reclast    Forteo    Estrogen      Aredia     Calcium     Vitamin D 

   

Adapin (Doxepin)    Celexa (Citalopram)    Lexapro (escitalopram oxalate)     Nardil  / Parnate 

Paxil     Prozac    Zoloft    Pamelor (Nortriptyline)     Elavil (Amitriptyline)    Deseryl (Trazodone)  

Depakote        Wellbutrin        Seroquel           Cymbalta         Remeron      Luvox      Effexor

Cyclobenzaprine (Flexeril)              Norflex (Orphenadrine)       Norgesic (Norgesic Forte)      

Parafon Frt (Chlorzoxazone)        Robaxin (Methocarbamol)       Skelaxin (Metaxalone)             

Carisoprodol (Soma, Rela)                 Zanaflex (Tizanidine                  Provigil (Modafinil)

Darvon / Darvocet     Ultram (Tramadol)    Oxycodone (OxyContin, Percocet, Percodan, Roxicodone, OxyIR)        

Talwin NX (Pentazocine/NX,  Talacen)        Vicodin (Hydrocodone APAP, Norco, Loracet, Lortab) 

Duragesic (Fentanyl Patch)       Morphine (MS Contin, MSIR, Kadian, Avinza)
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Methadone      Opana        Tylenol      Tylenol arthritis      Codeine       Hydromorphone  (Dilaudid)
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Please Circle These Medications if you have taken them in the past.

Diazepam (Valium)     Lorazepam (Ativan)        Klonipin           Ambien(Zolpidem)   

Sonata (Zaleplon)        Temazepam (Restoril)    Dalmane       Lunesta (Eszopiclone) 

Rozerem (Ramelteon)           MSM             Herbal Medications       SAMEE    

Glucosamine Sulfate      Chondritin Sulfate                    Melatonin          Valerian Root        

List all medications that you are currently taking:

___________________________________________________

___________________________________________________

__________________________________________________

__________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________
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Please List those medications that you are Allergic to:

_____________________________________________________________

_____________________________________________________________

 

_____________________________________________________________

_____________________________________________________________

______________________________________________________________

Please Circle those that apply to you:

Alcohol use:  

Do not drink

Social, mild, moderate, heavy, before bedtime

Recovering alcoholic

Alternative medicine use:   

Vitamin supplements, mineral supplements, herbal supplements, acupuncture treatments, aroma therapy, chelation therapy, chiropractic treatments, homeopathic treatments, massage therapy, oriental medicine treatments, qigong treatments.

Exercising:   

None. exercises 1 to 2 times per week, exercises 2 or 3 times per week.  excercises 3 to 4 times per week.

Sleep habits: 

Less than 6 hours of sleep of sleep a night, 6 hours of sleep a night, 7 hours of sleep a night, 8 hours of sleep a night, 9 hours of sleep a night.

Illegal drug use:

None

Marijuana Use

formerly used illegal drugs

recovering from drug addiction

treated in drug rehabilitation center

Pets in the home:   
Bird

Cat 

Dog
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Please Circle those that apply to you:

Tobacco use:  

Never smoked before

Current smoker

Former smoker

Chewing tobacco

Vaccination Hx:

hepatitis A series

hepatitis B series

influenza

meningococcal meningitis

Pneumonia vaccine

Shingles vaccine

Date of Last Chest X-ray__________________    

Date of Last Tuberculosis testing___________________

Date of Last Bone Density________________________

Please Circle if you have had these operations:

abdominal surgery

anesthetic complications

artificial joint replacement

back or neck surgery

Heart Bypass

cancer surgery

carpal tunnel surgery

Stomach bypass surgery

hysterectomy

hemorrhoid surgery

hernia repair

hip fracture

Rotator Cuff Surgery

sinus surgery

Others:________________________________________________________________
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Please check the column which is the best answer for your abilities at this time.  AT THIS MOMENT are you able to 

                                            Without ANY             With SOME              With MUCH             UNABLE to

                                                        Difficulty (1)            Difficulty (2)              Difficulty (3)              Do (4)

Dress yourself, including tying

shoelaces and doing buttons?        _________             __________             __________          __________

Get in and out of bed?                   __________            __________             __________          __________

Lift a full cup or glass

to your mouth?                              __________            __________             __________           __________

  

Walk outdoors on flat ground?       __________            __________              __________         __________

Bend down to pick up clothing 

from the floor?                                __________            __________             __________          __________

Get in and out of a car?                  __________            __________             __________          __________ 

Turn regular faucets on and off?   __________             __________            __________           __________

                                                                            Total Score:____________
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