


 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



Patient Information (Please Print)

_ Referring Doctor _____________________________________

Primary Care Doctor ____________________________  Pharmacy _______________________

(First and Last) ____________________________________________________

Email Address __________________________________________________________________

Mailing Address ________________________________________________________________

City ______________________________________ State ______________ Zip ______________

Home Phone ____________________________ Cell Phone _____________________________

Other Contact Phone (if any) ______________________________________________________

Date of Birth ______/______/______              Social Security # _______ - ______ - _________

______________________________________________________________

Business/Work Phone _____________________________________ Marital Status  S   M   D   W

Language Preference____________Race______________Ethnic Group_________Gender  M   F

___________________________________________________________

____________

Emergency Contact:

________________________________ Relationship: _____________ Phone: _______________

Insurance Information
Please tell us which insurance is primary if you have more than one

Medicare # ____________________________________________________ Primary  Secondary

Medicaid # ____________________________________________________ Primary  Secondary

Insurance Company: ____________________________________________ Primary  Secondary 

Subscribers Name: ______________________________________________________________

Policy # ___________________________________________ Group # _____________________

Subscribers Date of Birth: _____/_____/_____ Amount of Specialist Co-pay $ ___________

All co-pays and payments are due at the time of service



Patient Confidentiality Form

I understand that Rheumatology Associates has a legal and ethical responsibility to 
maintain patient privacy, including obligations to protect the confidentiality of patient 
information and to safeguard the privacy of patient information.  I may elect to provide 
Rheumatology Associates three names of individuals who may obtain information 
concerning my treatment.

______________________________
Name

______________________________
Relationship

______________________________
Name

______________________________
Relationship

______________________________
Name

______________________________
Relationship

I understand that on occasion Rheumatology Associates may have the need to contact 
me at home or work.  Employees of Rheumatology Associates may:

(please initial one)

__________ leave non detailed messages on any number provided by the patient

__________ leave detailed messages on any number provided by the patient

__________ not leave messages 

I agree that my obligations under this agreement regarding patient information will 
continue as long as I am a patient of Rheumatology Associates, or at the time I provide 
written revocation of this document.

________________________________________   _________________________
Patient Signature Date



Agreement to Pay

Please read the following and sign below:

I understand and agree that I am financially responsible to pay all amounts and charges submitted by 
Rheumatology Associates for services rendered during the course of my treatment, including hospitalization, 
unless the physician or contractors are otherwise obligated to accept payment from a third-party payer.

I understand and agree that I am financially responsible to the Physician even though there may be insurance 
or other third-party coverage. Failure to make payments when requested is the basis for legal action and I agree 

I understand and acknowledge that payment is due in full upon receipt of an invoice statement.

I agree that my obligations to make payments are joint and reasonable and that the Physician may pursue either
or both parties for payment, and that I, and not any insurance company, will be solely responsible for the entire 
bill, even though the cost of this medical care may exceed the amount reimbursed by third-party insurers.

====================================================================

Responsibility for Non-Covered Services

The physician may determine that there are certain routine services that are necessary for the maintenance of 
good health and standard medical care that are not covered by your Blue Cross, PMD contract, other insurance 
contract, HMO, or other third-party insurance coverage. Charges not covered may include services, and/or any 
annual deductibles, or co-pays. The Physician will only order tests that are deemed medically necessary in the 

I acknowledge and understand this non-covered service policy of the Physician. I agree to be fully responsible 
for all charges by the Physician for such non-covered charges in amounts set forth on a fee schedule which will 
be available at my request.

______________________________________________________________________
Date Patient

______________________________________________________________________
Date Responsible Party











Very Very 

No Pain

Activity Level-Right now, are you able to:

0
0
0
0
0
0
0
0
0
0

With some

1
1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2
2

Unable 

PAIN PAIN
SEVERE

PAIN


