Greenwich Medical P.C.
'PATIENT DEMOGRAPHICS FORM

Please Print
Pafient name:

Last First - Middle
Address:
Number Street Apt# State Zip code
Home phone: Work: Cell:
Emall address: | Date Of Birth:
Soclal Sec #: Sex: Age:
Marital Status: SINGLE. MARRIED DIVORCED WIDOWED
Student? Y or N If yes, part or full time; School name:
Person Insured: | Relationshlp to patient:
Address of insured:
Number Street Apt¥ City State Zlp code
‘Soclal Sec #:. DOB: Phone#;

Person Insured's Employer and Address:

Brimary insurance Information: - Secondary Insurance Information:
Information needs to be completad

INSURANCE. : Ins

ID# . ID#

GROUP# ' Group#

Reason for visit
Accident related? Yes or No If Yes, auto work related

Who is your Primary care doctor?

Emergency contact:

Name Phone Relatlon

ASSIGNMENT & RELEASE: | hereby authorize my Insurance benefits to be pald directly to Greenwich Medlcal and | am
financlally responslble for any non-covered services, | also authorize Greenwich Medlcal to ralease any Information

required In the processing of all my clalms,

SIGNATURE: DATE:




Greenwich Medical, P.C.

Arthritis, Lupus, Osteoporosis & related disorders
Ndudi O. Oparaeche, MD

Office Hours: 8:00 AM to 5:00 PM, Monday, Tuesday, Wednesday, Thursday and Friday.

We are closed for lunch from 12:00 to 1:30 PM, phones are turned over at that time. The
phone lines are open from 8:00 AM to 12:00 PM and 1:30 PM to 5:00 PM.

Note: Dr. Oparaeche is out of the office on Thursdays.

Parking is located in large parking areas directly across and around our office building. Reserved
parking for disabled individuals is located close to the main lobby doors.

The following is a list of general office procedures and policies. Please feel free to ask about any
questions or concerns you may have.

1) There is always a physician on call when our office is closed. Please use this service for non-life
threatening emergencies to be referred to the appropriate facility for medical advice, treatment and
follow-up. If you have a life threatening emergency, always call 911.

2) All patients are recommended to follow set protocols for their individual diagnosis (i.e. labs, x-rays
and all other recommended procedures).

3) 24-hour notice is required for cancellation of an appointment. If an appointment is canceled less
than 24 hours in advance, a $50 fee will be assessed that is not billable to insurance.
Extenuating circumstances will be taken into consideration. A $75.00 fee will be assessed for no
call, no shows. This is the patient’s responsibility, insurance will not be billed.

4) Our office operates by appointment only. If you arrive more than ten minutes late for your
scheduled appointment time, you may be asked to reschedule.

5) If you have more than 3 cancellations/missed/rescheduled appointments, it is at the Physician’s
discretion as to whether they will continue to see you.

6) Medication refills need to be phoned into your pharmacy 48 hours in advance. Refills will be
handled during office hours only. The on-call doctor will not refill medication.

7) Mail-away (90-day) prescriptions will not be called in by our office staff due to telephone hold
times of 30-45 minutes. You can contact your pharmacy and have them fax us a request which we
will fax back to them OR we will mail you a 90-day prescription that you can mail to your
pharmacy. Please contact us 2-3 weeks prior to when you are in need of your medications.

8) It is the patient’s responsibility to have a current referral or pre-certification for the services
rendered at each visit. To avoid complications or misunderstandings, we ask that you arrange for a
hard copy of the referral or a phone call from your primary care physician’s office to be forwarded
to our office prior to your visit.

9) Our office is Medicare non-assignment. Payment is due at the time of service.

10) Copay is due at the time of service. A $5 per month surcharge will be added for unpaid copay..
11) There will be a $45.00 fee assessed for all returned checks.

Sincerely,

Greenwich Medical, P.C.

Patient’s Signature Date

Office: 9570 South Kingston Court Ste 220 Englewood, CO 80112
Phone: 303-515-2912 Fax: 303-955-6660



Greenwich Medical, P.C.

CONSENT TO DISCLOSE PROTECTED HEALTH IN FORMATION

1. I grant permission to Greenwich Medlcal, P.C. to disclose health
information of the following individual as specified below:

Patient Name:
Preferred Name:
2. I authorize the information to be disclosed as specified below:

0O On my voicemail/answering machine at home (specify phone #)
O On my voicemail/answering machine at work : (specify phone #)
(specify phone #)

{0 On my voicemail on mobile phone

[ To the following family member(s) or other persons):
/ /
Name Relationship Phone Number

/ /
Name ; Relationship Phone Number

3. The type and amount of information to be disclosed is as folldws:

Any information abouﬁbe patient’s treatment* OR:
0 Laboretory results Medical instructions or advice

O X-Ray reports [J Prescription drug information
O Appointment information, inoluding confirmation/cancellation of eppointments

O Other (specify)

*] understand that this may include detailed personal medical information including med:cal services to be provided
as well as any information listed in #3 above,

Signature of Patient or Print Name ' Date

Authorized Personal Representative
(Please attach apphcablc legal documentation of authority)

This consent form will expire when revoked by the patient/reprasentative,



RHEUMATOLOGY PATIENT HISTORY FORM
Date: / 1 _
NAME! : _ Birthdate: ../ /

First ..
Age: Sexﬂo\/t

Merital status: O Never married arried Dlvorce.d:jse-paratedD\ddowed Dartnenedislgniﬂcant other

Whom do we thank for referring you here?

Name of your prinary care shysician:

Desoribe briefly your present symptoms: -qumzahade all the lotations-of your pain over the jfnst wéek dn
; - the l:o:lr‘ﬂgurn and hands.
Example:

Left -

When did yeur symptoms siart?

RigN  areyou _____ rightor ____1aM harited?
C~hieh harid do.you Bign Jour nama with?)

What diagnosis have you been given, If any?

Please Nl the names of other hraotltlonar’é you have seen for this prdblem:

Previous treatment for this problem (include physical therapy, surgery, and Injections; medications to be ligted
later):

1 Physician initials -



RHEUMATOLOGIC(ARTHRITIS) HISTORY

At'dny tire have.you or a blood relative hiad any. of the following?+(check if “yes").
, Youesalf Rélfl.l.v.e' - Name/relationship.

Arthritis (type unknown) -

Osteoarthritis: -

Rheumatcid:arthritis -

Gout -

Lupus.or*SLE" -

Ankylosing spondylitis - -

Childhood arthritis -

Sjogren's syrdrome -

Osteoporosls -

Psoriasis/psoriatic.arthritls -

PAST MEDICAL HISTORY ,

oyau, Apw of have.:you ever had: (check if "yes"):

Riabates Heart murmur ] Crohn's disease
High blpod pressure Pneumonia Colitis
High cholesterol ] Pulmonary-embolism Anemia’
Hypothyroldism Asthma Jaundice:
Golter- Emphysema. Hepatitis
Cancar(type) Stroke Stamach or peptic ulcer
Leukemia Epllepsy (selzures) Rheumallc fever
Psorlasis Cataracts’ Tuberculosis
Angins Kidney disease [ Hiv/AIDS'

[[] Heart problems [C] Kidriey stones-

Other significant illnesses (please list):

Previeus Qperations ,

Type Year Reason

1;

2!

3 }

4;

5.

6

7.

Any previous:fractures? ] No[) Yes ~ Describe

Any-other.serious injuries? [ JNo [[J Yes Describe

Do y..ou.smb_ke? (O] Yes - How much?"

. o [C)in the past - How leng-ego?’

Do you drink aleqhol?[(] No [J Yes: Usual drink: How much:
Has anyone evertold you-toicut down on.your drinking Ye{ |No
Do you.use drugs. for reasons that are not medica N Yes If yes; please list;
Do-you get.enough sisep-at.night?) Yes[JNo
Do:yow wake up. feeliag rested? "] Yes []No.
2

Physician initials



MEDICATIONS |
Drug allergles:[ ] No [] Yes To what?

Please list ary medications that.you are now-taking. incliide nof-préscriptidn madieations, such.as aspirin, vitamiris;
glicosamine, lakatives, calcium; sfc.

Name of drug . 'Dose {include:strength-and number of pills .ﬁet day)
1.

2J

What-:madications have you taken previously?

PERSONAL HIS.TORY
What ls your highest-éducationél level?: %ngh-school'[:l Some oollege courses[ "] College graduate-
Advanced degree

Whiat Is your suirent or past oogupation?

Are you urréntly working? [} 'Yes ] N6 1f yes; holrsiweek .,  If tiot; are.you Jretired ] disabled(] sick leave?
Do you fecelve disabllity o $612 [JYes[]No  If yes; for what disabllity?
Whiat date did this disabllity begin?
With. whorn do you currently live?

‘How much axercige do-you get each week? ‘What Kind of axerclse?

FAMILY HISTORY - ,
IF LIVING. IF DECEASED
Age ... Health .. Age:at death ___Cause . ...
Father
_Mothar —
Number of s/blings: Number living
Nurmber of children Numberliving __________ List.ages of each

Health af childran;

3 - Physician initials .___




Date:of last eye exam
Date. of last bone density test

Result of last T8 (PPD) testaENaver dona. DNegaﬂve UPoalﬂve

GENERAL
Reoant welght gain;:how much____
‘Retant welght loss; how much
Fatigue
Weaknass
Fuavar
Night éweals

MUSGLE/OINTS/BONES
Motlfig stiffiess
' Lesting how Idng __ Minutes

- Haurs
H Jolnt pain
Musale weaknass
L Jolnt swaliing
Listjoints aftected in the lasf 6 months

EARS
Inging In eers
=083 of hearing

Logs of vision’

Boubla or blurred viston.
Dryness

Febls. lilké something in eye

Sores in mouth

08§-0f taste

Drynass

Retent Increase In t2oth cavitles

Bﬂumbleads

Loss:of smell

SYSTEMS REVIEW

Dateof last chest -ray,

OMACH AND INTESTINES

Nausea

Heartburn

Stomach pain rellaved by food
Vonlting of blood/coffes grOUnds’
Yellow Jaundica

Incraasing constipation
Parsistant digrrhea

Blood In stools,

Black stools:

KIDNEY/URINE/BLADDER
Diffisult urlhation _
Paln or burning on urination
Blood In urine
Cloudy, *smoky" urine
Rus In urine.
Discharge from penis/vagina
Frequent urination:
Getting up at night to pass urine
Vaginal dryness

Rash/uicers
Sexual difficulties

Prostate trouble

Date:test performed:
THROAT BLQOD
Fraquent sore throats. Anériila
Hoarseness Bleading tendenicy
Ulfficulty In swallowing
Paln:in jaw while chewing SKIN
D Easy brulsing
NEGK [ Redness
E_‘s_wollen glands Rash
ender glands Hives,
Sun sensitive
HEART AND LUNGS Skin tightness
[C]Pain I chest Nodules/bumps:
Irreguler heart beat Halr loss
Sudden changes In hedrt best Color changes of
Shartness of breath hands or feet in the
Difficulty In breathlhg at hight cold (Rayhaud's)
Swollen legs or.faat
Cough NERVOUS SYSTEM
Coughing. of bibed
" [JWhestzing,

Heagdaches
Dizziness
Falnting br loss of consclousness
Numbness or tingling in hands/fest
Msémory loss
Muscie weaknéss

YCHIATRIC

Deprassion

Excesslve wdrriés
Difficulty falling esleep
Difficulty staying asleep

For-women énly:

Age when pariods began:

Number of pregnancles;

Number of miscarriages:

Hava ou reached menopause?
Yes If yes, at what age!

Data of last Pap smear;

Date of last mammogram:

M you are: still havipg perl
Ata they ragulat? Yaa
How many days apart?

e e e

Physician initials _



CORRONA miodified HEALTH ASSESSMENT (mHAQ)
PATIENT QUESTIONNAIRE |

PAGE 1 of | ' Site ID

PatientID ____: | Date

Please mark the one response which best deséribes your usual abilities aver the past few days:

Without ANY With SOME  With MUCH UNABLE
Difficulty DifSeulty Difficulty to do

1) Dress yourself, including tying shoelaces and doing buttons?

2.) Qet In and out of bed?

3) Lift a full cup or glass to your mouth?

4,) Walk outdoors on flat ground?

$.) Wash aad dry your entire body?

6.) Bend down and pick up clothing from the floor?

?7.) Tum regular faucets on and off? .

8.) Qet in and out of the casr?
SUBJECT ASSESSMENT OF PAIN & DISEASE ACTIVITY

PAIN: How much pain have you had because of your arthritis? Put a mark on the scale ( like this | ) to show how
severe your pain has becn. ,

NO PAIN .. PAIN AS BAD AS
ERIEE 20725 30 35 40 45 50 55 8 65 70 75 %0 85 90 95 100 [T COULDBE

DISEASE ACTIVITY: Comldering all the ways arthritis affocts you, put & mark on the scale ( like this| ) to show
how. well you are dolng.

VERY WELL ., . . . VERY POORLY
' a 3§70 16 20 25 30 35 40 45 20 sseoouws 30359095100

SKIN DISE ACTIVITY Wﬂmﬂﬂﬂ Put a mark on the scale ( like this | ) to show the activity
of your DISEASEO

VERY WELL -, .. VERY POORLY
0 § 10 13 20 25 30354045 5035 6063 7075 80 85 90 95 100

Copyright 2000-2008 ® CORRONA, Inc.
2007-10-15 Bsl. mHAQ v.7

5 Physician initials



