Scatt Zashin M.D.

We Understand. We're Here To Help!
—— RHEUMATOLOGY —88

Referred by (check one) Patient History Form

J Your Doctor J Family Member 4 Friend (1 Patient of this office 1 Internet 1 Other
Your name: Birthdate: / /

LAST FIRST MIDDLE INITIAL MAIDEN MONTH DAY YEAR
Address Age: SexxUdFaM
Telephone: Home ()
CITY STATE ZIP
Work (__)
MARITAL STATUS: (1 Never Married (4 Married (4 Divorced 4 Separated 1 Widowed
Spouse/Significant Other: 1 Alive/Age (1 Deceased/Age Major llinesses EDUCATION
(Check highest level attended):
Grade School EX College Graduate School

Occupation Number of hours worked/average per week
Name of physician providing your primary medical care:
Name and city of doctor receiving report Would you like a copy sent: Yes No

Briefly describe your current symptoms. Include approximate date symptoms began:

Previous treatment for this problem (include physical therapy, surgery and injections), diagnosis (if any); 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”)

Relative Relative

Yourself i . Yourself . )
Name/Relationship Name/Relationship
Arthritis (unknown type) | Rheumatoid Arthritis ]
Osteoarthritis ] Ankylosing Spondylitis O
Gout O Osteoporosis O
Childhood Arthritis [ Psoriasis |
Lupus or “SLE” |

Other arthritis conditions:

Patient’'s Name Date Physician’s Initials




SOCIAL HISTORY

Do you drink caffeinated beverages? [ Yes 1 No
Cups/glasses per day?

Do you smoke? [ Yes [ No O Past - When did you quit?
How many packs per day? How many years?
Do-you drink alcohol? 1 Yes 1 No Number per week

Has anyone ever told you to cut down on your drinking?

Yes dNo
Do you use drugs for reasons that are not medical? O Yes 1 No
If yes, please list:

Do you exercise regularly? 1 Yes 1 No

Type

Amount per week

How many hours of sleep do you get at night?

Do you get enough sleep at night? T Yes 1 No

Do you wake up feeling rested? dYes O No
Have you ever had a blood transfusion? [ Yes 1 No If yes, date
Have you ever used intravenous drugs? [ Yes [ No If yes, date

PAST MEDICAL HISTORY

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

a Cancer 1 Heart problems [ Asthma

1 Goiter J Leukemia (1 Stroke

1 Cataracts 1 Diabetes  Epilepsy

(1 Depression 1 Stomach ulcers [ Rheumatic fever

(1 Bad headaches 1 Colitis (1 Hepatitis or Jaundice
J Kidney disease J Pneumonia [ Psoriasis

(1 Anemia 0 HIV/AIDS (1 High Blood Pressure
d Emphysema J Glaucoma [ Tuberculosis

A Liver disease
Other significant iliness (please list)

Natural or Alternative Therapies (chiropractic, magnets, massage,
over-the-counter preparations, etc.)

Reaction
Cocaine use? dYes ONo

Any other risk factor for hepatitis (ex. tatoo or family member with hepatitis)

Are you [ Heterosexual 1 Homosexual O Bisexual (optional if you prefer not to answer)

Are you receiving disability? dYes [ No Are you applying for disability? 1 Yes 1 No

Previous Operations
Type

Year Reason

IR N R N

7.

Any previous fractures? [ Yes [ No Describe:

Any other serious injuries? 1 Yes [ No Describe:

FAMILY HISTORY:

IF LIVING IF DECEASED
Age Health Age at Death Cause
Father
Mother
Number of siblings Number living Number deceased
Number 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)

[ Cancer (if yes, which 1 Colon Polyps
relative & type of cancer) (1 Stroke
[ Heart attack

(1 High blood pressure

Patient’s Name

1 Psoriasis
[ Tuberculosis

1 Hip Fracture

Date Physician’s Initials




SYSTEMS REVIEW

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

/

Date of last eye exam / /

Date of last bone densitometry

Date of last mammogram /
Date of last Tuberculosis Test
Date of last Colonoscopy /

Constitutional

(] Recent weight gain
amount

1 Recent weight loss
amount

(1 Fatigue
1 Weakness
1 Fever

Redness

Loss of vision

Double or blurred vision
Dryness

Feels like something in eye
Itching eyes
ars-Nose-Mouth-Throat
Ringing in ears

Loss of hearing
Nosebleeds

Loss of smell

Dryness in nose

Runny nose

Sore tongue

Bleeding gums

Sores in mouth

Loss of taste

Dryness of mouth
Frequent sore throats
Hoarseness

Difficulty in swallowing
Cardiovascular

(1 Pain in chest

[ Irregular heart beat

L1 Sudden changes in heart beat
(] High blood pressure

(1 Heart murmurs
Respiratory

(] Shortness of breath

(] Difficulty in breathing at night
1 Swollen legs or feet

[ Cough

[ Coughing of blood

(1 Wheezing (asthma;

pUUoUooog

oo doooododod

Patient’s Name

Date of last pelvic or prostate exam

/

Date of last chest x-ray / /

/

/

/

Gastrointestinal

3

o B Y W Y

oo ddddd

e

Nausea

Vomiting of blood or coffee ground
material

Stomach pain relieved by food or milk
Jaundice

Increasing constipation
Persistent diarrhea

Blood in stools

Black stools

Heartburn

nitourinary

Difficult urination

Pain or burning on urination
Blood in urine

Cloudy, “smoky” urine

Pus in urine

Discharge from penis/vagina
Getting up at night to pass urine
Vaginal dryness

Rash/ulcers

Sexual difficulties

Prostate trouble

For Women Only:

Age when periods began:

Periods regular? [_] Yes [_] No

How many days apart?

Date of last period? / / I
Date of last pap? / /

Bleeding after menopause? [_] Yes [_] No
Number of pregnancies?

Number of miscarriages?
Musculoskeletal

3

3
3
3
3

Morning stiffness
Lasting how long?
__ Minutes____ Hours
Joint pain
Muscle weakness
Muscle tenderness
Joint swelling
List joints affected in the last 6 mos.

Date

Integumentary (skin and/or breast)

pooUodoodod

Easy bruising

Redness

Rash

Hives

Sun sensitive (sun allergy)
Tightness
Nodules/bumps

Hair loss

color changes of hands or feet in the
cold

Neurological System

oooodo

a
a

Headaches

Dizziness

Fainting

Muscle spasm

Loss of consciousness

Sensitivity or pain of hands and/or feet
Memory loss

Night sweats

Psychiatric

a
a
a
a
a
a
a

Excessive worries
Anxiety

Easily losing temper
Depression

Agitation

Difficulty falling asleep
Difficulty staying asleep

Endocrine

a

Excessive thirst

Hematologic/Lymphatic

a
a
a
a
a

Swollen glands
Tender glands
Anemia

Bleeding tendency
Transfusion/when

Allergic/Immunologic

a
a

Frequent sneezing
Increased suscepitibility to infection

Physician Initials




MEDICATIONS
Drug allergies:  [_.] No []Yes To what?

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 of you taken this A Lot Some Not At All
pills per day) medication
1. EI | EI
2. EI | EI
3. EI | EI
4. EI | EI
5. EI | EI
6. EI | EI
7. EI | EI
8. EI | EI
9. EI | EI
10. | | |
11. | | [l
12 = - =

Please list vitamins and other supplements

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.

Drug names/Dosage Length of Please check: Helped? Reactions
9 9 time Alot __ Some _ NotAtAll
Non-Steroidal Anti-Inflammatory Drugs (NSAIDS) | | [l | |

Check any you have taken in the past
ONSAID (flurbiprofend Arthrotec (diclofenac + misoprostil) CJAspirin (including coated aspirin) CJCelebrex (celecozib) COClinoril (sulindac)

ODaypro (oxaprozin) O Disalcid (salsalate) O0Dolobid (diflunisal)CJeldene (piroxicam) [hdocin (indomethacin) [Codine (etodolac)
OMeclomen (meclofenamate) COMotrin/Rufen (ibuprofen) CONalfon (fenoprofen) CONaprosyn (naproxen) CJOruvail (ketoprofen)
OTolectin (tolmetin) OTrilisate (choline magnesium trisalicylate) C1Vioxx (rofecoxib) 0 Voltaren (diclofenac)

Pain Relievers N a a
Acetaminophen (Tylenol) N ] a
Codeine (Vicodin, Tylenol 3) ] EI a
Prednisone (Medrol) d U |
Other: ] O a
Other: ] EI a

Patient’s Name Date Physician Initials




PAST MEDICATIONS Continued.

Disease Modifying Antirheumatic Drugs (DMARDS)

Hydroxychloroquine (Plaguenil)

Methotrexate (Rheumatrex)

Leflunomide (Arava)

Azathioprine (Imuran)

Sulfasalazine (Azulfidine)

Minocycline

Cyclophosphamide (Cytoxan)

Cyclosporine A (Sandimmune or Neoral)

Etanercept (Enbrel)

Infliximab or biosimilar

Humira or biosimilar

Rituxan or biosimilar

Orencia

Simponi

Xeljanz or Rinvoq

Actemra or Kevzara

Cimzia

Cosyntex or Taltz

Otezla

U000 0)0o|0o|o0|o|0)o 0o |o)o (2o

Other:

Osteoporosis Medications

Estrogen (Premarin, etc.)

Alendronate (Fosamax)

Raloxifene (Evista)

Boniva

Prolia

Residronate (Actonel)

Reclast intravenous

Evenity

Forteo

U(0|0)0o)oo oo o)o

Other:

Gout Medications

Probenecid (Benemid)

Colchicine

Allopurinol (Zyloprim/Lopurin)

Febuxostat (Uloric)

ooooo| ([Oo(ojoo|oo|o|oio) (0000000000000 |0|C D o0 ofd
oIoooo| |oojojojojojojojojo| |[DojD|jo|D|D|D|D 000|000 |00 | oo Ld

()| IR |y Y

Other:

Others

Hyalgan/Synvisc injections

o
o
U0

Herbal or Nutritional Supplements

Please list supplements

Have you participated in any clinical trials for new medications? [_] Yes [ No
If yes, list:

Patient’s Name Date Physician Initials




SCOTT J. ZASHIN, M.D., P.A.
RHEUMATOLOGY
(214) 363-2812
FAX (214) 692-8591

Thank you for choosing our office. The following information may help answer some questions you may have
after your first visit and for future visits.

You will receive notification of all test results ordered by Dr. Zashin within 10 days of the tests. If after 10 days,
you have not heard from us by phone or letter, please contact us at that time.

Our office phone number is (214) 363-2812. Our staff answers the phone on Monday, Tuesday, Thursday
from 7:00 am to 3:00 pm, and Friday from 9:00 am to 3:00 pm. We ask that all non-emergency calls be
made during this time period. Please remember that our office phones are not answered on Wednesday. If you
have an urgent matter and need to speak to the doctor during non-office hours, please call our answering service at
(972) 943-4998. You will be asked to leave a message and Dr. Zashin or the on-call physician will return your call.

Patients with a medical emergency should go directly to the nearest hospital or emergency care facility, and
the doctor there can contact the on-call physician.

PRESCRIPTION REFILLS:

If you need a prescription refilled, please contact the pharmacy that dispensed the medication. Even if the
prescription indicates that no refills are remaining in most cases we will refill the prescription after the pharmacy
contacts our office. To ensure that you do not go without your medication, please contact your pharmacy for
refills at least 48 hours before you will need the medication.

There may be times when your medical condition requires hospitalization. If you need to be hospitalized at
Texas Health Dallas, you will be taken care of by a hospitalist. Hospitalists are providers who have expertise

in taking care of hospitalized patients. Please ask them to keep me updated on your condition.

I have read and understand the above information.

Signature Date

PRESBYTERIAN PROFESSIONAL BLDG. III » 8230 WALNUT HILL LN. SUITE 614, LB11 « DALLAS, TEXAS 75231



Scatt Zashin M.D.

We Understand. We're Here To Help!
RHEUMATOLOGY

(214) 363-2812
FAX (214) 692-8591

PATIENT COMMUNICATION OF HEALTH INFORMATION

PATIENT
NAME PHONE#

EMAIL ADDRESS

EMERGENCY CONTACT INFORMATION:

NAME PHONE#

WHO TO CONTACT

I hereby give permission to DR. SCOTT ZASHIN to disclose information and discuss any
information related to my medical condition(s) to/with the following family member(s), other
relatives(s) and/or close personal friend (s), or medical offices/doctors.

NAME RELATIONSHIP PHONE

NAME RELATIONSHIP PHONE

DO NOT wish to give permission for family members, relative or close
personal friends/medical care offices to have access to any information regarding ny health
condition (s).

HOW TO CONTACT: 1 wish to be contacted first by

HOME TELEPHONE:
Ok to leave detailed medical information Leave message with call back number only
CELL PHONE:
OKk to leave detailed medical information Leave message with call back number only
WORK PHONE:
Ok to leave detailed medical information Leave message with call back number only
PRINTED NAME SIGNATURE

DATE




5
Scatt Zashin M.D.

We Understand. We're Here To Help!
RHEUMATOLOGY

(214) 363-2812
FAX (214) 692-8591

Medical Records Authorization For Release and/or Fax Transmission of Protected
Health Information

Patient Name:

Address:

Date of Birth:

I authorize Dr. Scott Zashin to release medical information to the following, including
any doctors or personal contacts:

1) Name:

2) Name:

3) Name:

4) Name:

5) Name:

6) Name:

I understand that Dr. Zashin's staff may or may not be transmitting my medical records by fax.

You may at anytime revoke or terminate authorization by submitting a written revocation.

Patient's Signature: Date:

PRESBYTERIAN PROFESSIONAL BLDG. III » 8230 WALNUT HILL LN. SUITE 614 DALLAS, TEXAS 75231



SCOTT J. ZASHIN, M.D., P.A.
RHEUMATOLOGY
(214) 363-2812
FAX (214) 692-8591

PATIENT CONSENT FORM

The Department of Health and Human Services has established a “Privacy Rule” to help insure that professional
health care information is protected for privacy. The Privacy Rule was also created in order to provide a standard for certain
health care providers to obtain their patients’ consent for uses and disclosures of health information about the patient to carry
out treatment, payment, or health care operations.

As our patient, we want you to know that we respect the privacy of your personal medical records and will do all we
can to secure and protect that privacy. We strive to always take reasonable precautions to protect your privacy. When it is
appropriate and necessary, we provide the minimum necessary information to only those we feel are in need of your health
care information and information about treatment, payment or health care operation, in order to provide health care that is in
your best interest.

We always want you to know that we support your full access to your personal medical records. We may have
indirect treatment relationships with you (such as laboratories that only interact with physicians and not patients), and may
have to disclose personal health information for purposes of treatment, payment, or health care operations. These entities are
most often not required to obtain patient consent.

You may refuse to consent to the use or disclosure for your personal health information, but this must be in writing.
Under this law, we have the right to refuse to treat you should you choose to refuse to disclose your Personal Health
Information (PHI). Of you choose to give consent in this document, at some future time you may request to refuse all or part
of your PHI. You may revoke actions that have been taken which relied on this or a previously signed consent.

If you have any objections to this form, please ask to speak with our HIPPA Compliance Officer.

You have the right to review our privacy notice, to request restrictions and revoke consent in writing after you have
reviewed our privacy notice.

Print Name: Signature: Date:

COMPLIANCE ASSUREANCE NOTIFICATION FOR OUR PATIENTS

To Our Valued Patients:

The misuse of Personal Health Information (PHI) has been identified as a national problem causing patients
inconvenience, aggravation, and money. We want to know that all of our employees, managers, and doctors continually
undergo training so that they may understand and comply with government rules and regulations regarding the Health
Insurance Portability and Accountability Act (HIPPA) with particular emphasis on the “Privacy Rule”. We strive to achieve
the very highest standards of ethics and integrity in performing services for our patients.

It is our policy to properly determine appropriate uses of PHI in accordance with the governmental rues, laws, and
regulations. We want to ensure that our practice never contributes in any way to the growing problem of improper disclosure
of PHI. As part of this plan, we have implemented a Compliance Program that we believe will help prevent any inappropriate
use of PHI.

We also know that we are not perfect! Because of this fact, our policy is to listen to our employees and our patients
without any thought of penalization if they feel that an event in any way compromises our policy of integrity. More so, we
welcome your input regarding any service problems so that we may remedy the situation promptly.

Thank you for being one of our highly valued patients.

PRESBYTERIAN PROFESSIONAL BLDG. III » 8230 WALNUT HILL LN. SUITE 614, LB11 « DALLAS, TEXAS 75231
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