RHEUMATOLOGY CENTER OF HOUSTON

OFFICE POLICIES/FINANCIAL STATEMENT

In order to reduce confusion and misunderstanding between our patients and the office,
we have adopted the following policies. [f you have any questions about these policies,
please discuss them with our Office Manager. We are dedicated to providing the best
possible care and service to you and we regard your complete understanding of your
financial responsibilities as an essential element of your care and treatment.

Missed or Cancelled Appointments/Late Arrivals

As a courtesy, we attempt to contact every patient to remind them of their appointment.
However, it is the responsibility of the patient to arrive for their appointment on time.
Cancellations must be received 24 hours in advance. We reserve the right to charge for
missed, cancelled, or no-show appointments. Such fees are available for review with our
Office Manager. Ifyou arrive more than 15 minutes late. we reserve the right to ask you
to reschedule. If you are running late we recommend that you call our office to verify
your appointment will be honored.

Prescription Refills

We request that you obtain refills during your office visit. If there has been an oversite,
please have your pharmacy fax us a refill request. Please plan ahead as refills may take
up to 2 business days to authorize. We will only authorize refills during office hours.
Medications will not be refilled if a patient continues to miss scheduled appointments or
has not been evaluated by his/her physician in a timely manner.

Insurance

We participate in most insurance plans. Please contact our office for an updated list. If
you have questions about your plan's benefit coverage, please contact the membership
department of your plan.

Co-payments, Deductibles, and Collections

Co-payments, coinsurances, and deductibles are due at the time of service. If your
medical plan determines a service is "not covered." you will be responsible for the
charge. Payment is due upon receipt of statement from the office or next office visit. We
accept cash, checks, and credit/debit cards.

Referrals

Some insurances will require a referral from your primary physician to see a specialist or
to have certain procedures such as injections. If this applies to you, please make sure
your physician sends us a referral to avoid delays in you seeing the specialist. If we do
not have a referral for a procedure, you may be asked to return another day to have that
procedure done after we obtain a proper referral. If you have questions about your plan's
policy, please contact the membership department of your plan.

Forms/Copies of Records
Completion of any forms that requires your provider's input can be very time consuming
for both you and your provider. You may be asked to schedule an appointment with your
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provider to review the requested information. We reserve the right to charge for copying
of medical records or completion of forms. All fees are available for review with the
Office Manager. Please allow 1 week for forms to be completed.

Disability Policy

Your healthcare staff cannot become involved in any disability-related activity, including
such things as filling out forms for your employer or disability insurer, making a
determination about your ability to do a job, communicating with an attorney, filling out
any governmental form such as Family Medical Leave Act (FMLA), or parking handicap,
passes, etc, until you have seen your physician or physician assistant at least three times
over at least 6 months. This is to insure we have developed as accurate a diagnostic
picture and treatment approach as possible.

Test Results

You will be contacted if diagnostic results require a change in therapy. Normal or
borderline results, or results that require detailed explanation, will be discussed at your
next office visit. If you cannot wait until your follow-up visit, please call and ask to
schedule a visit to come in and review.

General questions or new problems

A telephone call can never replace an office evaluation of a problem. Brief questions to
clarify confusion can be answered over the phone. New symptoms or complex questions
will require a visit.

Insufficient Checks

If a check is presented on insufficient funds you will be responsible to redeem the check
in our office on a cash basis for both the amount of tender and all fees assessed. Our
policy on such transaction is available for review with our Office Manager.

Patient Privacy

The federal government requires us to share our Privacy Notice, which is made available
at your initial visit to our practice and is available on our website. Please review the
Privacy Notice, which explains policy on sharing patient information for treatment and
billing issues.

I have read the Office Policies/Financial Statement. I clearly understand and agree to be
bound by its terms. :

Print Patient Name Date of Birth

Patient Signature ' Date



RHEUMATOLOGY CENTER OF HOUSTON, PLLC

NEW PATIENT REGISTRATION FORM

Patient Name: Date:

Male Female

Last First MI

Name you prefer to be called:

Ethnicity: European  African American  Asian _ Hispanic

Primary language: English Spanish Vietnamese Other:

Married Partnered Widowed Separated Divorced

Marital Status:  Single

Birth Date:

Age: Social Security #:

Address:

City: State: Zip:

Home Phone:

Cell Phone:

Employer:

Work Phone:

Primary Physician:

Address:

Phone: Fax:

Referring Physician:

Address:

Phone: Fax:

Emergency Contact:

Day Phone:

Relation:

Evening Phone:

Responsible Billing Party/Relation to Patient:

Address same as above

Address:

Self Partner/Spouse Child Parent

Phone:

Primary Insurance Carrier:
Subscriber Name/Date of Birth:
Subscriber Employer:
Secondary Insurance Carrier:
Subscriber Name/Date of Birth:

Subscriber Employer:

Member ID#:

Group #:

Member ID#:

Group#:

I have no insurance. [ agree to pay today for the services rendered by Rheumatology Center of Houston, PLLC

Signature:

Date:
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Pharmacy Information:

Name:
Address:
Phone/Fax:

Name:
Address:
Phone/Fax:

Patient Communication Consent:
We may need to contact you regarding your medical care. This is to acknowledge that you authorize us to:

Yes  No Leave a detailed message on voice mail/machine
Yes  No Leave a detailed message with individual answering the phone
Yes  No Email you using an encrypted software

Yes  No Textyou using a HIPAA compliant platform. Standard charges may apply for texting through your mobile
carrier.

Other requests for confidential communications:

Is there anyone involved in your care with whom we may share your medical information? Yes No

If Yes- Person’s Name: Relationship: Phone:
Person’s Name: Relationship: Phone:
1, (print name) . authorize Rheumatology Center of Houston, PLLC to contact me by

the above communication methods. | have had a chance to ask any questions that I had and to receive answers. | have been
proactive about asking questions related to this consent agreement. My questions have been answered and [ understand and
concur with the information provided in the answers.

Print Name Signature Date

Acknowledgement of Receipt of Privacy Practices:

Notice to patients: We are required to provide you with a copy of our Notice of Privacy Practices which states how we may use
and/or disclose your health information. Please sign this form to acknowledge receipt of the notice. You may refuse to sign the
acknowledgement, if you wish. I acknowledge that I have received a copy of the offices Notice of Privacy Practices.

Print Name Signature Date

Assignment and Release: | hereby authorize my insurance benefits to be paid directly to the physician. I am financially
responsible for the balance due. I understand that any and all non-covered services are my sole financial responsibility. I also
authorize the doctor or insurance company to release information required for this claim. ! also understand that if my insurance
requires a referral, it is my responsibility to provide one to Rheumatology Center of Houston, PLLC, at the time of service.

I. the patient/patient’s legal representative, hereby grant permission to Rheumatology Center of Houston, PLLC to perform
such examinations and medical or therapeutic procedures as may be deemed professmnally necessary for my/the patient’s
diagnosis and treatment.

Print Name Signature Date




Consent For Telehealth

What itis

Telehealth services involve the use of secure interactive videoconferencing equipment and
devices that enable health care providers to deliver health care services to patients when
located at different sites.

Examples of telehealth that can be charged to your insurance:

-Televisits-The provider must use an interactive audio and video telecommunications system
that permits real-time communication between the distant site and the patient at home. These
visits are considered the same as in-person visits. The coinsurance and deductible would
generally apply to these services.

-E-visits- In all types of locations including the patient’s home, and in all areas (not just rural),
established patients may have non-face-to-face patient-initiated communications with their
doctors without going to the doctor’s office by using online patient portals.

-Virtual visits- In all areas (not just rural), established patients in their home may have a brief
communication service with practitioners via a number of communication technology
modalities including synchronous discussion over a telephone or exchange of information
through video or image.

Authorization

1. lunderstand that Rheumatology Center Of Houston is offering telehealth services as an
adjunct to the standard office visits. | understand that the same standard of care
applies to a teleheatlh visit as applies to an in-person visit.

2. lunderstand that | will not be physically in the same room as my health care provider. |
also understand other individuals may be present to operate the video equipment and
that they will take reasonable steps to maintain confidentiality of the information
obtained.

3. lunderstand that there are potential risks to using technology, including service
interruptions, interception, and technical difficulties.

a. Ifitis determined that the videoconferencing equipment and/or connection is
not adequate, | understand that my health care provider or | may discontinue
the telemedicine visit and make other arrangements to continue the visit.

b. Iunderstand that a limited physical examination will take place during the
videoconference and that | have the right to ask my healthcare provider to
discontinue the conference at any time. | understand that some parts of the
exam may be conducted by individuals at my location at the direction of the
consulting health care provider



c. lunderstand that with telehealth visits, delays in medical evaluation and
treatment could occur due to deficiencies or failures of the equipment.
d. Invery rare instances, security protocols could fail, causing a breach of privacy of
personal medical information.
e. Inrare cases, a lack of access to complete medical records may results in adverse
drug interactions or allergic reactions or other judgement errors.
In addition to televisits used at times in place of office visits, my provider at
Rheumatology Center Of Houston may also use the telephone or patient portal to
address my issues. | understand a fee may apply for certain telephone visits with the
provider.
I understand that | have the right to refuse to participate or decide to stop participating
in a telehealth visit, and that my refusal will be documented in my medical record. | also
understand that my refusal will not affect my right to future care or treatment.
a. | may revoke my right at any time in writing, forwarded to Rheumatology Center
Of Houston at fax 713-640-5872 or 1200 Binz St Ste 1495 Houston, TX 77004.
| understand that the laws that protect privacy and the confidentiality of health care
information apply to telehealth services.
| understand that my health care information may be shared with other individuals for
scheduling and billing purposes.
a. lunderstand that my insurance carrier will have access to my medical records for
quality review/audit.
| understand that this document will become a part of my medical record.
| hereby release Rheumatology Center Of Houston, its personnel and any other person
participating in my care from any and all liability which may arise from the taking and
authorized use of such videotapes, digital recording films and photographs.

Financial Responsibility

1.

I understand that | will be responsible for any out-of-pocket cost such as copayments or
coinsurances that apply to my telehealth visit.

| understand that health plan payment policies for telehealth visits may be different
form policies for in-person visits and | will be responsible for calling my insurance to
obtain coverage information.

| agree to pay, in a timely manner, for telehealth services. | authorize payments directly
to Rheumatology Center Of Houston for all benefits payable. | understand that | am fully
responsible for any unpaid bills not covered by my insurance.

By signing this form, | attest that | (1) have personally read this form (or had it explained to me)
and fully understand and agree to its contents; (2) have had my questions answered to my
satisfaction, and the risks, benefits, and alternatives to telehealth visits shared with me in a
language | understand.



If the patient is under the age of 18 or lacks capacity, the signing party affirms that they are
either the parent or legal guardian of such patient and has full legal authority to seek medical
assistance on behalf of the patient.

Patient/Parent/Guardian Printed Name

Patient/Parent/Guardian Signature Date
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Patient History Form
Date of first appointment: / / Time of appointment: Birthplace:
MONTH DAY YEAR
Name: o Birthdate: / /
LAST FIRST MIDDLE INITIAL MAIDEN MONTH DAY YEAR
Address: Age Sex:AF OM
STREET APTZ
S L _ . _ Telephone: Home: ( ) -
cITY STATE zIp Work: ( )
MARITAL STATUS: O Never Married  Married  Divorced 1 Separated U Widowed
Spouse/Significant Other: Q Alive/Age [ Deceased/Age __ Major linesses:
EDUCATION (circle highest level attended):
Grade School 7 8 9 10 11 12 College 1 2 3 4 Graduate School
Occupation o Number of hours worked/Average perwork:
Referred here by: (check one) 4 Self 2 Family 4 Friend 1 Doctor  Other Health Professional

Name of person making referral:

The name of the physician providing your primary medical care:

Describe briefly your present symptoms:

O

-@

Date symptoms began (approximate)..

Diagnosis:

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:

LEFT

Adapted from

RHEUMATOLOGIC (ARTHRITIS) HISTORY

.

Please shade all the locations of your pain over

Example: the past week on the body figures and hands.

RIGHT

CLINHAQ, Wolfe F and Pincus T. Current Comment - Listening to the patient - A practical guide

to self report questionnaires in clinical care. Arthritis Rheum, 1999;42 (3); 1797-808. Used by permission.

At any time have you or a blood relative had any of the following? (check if “yes’)

Relative

| Name/Relationship Yourself

Yourself |

| Relative
Name/Relationship

1

' Arthritis (unknown type)

| Osteoarthritis

Lupus or :SLE"

Rheumatoid Arthritis

Gout

Ankylosing .Spondylitis

- Childhood Arthritis

Osteoporosis

Other arthritis conditions: .

Patient's Name: Date:

__ Physician Initials:

Palient History Form @ 2016 American College of Rheumatology




SYSTEMS REVIEW

As you review the following list, please check any problems, which have significantly affected you:

Date of last mammogram: / { Date of last eye exam: / / Date of last chest x-ray: / /

Date of last Tuberculosis Test

Date of last bone densitometry

f

/

Constitutional

4 Recent weight gain
amount ___

4 Recent weight loss
amount

J Fatigue

J Weakness

A Fever

Eyes

2 Pain

J Redness

2 Loss of vision

2 Double or blurred vision
2 Dryness

2 Feels like something in eye
J Itching eyes
Ears-Nose-Mouth-Throat
A Ringing in ears

J Loss of hearing

4 Nosebleeds

J Loss of smell

< Dryness in nose

- Runny nose

3 Sore tongue

2 Bleeding gums

J Sores in mouth

J Loss of taste

A Dryness of mouth

- Frequent sore throats

1 Hoarseness

2 Difficulty swallowing
Cardiovascular

- Chest Pain

2 Irregular heart beat

2 Sudden changes in heart beat
< High blood pressure

3 Heart murmurs
Respiratory

1 Shortness of breath

- Difficulty breathing at night
-1 Swollen legs or feet

4 Cough

- Coughing of blood

2 Wheezing (asthma)

Patient's Name:

Gastrointestinal
- Nausea

- Vomiting of blood or coffee ground
material

- Stomach pain relieved by food or milk
21 Jaundice

J Increasing constipation

Q1 Persistent diarrhea

3 Blood in stools

2 Black stools

J Heartburn

Genitourinary

4 Difficult urination

- Pain or burning on urination

21 Blood in urine

2 Cloudy, “smoky” urine

2 Pusin urine

- Discharge from penis/vagina

- Getting up at night to pass urine

d Vaginal dryness

2 Rash/ulcers

2 Sexual difficulties

2 Prostate trouble

For Women Only:

Age when periods began:

Periods regular? 1 Yes U No

How many days apart?
Date of last period? / /

Date of last pap? / /

Bleeding after menopause? 1 Yes A No
Number of pregnancies?
Number of miscarriages?

Musculoskeletal

d Morning stiffness
Lasting how long?

e Miinutes

2 Joint pain

J Muscle weakness

< Muscle tenderness

4 Joint swelling
List joints affected in the last 6 mos.

Date:

Integumentary (skin and/or breast)

d Easy bruising

J Redness

d Rash

A Hives

3 Sun sensitive (sun allergy)

A Tightness

2 Nodules/bumps

A Hair loss

2 Color changes of hands or feet in
the cold

Neurological System

< Headaches

< Dizziness

2 Fainting

A Muscle spasm

1 Loss of consciousness

2 Sensitivity or pain of hands and/or feet

J Memory loss

d Night sweats

Psychiatric

1 Excessive worries

2 Anxiety

1 Easily losing temper

2 Depression

1 Agitation

1 Difficulty falling asleep

1 Difficulty staying asleep

Endocrine

J Excessive thirst

Hematologic/Lymphatic

2 Swollen giands

4 Tender glands

3J Anemia

2 Bleeding tendency

2 Transfusion/when

Allergic/lmmunologic
1 Frequent sneezing
1 Increased susceptibility to infection

Physician Initials:

Patient History Form © 2016 American College of Rheumatology



SOCIAL HISTORY
Do you drink caffeinated beverages?

Cups/glasses per day?

.

PAST MEDICAL HISTORY
Do you now have or have you ever had: (check if “yes)

W Cancer

Do you smoke? 1Yes JdNo UPast—Howlongago?_

Do you drink alcohol? Yes JNo Numberperweek ____

Has anyone ever told you to cut down on your drinking?
dYes 1 No

Do you use drugs for reasons that are not medical? U Yes U No

Q Goiter
Q Cataracts

) Nervous breakdown
U Bad headaches
Q Kidney disease

O Anemia

If yes, please list:

U Emphysema

Do you exercise regularly? 0 Yes U No
Type

Other significant iliness (please list)

U Heart problems U Asthma

0 Leukemia Q Stroke

Q Diabetes d Epilepsy

U Stomach ulcers LI Rheumatic fever
O Jaundice 0 Colitis

U Pneumonia Q Psoriasis

U HIV/AIDS Q High Blood Pressure
Q Glaucoma Q Tuberculosis

Amount per week

Natural or Alternative Therapies (chiropractic, magnets, massage,

How many hours of sleep do you get at night?

over-the-counter preparations, etc.)

Do you get enough sieep at night? U Yes O No
Do you wake up feeling rested? JYes dNo
PREVIOUS SURGERIES .
Type Year Reason
1.
2.
3.
4.
5.
6.
7.
Any previous fractures? 1 No U Yes Describe: _
Any other serious injuries? 2 No 1 Yes Describe:
FAMILY HISTORY
IF LIVING IF DECEASED
Age Health Age at Death Cause
Father
Mother

Number of siblings
Number of Children
Health of children

Number living

Number living

Number decreased

Number decreased

List ages of each

Do you know any blood relative who has or had: (check and give relationship)

Q Cancer QOHeartdisease . 1 Rheumatic fever QO Tuberculosis ______
{1 Leukemia {1 High blood pressure_______...... 3 Epilepsy QO Diabetes

1 Stroke Q Bleeding tendency Q Asthma Q Goiter

Q Colitis Q Alcoholism Q Psoriasis

Patient's Name: Date: Physician Initials:
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MEDICATIONS
Drug allergies: 1 No JdYes If yes, please list:

Type of reaction:

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

Name of Drug Dose (include How long have Please check: Helped?
strength & number you taken this
of pills per day} medication A Lot Some Not At All
1 J J ]
2 3 a ]
3 i J U
4 d J [}
5 a 4 u
6 d Jd ]
7 o d ()
8 J aQ u
9. , 3 3 (]
0. J J u
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 results of taking the medication and list any reactions you may have had. Record your
comments in the spaces provided.
Length of Please check: Helped?
Drug names/Dose time Reactions
A Lot Some Not At All
Non-Stercidal Anti-inflammatory Drugs (NSAIDs) U J ] J
Circle any you have taken in the past
Flurbiprofen Diclofenac + misoprostil Aspirin (including coated aspirin) Celecoxib Sulindac
Oxaprozin Salsalate Diflunisal Piroxicam Indomethacin Etodolac Meclofenamate
Ibuprofen Fenoprofen Naproxen Ketoprofen Tolmetin Choline magnesium trisalcylate Diclofenac
Pain Relievers
Acetaminophen ’ ] a J
Codeine J d |
Propoxyphene u J d
Other: ] Jd d
Other: u Jd a
Disease Modifying Antirheumatic Drugs (DMArDS)
Certolizumab g J a
Golimumab (W] | dJ
Hydroxychloroquine ] J d
Penicillamine - d d
Methotrexate ] < J
Azathioprine J J Jd
Sulfasalazine u .| Jd
Quinacrine U J |
Cyclophosphamide u ] 4
Cyclosporine A . J J
Etanercept Q J ]
Infliximab J J Jd
Tocilizumab ] - J
Other: J d d
Other: J d J
Patient’'s Name: Date: Physician Initials: —

Patient History Form © 2016 American College of Rheumatology



PAST MEDICATIONS Continued

Length of Please check: Helped? .
Drug names/Dose time Alot ; some | NotAtAl Reactions
Osteoporosis Medications
Estrogen W] | 3
Alendronate a 2 |
Etidronate a 2 a
Raloxifene a a a
Fluoride Q a ]
Calcitonin injection or nasal Q a Q
Risedronate Q a Q
Other: a a a
Other: 0 ] a
Gout Medications
Probenecid Q a 3
Colchicine Q a Q
Allopurinol ] a a
Other: W] (i [N
Other: a a a
Others
Tamoxifen a a ]
Tiludronate Q ] Q
Cortisone/Prednisone W} 3 a
Hyaluronan a ] a
Herbal or Nutritional Supplements Q a Q

Please list supplements:

Have you participated in any clinical trials for new medications? 0 Yes Q1 No
If yes, list:

Patient’s Name: Date: Physician Initials:
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ACTIVITIES OF DAILY LIVING

Do you have stairs to climb? U Yes U No /f yes, how many?
How many people in household? Relationship and age of each

Who does most of the housework? ‘Who does most of the shopping? Who does most of the yard work?

On the scale below, circle a number which best describes your situation; Most of the time. | function...

1 2 3 4 5
T H
i
VERY POORLY oK WELL VERY
POORLY WELL

Because of health problems, do you have difficulty:
(Please check the appropriate response for each question.)

Usually Sometimes  No
Using your hands to grasp small objects? (buttons, toothbrush, pencil, €1C.) ..o a a a
WWEIKING? ..o vectreirecretieeese et e see e stsesaesesas s aaeeate st e sae et sud s s e s st e e s eae s et e st 2ok b e AR 25 E e b e as s AR e s s e R s e ek s g e AR er b e eR e aRe et e bt et et e n s nerar e a - J
(03111 01 o TT o To =] ==Y OO OO OO PP O USROS OO PP a 3 a
DESCENAING SEAINS?.....eeeiitiiteiiere ettt st e ta e ke e he e s e e s s £ e a0 sttt E e S E e sat e a b e e bt s e et e J 3 -
SHENG OWNT ..ttt ettt s et s s a e eeeaecemeae e b e A S e st e e e e b e et s b e s sttt et s e a 3 |
GENG UP fTOM CREITT oottt s r e s e e e s d e e s s e heehe st b e b ek b e b e a b e s b b e st ebs b it 4 - ]
Touching your feet While SEAEAY.......c.iceviireeeierie e e e st e st s e e 2 a Q
Reaching BEhING YOUEF DACK? ..ottt e bt s et eas etk s sr b et sesasenes a d ]
Reaching DEhind YOUr NEAAT .......ccv ettt ettt a s et et s sbe e e e ssn s s eneesansansaes a | |
DIESSING YOUISEIT? ..ottt e et b et bttt es bbb s h e st esen e e d d Jd
LT aTe R (o TR1 1= o OO SO U O SOOI PSPPI VISP a 3 a
Staying 3SIEEP AUE 10 PAINT .....cveeueericieiie i bbb et bbbt s a d Q
OBLAINING FESHIUI SIEEPT ..ottt sttt oot et bbb e bbb et e e e ae b e e e et s es s e s e et s e n s e e nesncass a a .
1 F= 1211 o OO OO RSO S O ORUOOT RS OYUSPOITO OISR 3 3 4
= 113 To I OO SO OO OO OO OO OO U O TS O S OOOFEOTO U SEUO OO PRSPPI 2 a -
WWOTKING? .iecveeeieietten et seseesrestesce s saestesse s thesas s s acR s e b s b s b e s SR e r e e mm e s oh £ E e 1A Ae e H e b e A b e b b e e as b e A Ao b s s b e st st s bt st et bos b aa st d d J
Getting along with family MEMDEIS?........cc.vivrrieeierrini it eb e b sk b be b e esesnesnen i} a a
In your SeXual relatioNSIP?..........co e s a . <
Engaging in leisure time aCtivIIES? ..........coiiiiiiie e 2 3 a
With MOTNING SHEMESS L.viuveieiei et et b bbb b s b st e sm et s ab s d 4 J
Do you use a cane, crutches, walker or wheelchair? (Circle 0ne) ..o a a a
What is the hardest thing for you to do?
Are you receiving diSability? .........cooireriiiiit e Yes 1 No O
Are you applying for diSability? ......c...cccoeiriiiiiini e s Yes Q1 No O
Do you have a medically related lawsuit pending?............ooiiiiiiiiin e Yes J No Q

Patient’'s Name: Date: Physician Initials: ___
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