
 
 

Arthritis and Rheumatology Consultants, P.A. 
 
PATIENT INFORMATION 
 
Patient Name ________________________________________________________ Date of Birth ______________  
 
Sex:      Male /  Female /  Other            Home Phone ____________________ Work Phone ____________________ 
 
Address _________________________________City____________________State__________Zip_____________ 
 
Ethnicity:    Latino or Hispanic / Not Hispanic / Unknown          Primary Language: ___________________________          
        
Employer ______________________________________________ Occupation ____________________________ 
 
Name of Spouse ___________________ Employer _______________________ Work Phone # ________________ 
  
     
INSURANCE INFORMATION 
 
Insurance Plan: (please complete requested information below)         

____________________________________________________________________________________________ 
Name of Insurance         Address                                 

Group # __________________________  ID # _________________________________ Copay  $______________ 

Policy Holder Name ____________________________      Date of Birth ________ Relationship  _______________  

Secondary Insurance: __________________________________________________________________________ 
                                     Name      Address 

Group # _______________________ ID # _____________________________________ Copay $______________ 

Policy Holder Name ____________________________      Date of Birth ________ Relationship ________________ 
    
ADDITIONAL INFORMATION 
 
Emergency Contact (not living with you) ____________________________________________________________ 

Relationship _________________ Home Phone # ___________________ Work Phone # _____________________ 

Primary Physician _______________________ Clinic ________________________ Phone ___________________ 

Referring Physician ______________________ Clinic ________________________ Phone ___________________ 

 

By signing below I acknowledge this information is correct. I authorize my insurance company to remit payment 
directly to my physician for services rendered. I agree that my medical records for treatment may be released to my 
insurance company for claims processing. I authorize the release and disclosure of any and all of my medical 
records to my primary care and referring physician. 
 
I am aware that I am responsible for any balance not paid by my insurance, and I agree to pay all statements upon 
receipt. 
 
Signature ____________________________________________ Date __________________________ 
 
Printed Name _____________________________________ Relationship to patient ________________ 
 



ARTHRITIS AND RHEUMATOLOGY CONSULTANTS, P.A.
NAME___________________________________________     DATE OF BIRTH_________________
DATE OF APPOINTMENT__________________

PAST HISTORY: Have you ever had: IMMUNIZATIONS
Polio yes     no Tetanus yes     no
Tuberculosis yes     no BCG yes     no
Exposure to TB yes     no Pneumovax yes     no
Hepatitis B or C yes     no Flu this year yes     no
Kidney disease yes     no Hepatitis yes     no
Asthma yes     no Other yes     no
Arthritis yes     no SOCIAL HISTORY
High blood pressure yes     no Do you smoke? yes     no
Anemia yes     no How much________________
Nosebleeds yes     no Do you use alcohol? yes     no
Cancer yes     no How much________________

Type____________________ Do you use: intervenous drugs yes     no
Broken bones yes     no            caffeinated beverages yes     no

Where___________________ How much________________
Meningitis yes     no Marital status     S   M   W   D   Separated
Bronchitis yes     no # Children_______________________
Pneumonia yes     no Employment_____________________
Rheumatic fever yes     no FAMILY HISTORY
Hives yes     no Lupus yes     no
Emphysema yes     no Scleroderma yes     no
Back trouble yes     no Crohns/Ulcerative colitis yes     no
Heart disease yes     no Arthritis yes     no
Bleeding tendency yes     no Heart Disease yes     no
Ulcers yes     no Lung Disease yes     no

yes     no Tuberculosis yes     no
Blood transfusion yes     no High blood pressure yes     no
ALLERGIES TO MEDICATION Kidney disease yes     no
Penicillin yes    no Cancer yes     no
Sulfa yes    no Diabetes yes     no
Other__________________________ Gout yes     no
OPERATIONS: please describe Thyroid trouble yes     no
Tonsils yes     no Other__________________________
Appendix yes     no RHEUMATOLOGIC: Have you ever had
Gallbladder yes     no Blood clots yes     no

yes     no Miscarriage yes     no
yes     no Photosensitive rash yes     no
yes     no Psoriasis yes     no  
yes     no Tight skin hands/feet yes     no
yes     no White/red/blue color change of hands yes     no

Hernia yes     no and feet with cold yes     no
Hemorrhoids yes     no Patchy hair loss yes     no

yes     no New lumps or bumps yes     no
OB/GYN Where___________________
Number of pregnancies____________ Dry eyes.mouth yes     no
Number of miscarriages___________ Recurrent mouth/nose ulcers yes     no
Number of births_________________ Persistent swollen glands yes     no

Sharp pain with deep breath yes     no

Diabetes

Date of last menstrual period? ___________________________

Breast___________________________
Uterus/Ovary______________________
Prostate__________________________
Joints____________________________
Thyroid__________________________

Heart____________________________

Please See Other Side





We have a computerized medical record that will store your medical history in a secure electronic format. We will be 
building your medical record as you come in for your appointment.  

To help build your record accurately we are asking you to complete this list of all your current medications. This list 
should include the medication name, strength, and dose. Please include any over the counter medications, vitamins, and 
herbal supplements. The first entry is an example of how to list your current medications. We ask that you fill this out and 
mail it back to us as soon as possible so that we may have this information available in your record for your next 
appointment.  

Your Name: __________________________________________________  Date of Birth: _______________ 

Please identify your Primary Care Physician and Clinic: ________________________________________ 

Please provide us with the name and telephone number of your preferred pharmacy: 

_________________________________________________________________________________________ 
  Name                                             City                                                        Phone Number 

NAME OF MEDICATION STRENGTH DOSE 

 Prednisone (EXAMPLE)     5mg   1 tablet every day 

      

      

      

      

      

      

      

      

      

   

   

   

   

   

   

   

   


