Social H

istory:

1. What is your occupation status?
2. Are you currently experiencing any stress? If so, what is the cause?
3. Do you consider yourself (please circle): Overweight Underweight Just right
4. Have you had any recent (please circle): Weight gain Weight loss
5. How often do you exercise?
6. Have you recently traveled? If so, where?
7. Alcohol use? (Please circle): None Moderate  Everyday  Recovering alcoholic
8. Tobacco use? (Please circle): Never  Every day(How much): Former smoker
Sleep History:
1. Do you have trouble falling asleep? (Please circle):  Yes No Sometimes
2. Do you have trouble staying asleep? (Please circle): Yes No Sometimes
3. Do you wake feeling rested? (Please circle): Yes No Sometimes
4. On average, how many hours do you sleep each night?
Surgical History:
Allergies:
Medication list:
MEDICATION STRENGTH DOSAGE (Ex: 1 tab) FREQUENCY

(Ex: once per day)
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Patient Name (Print) Social security number Date of birth

| authorize Southwest Florida Rheumatology to use or release/disclose my health information as described
below. Please identify the information to be released:

| authorize my entire records of information to be released.

Please release only the following information (Check all that apply:)

Current issues list

__ Medication list

List of allergies

__Immunization records

Most recent history

Most recent discharge summary

Lab results (please describe the dates or types of lab tests you would like disclosed

X-ray and imaging reports (please describe the dates or types of x-rays you would like disclosed

The identified information will be used for the following purposes:
My personal records
Sharing with other healthcare providers as needed

_____Other (please specify):

Please initial each item below to indicate your understanding:

I understand the information in my health record may include information relating to sexually transmitted
diseases, acquired immunodeficiency syndrome (AIDS) or human immunodeficiency virus (HIV). It may also
include information about behavioral or mental health services and treatment for alcohol and drug abuse.

I understand that once the information below is released, it may be re-disclosed by the recipient and the
information may not be protected by federal laws or regulations.

I understand that | have a right to revoke this authorization at any time. | understand if | revoke this
authorization, | must do so in writing and present my written revocation to the practice. | understand the
revocation will not apply to my insurance company when the law provides my insurer with the right to contest a
claim under my policy.

—lunderstand authorizing the use or release of this information is voluntary. | need to not sign this form to
ensure health care treatment.

The identified information may be used or released to the following individual(s) or organization(s):

Name: Name:

Address: Address:

| agree that this will expire in 12 months from the date in which it is signed above. (Print name).

Patient signature/Date:
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Request for Medical Records

Today's Date:

Patient name:

Date of birth:

SSN:

**I am authorizing Dr. Priya Reddy/Dr. Gina Prakash to request my medical records from the
following provider:

Provider's Name:

Provider’s phone number:

Provider’s fax number:

Specialty:

Information to be released:

Diagnosis, Treatment notes, Medication list, Radiology reports, Lab results or other:

*This authorization will remain in effect for no more than (1) year unless specified otherwise.
You may revoke this authorization at any time with written notice provided to our facility. Your

written notice will not apply to actions taken by other parties prior to your renovation date.

Patient signature:

Patient name (please print):

Today’s date:

Dr. Priya Reddy. M.D., FACR e 11954 Boyette Road Riverview, Florida 33569
Office: (813)672-2243 e Fax: (813)672-2245 e« www.swflrheum.com




Financial/Office Policy

The doctors and staff at Southwest Florida Rheumatology would like to welcome you to our practice.
Our goal is to provide excellent medical care and make your visits as convenient as possible.
By signing below, you confirm that you have read this policy and understand that:

It is the patient’s responsibility to inform the office of any address, telephone, email, and insurance
changes.

If the patient does not have his/her payment(s) that are due, the appointment may be rescheduled.
Due to time allowed for each appointment, patients may be asked to schedule another appointment
for issues other than the reason of the original appointment.

Forms for disability, attorneys, etc will not be completed by providers at Southwest Florida
Rheumatology.

A retumed check will result in a minimum senvice charge of $15.00 and checks will not be accepted
for future payment(s).

Medical records are typically sent to another physician at no charge. If all records are requested for
delivery to the patient, a thumb drive will be used and the cost of such will be applied. Paper copy
fees: $1.00 per page for copies up to 25 pages and $0.25 per page for copies 26 pages and greater.
(It may take up to 30 days)

48 hour notice must be given to reschedule or cancel appointment to awid a cancel/no-show
charge. If the proper notice is not given, there is a charge of $50.00 for any appointment. Monday
cancellations must be done by the close of business day on Friday. Late arrival to appointment may
result in rescheduling or a fee of $20.00

Any prescription refills require a seven (7) business days notice.

If the insurance requires a referral, it is the patient’s responsibility to get all information to the
primary care doctor for processing and the referral must be in our office 3 days before your
appointment. If the correct time is not allowed, the patient may need to reschedule. Do not depend
on our staff to keep track of your referrals for you.

Multiple cancelled /rescheduled appointment that interrupts the assigned treatment plan may cause
a discharge from the practice.

If a patient’s account is tumed over to a collection agency, the patient will be responsible for any
costs incurred in collection fee of the balance, which will include a collection agency fee of $10.00,
court costs, and attomey fees.

In the event that the patient does not meet his/her financial obligation, the patient will be discharged
from the practice.We realize that temporary financial problems may affect your ability to pay your
medical bill in full. If such problems arise, please contact our office at once and we will work out a
payment plan agreeable to both parties.

If you have questions about this agreement or are uncertain regarding your insurance coverage, we
will answer your questions the best we can; we are here to help you. Your insurance company may
also be helpful in answering more specific questions regarding your plan and we urge you to contact

them.

, have read and understand the Financial/Office Policy of

Southwest Florida Rheumatology and agree to meet all financial obligations. | understand that this policy
cannot be altered and if | do not agree with the office policy, | understand that | will need to find another
Rheumatologist.

Print Name of Patient Patient/Responsible Party Signature
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FINANCIAL DISCLOSURE NOTICE TO PATIENTS

- This is a notice informing you that American Arthritis & Rheumatology Associates, LLC .

owns and operaies WhiteGlove RX Pharmacy for the convenience of our patients.

As an owner, the physicians of American Arthritis & Rhenmatology Associates, LLC will receive
rmnﬂneraﬁonforsemﬁngorsoﬁdﬁngpaﬁmmforpresaipﬁomyouhmﬁﬂedaﬂhis entity or
any items or services you may purchase or receive. . s

As a patient, you have the right to obtain these items or services from a pharmacy or provider of -
your choice. You always have a choice in pharmacies and are in no way obligated to use our
pharmacy.

As an alternative to WhiteGloveRX Pharmacy, we have listed two prov1ders below as options for
you to receive your prescriptions or services:

ReCept Pharmacy o Digestive Care Pharmacy

4011 Crescent Park Dr. ~ 3001 Coral Hills Drive, Suite 330A
Riverview, FL 33578 Coral Springs, FL 33065

Toll Free: 888-664-6746 Toll Free: 800-314-3096

By signing below, you are acknowledging that you have received notice of the information
provided above. _ :

Signature of Patient or Authorized Representative Date

| WhiteGloveRX Pharmacy Patient Disclosure



CHIRON

o Patient Handout

What to expect for your upcoming video visit.

1. Confirm your info
Check your email or text messages to log in and confirm your information.

2. Have your device ready
Use either a computer, tablet or smartphone to conduct your video visit. Be
sure to allow both camera and microphone access to the application!

3. Check your internet connection

At the time of your appointment, WiFi or a wired connection is strongly
preferred for a great video visit experience, just like FaceTime!

4. Payment for the visit
Video visits are typically covered by your regular health insurance - you will
enter a credit card before the appointment and will be charged the same
copay as an in-person visit. In some cases, practice self-pay rates may apply.

5. Privacy and security
The technology for your video visit uses bank-grade encryption to protect all
of your personal information.

6. See your provider
Log in 15 minutes before your video visit and be prepared with questions.

Need assistance?
Support is available to answer any technical questions you may have. You can chat
with the support team directly in the app (web & mobile) or contact them directly:

PHONE: (800) 768-8131, option #1
EMAIL: help@chironhealth.com




