ARTHRITIS ASSOCIATES
www.sebbaarthritis.com
33920 US 19N SUITE 241
PALM HARBOR, FL 34684
PHONE: 727-773-9793 FAX: 727-773-0674

ANTHONY SEBBA,MD ANJALISHETTY,MD ROHAN CHAWLA,MD SHREYA GOR, MD

Dear ,

Welcome to Arthritis Associates.

This letter is to confirm your appointment for a consultation on at

Because we reserve more time for your first appointment, if you do not hear from us the day
before your appointment, please call us at 727-773-9793, option one, to confirm your
appointment time. There may be a charge for missed appointments or appointments cancelled
without 24 hours’ notice.

We are located in the Harbor Park building complex on the west side of US 19, corner of
Nebraska. There are two entrances, one on US Highway 19 and one on Nebraska, across from
Sprouts. The building is located behind the Verizon and Grain & Berry stores on US 19.

Normal office hours are 7am — 4:30pm, Monday through Thursday. We are closed on Friday.
Please fill out necessary paperwork prior to your appointment time:

Patient History forms

Patient Information form

Patient Assessment forms

Financial Agreement
Patient Consent form

If your insurance company requires a referral or authorization to see a specialist, please make
sure we receive this from your primary care physician before the date of your appointment.

Please make sure you or your referring physician provides us with all relevant medical records
including labs, x-rays, MRI, and CAT scans.

Thank you for choosing Arthritis Associates.

Sincerely,

The staff of Arthritis Associates
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Arthritis Associates

Dear Patient:

The completion of forms represents an administrative service to patients
beyond the provision of medical care. The time and effort involved in
providing special requests results in significant costs especially when
multiplied over the large number of patients our practice services.

Financial Assistance may be available for your medication, but it is also an
added administrative burden requiring time and effort of our staff and
physicians. Please be aware there is a fee for each application and
renewals applications for each medication. For this fee:

Arthritis Associates can direct you to the financial assistance/foundation
based on medication

Arthritis Associates will fill out physician portion of forms and obtain
physician signature

Arthritis Associates will fax appropriate documentation to program and
maintain a copy in patient’s chart

Patient will be responsible to follow-up with foundation/program and
keeping track of renewals.

Arthritis Associates will provide any follow-up documentation required by
foundation/program, such as insurance authorization or attempted
authorization, including appeals.



Arthritis Associates
Financial Agreement

This is a financial agreement between you, the patient, and Arthritis Associates. Please review and initial
each policy below:

Your insurance policy is a legal contract between you and your insurance company and it is your
responsibility to know your medical benefits.

You will be responsible to provide current insurance information prior to each visit and bring your

insurance card to each appointment. Even minor changes to your insurance may make a big difference.
If we are not informed of changes in your insurance, you could be responsible for medical charges.

Under the terms of your contract with your insurance company, we must collect any Copay prior
to you being seen. If you cannot pay the Copay upon checking in, you may be rescheduled.

Under the terms of your contract with your insurance company, and our agreement with them, all
referrals and prior authorizations are required before we see you. We respectfully ask that you contact
your primary care physician for this authorization. If we do not receive the authorization before your
visit, we will need to reschedule your appointment.

You agree to pay our fee of $25 if you do not show for your scheduled appointment or cancel it
within 24 hours.

You are aware that there is a charge for special requests such as disabled parking applications,
financial assistance forms (physician portion only), any letter written by physician/provider, FMLA forms,
short/long term disability forms (functional capacity evaluations are not done here).

WE ARE NOT MEDICAID PROVIDERS. If you have a Medicaid plan, secondary or supplemental to your
primary insurance plan, we cannot accept this insurance. By signing this Agreement, you agree to be
responsible for copays, coinsurance, and/or deductibles. If you have Medicaid QMB eligibility, please let
staff know.

The following name(s) are granted permission to discuss financial responsibility information:
Name Relationship

By signing below, | agree to the policies above and | authorize the Practice to bill my insurance for

services provided to me and request the payments for such services to be made to the Practice on my
behalf.

Patient’s name (please print)

Patient’s or legal guardian’s signature Date



Arthritis Associates Patient Consent Form

Uses and Disclosures of Your Protected Health Information (PHI)
| understand that as part of my health care, the practice originates and maintains paper and electronic

records describing my health history, symptoms, examination, test results, diagnosis, treatment and any
plans for future care or treatment. | understand that this information serves as:
¢ A basis for planning my care and treatment
e A means of communication among the health professionals who contribute to my continued
care
e Asource of information for applying my diagnosis and treatment information to my bill
e A means by which a third-party payer can verify that services billed were actually rendered
e To obtain authorizations for treatment, prescriptions, or financial assistance
¢ Atool for routine health care operation, such as assessing quality and reviewing the
competence of staff
e A copy of our NOTICE OF PRIVACY PRACTICES is available upon request for a more complete
description of information uses and disclosures.
| authorize Arthritis Associates to leave health information
messages on my:
home answering machine Yes / No (please circle)

cell phone voice mail Yes / No (please circle)

| hereby authorize Arthritis Associates to discuss my protected health information with the following:

Name Relationship

Permission to Treat

Permission is hereby granted for physicians, employees, or agents of the Practice to render the patient

named below medical treatment as deemed necessary.

Patient’s name (please print)

Patient’s or legal guardian’s signature Date



Arthritis Associates

Patient Information
Name: Today’s Date:
Date of birth: SSN
Address: Marital Status: _~ Sex:
City: State: _ Zip:
Home Phone: Cell Phone:
Work/Other Phone: Email:
Employer Name & Address:
Emergency Contact:
Relation to you: Phone:
Pharmacy: Phone:
Primary Care Physician: Phone:
Address:
Referring Physician: Phone:
Address:

Primary Insurance Company:

Who is the policy holder: DOB:
Policy ID: Group:
Secondary Insurance Company:

Who is the policy holder: DOB:
Policy ID: Group:

Seasonal address:

Usual months at this address:

Phone:




AMERICAN COGRHEUMATOLOGY

Patient History Form
Date of first appointment: Time of appointment: _______ Birthplace:
Name; ' _ . | B Birthdate:
LAST FIRST MIDDLE INITIAL MAIDEN

Address: Age: Sex: OF Om

STREET APT#

Telephone: Home

cY : STATE ap Work
MARITAL STATUS: © Never Married © Married © Divorced O Separated  QWidowed
Spouse/Significant Other:  QAlive/Age © Deceasad/Age Major llinesses

EDUCATION (select highest level attended):
Grade School Q708 Q9 Q10011012 College ©1 ©2 O3 ©4 O Graduate School
Occupation Number of hours worked/average per week
Referred here by: (check one) Q) Self O Family © Friend © Doctor O Other Health Professional
Name of person making referral:

The name of the physician providing your primary medical care:
Do you have an orthopedic surgeon? © Yes © No If yes, Name:

Describe briefly your present symptoms:
Please shade all the locations of your pain over the past week on
the body figures and hands.

Example:
')

Date symptoms began (approximate):
Dlagnosis:

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:

RHEUMATOLOGIC (ARTHRITIS) HISTORY
At any time have you or a blood relative had any of the following? {check If “yes")

Yourself Relatlve Yourself i Relative
Name/Relationship Name/Relationship

= Arthritls (unknown type) O Lupus or “SLE’
O | osteoarthritis O Rheumatold Arthritis
O | cout O Ankylosing Spondylitis
O Childhood arthritls O Osteoporosls

Other arthritis conditions:

Patlent's Name Date Physiclan Initlals

Patlent History Form ® 1999 American College of Rheumatology




SYSTEMS REVIEW

As you review the following list, please check any of those problems which have significantly affected you.

Date of last mammogram

Date of last Tuberculosis Test

Date of last eye exam

Date of tast chest x-ray

Date of last bone densitometry

Constitutional
[ Recent weight gain
amount

O Recent welght loss
amount

O Fatigue

[ Weakness

JFever

Eyes

O Pain

[JRedness

[ Loss of vision

] Double or blurred vislon
Obryness

[JFeels like something in eye
O liching eyes
Ears-Nose-Mouth-Throat
Q Ringing In ears

Q Loss of hearing

Q Noseblseds

Q Loss of smell

Q Dryness in nose

Q Runny nose

Q Sore tongue

Q Bleeding gums

Q Sores In mouth

Q Loss of taste

Q Dryness of mouth

Q Frequent sore throats

Q Hoarseness

Q Difficulty In swallowing
Cardlovascular

0 Paln in chest

Q lregular heart baat

Q Sudden changes In heart beat
Q High blood pressure

Q Heart murmurs.
Respliratory

Q Shortness of breath

Q Difficulty In breathing at night
Q Swollen legs or feet

Q Cough

Q Coughing of blood

Q Wheezing (asthma)

Patlent's Name

Gastrointestinal
[CNausea

CIvomiting of blsed or coffee ground
material

[Jstomach pain relleved by food or milk
[JJaundice
Clincreasing constipation
JPersistent diarrhea
[IBlood in stools
[]Black stools
[JHeartburn
Genitourinary
Q Difficult urination
Q Paln or buming on urination
Q Blocd In urine
0 Cloudy, “smoky” urine
Q Pus In urine
Q Discharge from penis/vagina
Q Getting up at night to pass urine
Q Vaglnel dryness
Q Rashlulcers
Q Sexual difficultles
Q Prostate trouble
For Women Only:
Age when periods began:
Periods regular? Q Yes Q No
How meny days apart?
Date of last period?
Date of last pap?
Bleeding after menopause? 0 Yes O No
Number of pregnancles?
Number of miscarriages?
Musculoskeletal
O Moming stiffness

Lasting how long?

Minutes Hours

Q Joint pain
Q Muscle weakness
Q Muscle tendemess
Q Joint swelling
List joints affected In the last 6 mos.

Date

Integumentary (skin and/or breast)
[JEasy bruising

[JRedness

CRash

O Hives

[J'Sun sensitive (sun allergy)

] Tightness

O Nodules/bumps

[JHalr loss

[CJColor changes of hands or feet in the
cold

Neurological System

Q Headaches

Q Dizzlness

Q Feainting

Q Muscle spasm

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

Q Night sweats
Psychiatric

Q Excessive worries

0 Anxiety

Q Easlily losing temper

Q Depression

Q Agitation

Q Difficulty falling asleep
Q Difficulty staying aslesp
Endocrine

Q Excessive thirst
Hematologlc/Lymphatic
Q Swollen glands

Q Tender glands

Q Anemia

Q Bleeding tendency

Q Transfuslon/when
Allergic/immunologic

Q Frequent sneezing

0 Increased susceptibllity to Infection

Physlclan Initlals __

Patient History Form © 19988 American College of Rheumatology



SOCIAL HISTORY

Do you drink caffinated beverages?

Cups/glasses per day?

Do you smoke? Q Yes Q No O Past - How long ago?,

Do you drink alcohol? Q Yes Q No Number per week

Has anyons ever told you to cut down on your drinking?
Q Yes 0 No

Do you use drugs for reasons that are not medical? O Yes G No
If yes, please list:

PAST MEDICAL HISTORY

Do you now or have you ever had: (check if “yes’)

Q Cancer Q Heart problems O Asthma

Q Golter O Leukemla O Stroke

Q Cataracts Q Diabetes Q Epllepsy

Q Nervous breakdown O Stomach ulcers 0 Rheumatic fever

0 Bad headaches Q Jaundice Q Colitis

0 Kidney disease Q Pneumonia O Psoriasls

Q Anemia Q HIV/AIDS Q High Blood Pressure
Q Emphysema Q Glaucoma Q Tubserculosls

Do you exercise regularly? O Yes Q No Other signtficant llinsss (please list)
Type
Amount per week_ Natural or Altsmative Theraples (chiropracty, magnets, massage,
over-the-counter preparations, etc.)

How many hours of sleep do you get at night?
Do you get enough sleep at night? QO Yes O No
Do you wake up feeling rested? O Yes Q No
Previous Operatlons

Type Year Reason

1

2.

3.

4,

5.

6.

7.
Any previcus fractures? Q No O Yes Describe;
Any other serlous Injuries? Q No O Yes Describe:;
FAMILY HISTORY:

IF LIVING IF DECEASED
Age Health __Age at Death Cause

_Father

Mother
Number of slblings Number living Number deceased
Numbser of children Number living Number deceased List ages of each
Health of children:
Do you know of any blood relative who has or had: (check and give relationship)
Q Cancer Q Heart disease Q Rheumatic fever, Q Tuberculosls
Q Leukemia Q High blocd pressure Q Epllspsy. Q Diabstes
Q Stroke Q Bleeding tendency Q Asthma Q Golter
Q Colitls Q Alcoholism Q Psoriasls
Patlent's Name Date Physlclan Initials

Patlent History Form ® 1999 American Collsge of Rheumatology



MEDICATIONS
Drug allergies: Q No QOYes Towhat?

Type of reaction:;

PRESENT MEDICATIONS (List any medications you are taking. Include such items as asplrin, vitamins, laxatives, calclum and other supplements, etc.)

Name of Drug Dose (include How long have Please check: Helpad?
mngth & number of you taken this A Lot Some Not AtAll |
plils per day) medication
1. g =] =]
[ 2. Q = o
3. o Q_ a
.4 a =] Q
5. o [ o g
6. _a_ g_ =
7. o_ Q Q
8. 0 a o_
EX o__| o a_
10. =] Q Q

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 resuits of teking the medication and list any reactions you may have had. Record your

comments In the spaces provided.

Drug names/Doesage Length of Please check: Helped? Roactions
timo Alot _ Somo NotAtAll
Non-Steroldal Antl-Inflammatory Drugs (NSA{Ds) a [ o | o

Circle any you have taken In the past

Daypro (oxaprozin) Disalcld (salsalats)  Dolobld (difiunisal) Feldene (piroxicam) Indocin (indomsthecin) Ledine (etodolac)
Meclomen (meclofenamate)  Motrin/Rufen (ibuprofen) Nalfen (fenoprofen)  Naprosyn (naproxen)  Oruvall (ketoprofen)
Tolactin (tolmetin) Trilisats (choline magnesium trisalicylate)  Viexx (rofacoxib) Voltaren (diclefanac)

Ansald (furblprofen)  Arthrotec (diclofenac + misoprostll)  Asplrin (including coated asplin)  Celebrex (cslecoxib)  Clinoril (sulindac)

Paln Rellevers

Acetaminophen (Tylenol) a Q Q
Codelne (Vicodin, Tytenol 3) a a_ Q
Propoxyphene (Darvorn/Darvocet) = a Q
__Other: Q9 | o g
Other: = I S = N A |
Disease Modlfylng Antirheumatic Drugs (DMARDS)
|___Auranofin, gold pills (Ridaura) a |1 9 a
Gold shots (Myochrysine or Solganof) _Q g a
Hydroxychlorequine (Plaquenil) a a a
Peniciliamine_(Cuprimine or Depen) a a Q
Methotrexate (Rheumatrex) Q o a
Azathloprine (Imuran) (=] Q Q
Sulfasalazine (Azulfidine) a Q a
Quinacrine (Atabrine) a Q_ (=
Cyclophosphamide (Cytoxan) o 9 a
Cyclosporine A (Sandimmune or Neoral) a | o a
Etanarcept (Enbral) a_ Q a
Infiiximeb (Remicade) 8 | O a
Prosorba Column a_ a | a9
Other; _ =] g a
Othor: Q_ a =
Patient's Name Date Physlclan Initials

Patient History Form ® 1999 American College of Rheumatology




