Vivian O. Rodriguez M.D., P.A.

NAME ' _Ss#

MARITAL STATUS DATE OF BIRTH REFERRED BY
LOCAL ADDRESS CITY STATE ZIPCODE
EMAIL
HOME PHONE CELL PHONE OTHER
NAME OF EMPLOYER OCCUPATION
EMPLOYER ADDRESS PHONE
SPOUSE’S NAME DATE OF BIRTH, SS#
SPOUSE’S EMPLOYER PHONE
NEAREST RELATIVE NOT LIVING WITH YOU PHONE DENTIST PHONE
CONTACT IN CASE OF EMERGENCY RELATION PHONE
FAMILY PHYCISIAN OR INTERNIST ADDRESS PHONE

WHO IS FINANCIALLY RESPONSIBLE FOR THIS BILL?

(THIS DOES NOT INCLUDE YOUR INSURANCE OR ANOTHER THIRD PARTY PAYOR)

WHAT IS YOUR PRIMARY INSURANCE? : INSURED’S NAME INSURED’S DATE OF BIRTH
RELATIONSHIP. TO PATIENT INSURED’S ID# INS. GROUP NUMBER
WHAT IS YOUR SECONDARY INSURANCE? INSURED’S NAME INS.GROUP NUMBER
RELATIONSHIP TO PATIENT INSURED’S ID# INSURED’S DATE OF BIRTH
IS YOUR CONDITION RELATED TO: EMPLOYMENT (current or previous) YES NO
AUTO ACCIDENT YES NO
OTHER ACCIDENT YES NO

THE INFORMATION I HAVE PROVIDED IS ACCURATE AND TRUE TO THE BEST OF MY KNOWLEDGE.

SIGN: DATE




New Patient Information Form

» Location (Where is the pain/problem?)
* Severity (How severe is the pain/problem?)
* Timing (Does this pain/problem occur at a specific time?)
* Associated signs/symptoms %

Date Document at Least 3
Sitting  BP / Height
Patierit Standing BP, / Weight
Supine  BP / Temp.
Referred by Heart rate Resp. rate
F

Chief Complaint/History of Present iliness _- * -

History

]

For an “Extended” History, Document 4+ Elements

* Quality (Example: color of sputum) :

* Duration (How long have you had this pain/problem? or When did it start?)

* Context (Where were you at the onset of this pain/problem?)

* Modifying (What makes the pain/problem worse or better? or Any previous episodes?)

. Medical History .

For a “Pertinent” History,
at Least 1 Specific Item for ANY ONE of the 3 Histories

For a “Complete” History,
at Least 1 Specific Item for EACH ONE of the 3 Histories

« Patient Medical History

Previous Hospitalizations/Surgeries/Serious Injuries When?

Diabetes ......coovvvennn... ONo [OVYes
Hypertension ............... O No [JYes
Cancer ...oovvvveeinnniann. O No [JYes
Stroke ..eiiiiiiniiieiian O No {OJYes
Hearttrouble ............... 0O No- [ Yes
Arthritis/gout ... voivivunnnn, ONo (O VYes * Family Medical History
Convulsions ................ O No [Yes
Bleeding tendency ........... O No O Yes
Acute infections ............. O No [OYes
Venereal disease ............ O No [JYes
Hereditary defects ........... OO No [JYes
« Patient Social History v
Marital status: [0 Single  [J Married O Separated O Divorced 3 Widowed
Use of alcohol: [ Never [ Rarely {1 Moderate O Daily
Use of tobacco: [J Never [ Previously, but quit Current packs/day
Use of drugs:  [J Never Type/Frequency
» Medications
1) 7
2) 8)
3) 9)
4) 10)
5) )
6) 12)

An excerpt from Make Medicare Work For You

© HealthCare Consultants of America, Inc. 2001, adapted with permission.

* [www.hccainc.com)

58




Review of Systems

For an “EXTENDED” System Review

Methods of Documentation

For a “COMPLETE"” System Review-At Least 10 Systems

at Least 2 Systems

|

- (Dictate responses to pert. systems, then “All other systems negative”). :

59

« Constitutional Symptoms ¢ Musculoskeletal
Good general health lately . .................. O No [JYes JOINEPAIN o vrrie e O No [ Yes
Recent weightchange ........ccovviieniianes O No [ Yes Joint stiffness or swelling ... ...veeeveerniiians ONo [JYes
BOVET .. o o st 6% 5iene o 5 il 8 5 W05 5 5 § S0 5 ¥ S0508 O No [JYes Weakness of muscles orjoints ................. O No [JYes
FatigUE: v 5 smssms o5 mmwums 35 wom 5 3 o v 5 3 e 5 5 W O No (OVYes Muscle pain Or Cramps ... vvvvvveveerenenenens O No (O Yes
Headaches . ..o et iee i O No [JVYes BAaCkPAIN «evveeieee i O No O Yes
* Eyes Cold extremities ...........ooveeiiiiiieann. O No O Yes
Eye disease Of injUry «.........eeve.. e, 0 Yes Difficulty inwalking - . .vveevneennninivennns O No [JVYes
Wear glasses/contact lens O Yes | e Integumentary (Skin, Breast)
Blurred .or double vision ... 0 Yes Rash OF tChing v vevivvevnvrneninrnenncnnnn, O No [3JYes
GlaUCOMB +nvveeeeneie e i e eraannes O Yes Changeinskincolor ....o.ovvievnianinnis. OO No O Yes
« Ears/Nose/Mouth/Throat Change in hairor mails . ................o.eel. O No [3Yes
Hearing l0ss O fiNgiNg - - .-+ v voveveenrnn..t.. O No [ VYes VAriCOSE VEINS s o v womrare s o 3 wisiv s o 3 wisseim s £ + 2 i ONo [JYes
Earaches Ordrainage . « s o s soe s s ssvsun o 4 scvain s 4 ONo O Yes Breastpain ... G No [ Yes
Chronic sinus problem or rhinitis . .............. O No [ Yes Breastlump ... O No O VYes
T ONo O VYes Breast discharge ... U No O Yes
MBUIRISOPES &+ wirn s s meommrn s wvor g 0 0 s s » poovwss o 5 O No [JYes | e Neurological
Bleeding gUMS v cvvveeeneiiii i O No [JYes Frequent or recurring headaches ............... 0 No (1 Yes
Bad breath orbadtaste .......covvveenvnnn.t. O No [JVYes Light headed ordizzy .....oooviniiiinnn.n, ONo [JYes
Sore throat orvoice change ......ooevvvennnn.. O No [JYes Convulsions OF SEIZUMES +vvvrvvvereraerennannn O No (O Yes
Swollen glandsinneck .......vevneniueniian. ONo (OYes Numbness or tingling sensations ............... O Ne [JVYes
o Cardiovascular TOBMOTS 4 iern s v 60 wimis 6 3 v wisis o 5 2 svmioin s 1 53 g » O No (JYes
HEARATOUDIE -+ + o oo e e O No [ Yes PArAlYSIS « v vt O No (O Yes
Chest pain O angiNa PECLOS + v v v v ervnnren.. ONo [ Yes Stroke ... ONo [ Yes
PAIPILALION v v veveeeeneneeeneeenanenns O No [JYes Headinjury .....ooooveneini O No O Yes
Shortness of breath with walking or lying flat ...... ONo [JYes | ePsychiatric
Swelling of feet, anklesorhands ............... O No [ VYes Memory loss or confusion .......covveeneannnn E No [ Yes
« Respiratory NEFVOUSNESS: +» s e v s s vimrmin s 5 o wutwm s s simrein v s » No (3 Ves
Chronic or frequent coughs ......ooevvrvnnn... O No [ VYes DEPTESSION ....owvneniiiiii O No [l Yes
SPIttiNG UP BIOOA . -« v evv e eeeesareananannns O No [JYes INSOMNIE + vt eveee et enaenanees O No [ VYes
Shortness of breath .......covvvennniniiann ONo OYes | eEndocrine
Asthma Or Wheezing .......eveveveenrreenens O No (O Yes Glandular or hormone problem ................ O No (O Yes
« Gastrointestinal Thyroid disease .......ovvvvees e ONo [3Yes
L0SS OF BPPELILE + v v v eernaeeee e eeaaannn ONo [IVYes Diabetes ....... R ALEREIEE R O No [ Yes
Change in bowel MOVements .. ......e.veveen.. ONo [ Yes Excessive thirst or urination ................... O No [ Yes
NGUSES OF VOMILNG + ++ v« v v eveevannenananans ONo [Yes | Heatorcoldintolerance.........covevvninnis O No [JYes
Frequent diarhea ....vveeerevreernennnnnnns ONo [ VYes Skin becoming dryer .......... ... O No [JYes
Painful bowel movements or constipation ........ O No [J Yes Change in hator glovesize .........coveevntnn. O No [ Yes
Rectal bleeding or blood instoo! ............... ONo [JYes | eHematologic/Lymphatic
Abdominal pain or heartburn .........ooiiii O No [JYes Slow to heal after cuts
Peptic ulcer (stomach or duodenal) ............. O No [JVYes Bleeding or bruising tendency
» Genitourina . Anemia
Frequent uring¥ion .......................... O No O Yes Phiebitis
Burning or painful urination . .. ....vveeveneen. ONo [JYes | Pasttransfusion
BIOOG I UFIN - o v ee e seeeeee e O No [ Yes Enlarged glands . ...t ONo (OYes
Change in force of strain when urinating ......... O No OYes | e Allergic/iImmunologic
Incontinence or dribbling . .......ooviiiaiaint ONo [JYes History of skin reaction or other adverse reaction to:
Kidney.Stones: «« s wme s s smse s wme v o nmow s s wvwsn s O No [ Yes Penicillin or other antibiotics ................ O No [JYes
Sexual AFGIRY « sws s s womm s o 0 s o 0 ipre s ¢ wropegs ONo [JYes Morphine, Demerol, or other narcofics ......... O No [OYes
Male—testicle pain «.vovvvveeennenrvneeenunns O No 0O VYes Novocaine or other anesthetics .............. ONo [JYes
Female—pain with periods .................... (O No [ VYes Aspirin or other pain remedies ........... ... O No [ Yes
Female—irregular periods .. .......coovninntn, ONo [OYes Tetanus antitoxin or other serums . ............ O No 3 Yes
Female—vaginal discharge ..............oouuns O No [JYes lodine, methiolate or other antiseptic .......... O No [JYes
Female—# pregnancies _. # miscarriages,
Female—date of lastpapsmear____ /[ Other drugs/medications
Female—age of menarche _____
Femnale—age of first pregnancy Known food allergies
Female—last menstrualperiod ___ /[
Additional Comments
Physician Date
An excerpt from Make Medicare Work For You  © HealthCare Consultants of America, Inc. 2001, adapted with permission.  [www.hccainc.com]




FAMILY AND FRIENDS CONTACT FORM

We strongly recommend that you consistently bring a family member or friend with you to your
appointments. We ask that you bring no more than a maximum of two persons at each visit.

Persons who are involved in your care (family, friends, other doctors, etc.) may inquire about your
“reatment, lab results, prescriptions, etc. - Please let us know what persons we may share information
with. (Please note: In emergency situations or other situations outlined in our Notice of Privacy Practice we
may share information with others who are not specifically listed on this form.)

.

What is the BEST phone number for us fo contact you?

Phone Number:
What is this number (Home, Work, Cell, Other)?
From time to time we will leave a message for you (as stated in our Notice of Privacy Practices) on an

answering machine, voice mail, or with another individual in your absence. Is it OK for such message to
include details (such as diagnosis and medication information) at this number?

What other ways mav we contact yveu? Please list any that are acceptable ways to reach vou.

Home Phone Number:
Is it OK to leave a~ detailed méssage at this number in your absence?
Work Number:
Is it OK to leave a detailed message at this number in your absence?
Cell Phone Number: '

Is it OK to leave a detailed message at this number in your absence?
Other:
Is it OK to leave a detailed message at this number in your absence?

Signature of Patient or Legal Representative Date

Print name of Patient or Legal Representative Relatienship to Patient

Family and Friends Contact Form .




ACKNOWLEDGEMENT OF NOTICE OF PRIVA CY PRACTICES
. Vivian O. Rodriguez M.D.P.A.

l, (print name), acknowledge and

agree that | have reviewed a copy of the Vivian O. Rodriguez M.D.P.A. . Notice of

Privacy;Prac’cices.

I'also understand that an-electronic copy of this and other documents requiring my
signature will be accepted as an original.

Signature of Patient or Patient's Legal Representative Date

Print Name of Legal Representative Relationship to patient

CLINIC USE ONLY:

If written acknowledgement of the Notice of Privacy Practices was not obtained, please document the
effort(s) made in good faith and the reason(s) why such acknowledgement was obtained.

Clinic Name:

Name of Patient: ;
Efforts made to obtain Acknowledgement:

Reasons why Acknowledgement was not obtained:

Signature of Employee Date

Print Name of Employee ' Title

Notice Acknowledgement




