Patient Information(PLEASE PRINT)

Date:
Neme:

Last Name First Name Middle Initial
Mailing Address:
City: _ State: Zip:
Home Phone: Ceil:
Social Security #: Birthdate: Sex:Male/Female

Single [J Married [ Divorced [J Widowed 1
Work Phone:

Employer Name:
Who shouid be notified in an emer"gency7

Relationship to Patient? _Phone#H:
Responsible Party Information

Who is responsible for this account?

Relationship to Pafient? | Responsible PartySS#:
Insurance Information

Do you have medical insurance? Yes / No
Name of Primary Insurance:

Member ID#: ' _Group#:
Name of Secondary Insurance:
Member ID#: Group#

Referral Information

How did you learn of our practice?
Whom may we thank for referring you?

Please list other doctors you have seen in the past five years:

We need for you to show us your current insurance card(s) and sign/date
below once a month to verify that all information is correct. Thank youl

sign/date: : sign/date:

sign/date: | sign/date:

sign/date: sign/date:

sign/date: sign/date:

sign/date: sign/date:

sign/date: _ sign/date: SO

Tarig Javed, MD, Inc, 515 S Locust St, Visalia, CA 93277
Ph: (559) 625-8674 Fax: (559) 625-4699

390 Pearson Dr, Porterville, CA 93257
Ph: (559) 793-4400 Fax: (559) 7934500
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CONSENT/AUTHORIZATION FORM

Tariq Javed, MD, Inc, 515 S Locust St, Visalia, CA 93277
Ph: (559) 625-8674 Fax: (559) 625-4699

390 Pearson Dr, Porterville, CA 93257
Ph: (559) 793-4400 Fax: (559) 793-4500

Date

CONSENT FOR TREATMENT [ authorize the above—némed doctor(s), to perform the treatment/
procedure(s) described below. | have been informed of the reasons for the treatment/procedure(s),
along with the expected benefits, risks, possible alternative meihods of freaiment, and possibie

consequences involved in the following:

The treatment/procedure(s) was explained to me in detail and all my questions were fully answered
Understandmg this, | authorize the above-named doctor(s) to perform such examinations,

treatments, laboraiory tests, and to administer such medications as, in his or her opinion, are

).

necessary or advisable for me (or
Name of patient if minor

I also certify that no guaraniee or assurance has been made as to the results that may be obtained
proper follow-up and continuity of care,

an, a2 r\lce:gnp‘f—ar‘l rafarral

RELEASE OF MEDICAL RECORD In order 1o ensure
Ce reiea

| agree that a copy of my medicai record may =€ sed 1o My physic
physician, and/or the provider, if any, who referr e here. - o
| request that payment of authorized benefits be made to the

T
~
g me

INSURANCE AUTHORIZATION
above-named doctor(s) on my behalf, for any services provided to me. | authorize any holder of

medical and other information about me to release to Medicare and iis agents, any insurance
company, any other third party payer, state medical assistance agency, or any other govemmental or
private payer responsible for paying such benefits, any information needed fo determine these -
benefits or benefits for related services. | agree to pay for all charges not covered by a third parw

payer. | authorize a copy of this authorization fo be used in place of the original.

~ . r



Renal Medical Group Pblicy

To our Valued Patient:

This is an explanatory letter regarding Renal Medical Group’s policies
effective January 1, 2002.

Appointments:

“Appointments will be made at the front desk and you will be given an

appointment card. We will not necessarily call to remind you of the
appointment. That is something we do as a courtesy for our patients. If
you can not make it on your scheduled time or date we require a 24 hour
notice of cancellation. There is a possibility we will charge you for the
visit if you do not show up.

Insurance Information:

It is the patient’s responsibility to inform us of any insurance changes
before the appointment date. If we do not have the correct information,
we can not bill the correct insurance. We will bill your insurance one time'
and if the charge is denied for any reason other that a mistake on our
part, you will be responsible for the balance owed (this includes any kind
of injection). We need to see your insurance card(s) every time you come
in for an appointment (excluding patients who come in weekly). If you
receive a statement from our office with a balance owing, that balance
must be paid before your next appointment.

CO-Payments:

Your co-payment must be paid before you leave the office. If you have
secondary insurance and your primary insurance requires a co-payment,
you are still responsible to pay the co-payment.

Pre-Visit Forms:

Every patient is required to fill out a pre-visit form before seeing the
doctor. If you are not able to fill the form out, you need to bring someone
with you to the appointment that can fill it out for you.

Forms:

The patient’s portion of any type of form, brought in for doctor signature
or to be filled out, must be completely f/lled in. We DO NOT sign blank
forms! |

Messages: |

If you leave a message for the doctor with someone in the office, it will be
dealt with before 5:30pm the same day unless you are told otherwise.
DO NOT call throughout the day to see if we have an answer yet. We will
call you when we do.

Patient Signature and Date:

Tariq Javed, MD, Inc, 515 S Locust St, Visalia, CA 93277
Ph: (559) 625-8674 Fax: (559) 625-4699

390 Pearson Dr, Porterville, CA 93257
Ph: (559) 793-4400 Fax: (559) 793-4500
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Renal Medical Group Medical History Form
I 'am here foL

Date

Please take a few mmutes whﬂe waiting o provide additional information about you or your relative's Medica! History. Knowledge

of past medical problems, family medical problems, and personal heaith habits will help the docior provige better care.

complefe this fo the best of vour ability.

Please

Section 1: Past Medical History

Shade circle of all that apply or 'None of these' if you have not experienced any of the hs‘ted dlSOTdﬁ!‘S

O None of these O Bl'a_ck—mts )
Diabetes: O fasutin O PilisO Diet O Seizure  Disorder
O High Blood Pressure O Thyroid Disease

O Heart Disease O Migraine

O Emphysema O Arthritis

O Asthma O Cancer

O Sirokse O Blood Dissase

O Kidney Disease

O Psychiatric  Disease

geGPafmS OAOB OC O unknown
O Abnormal Bleeding or Clotting

C Alcohol or Drug Dependence

O Other :

Section 2: Past Surgeﬂes , WL e e E
Shade circle of all that apply or 'None of these’ :f you have not eApenenced any of the lsi‘ed surgeries.

O Thyroid

O Brain

Coronary Artery Bypass

O None of these O Lung

O Tensils & Adenoids C Biopsy of
OAppemdit - C Back

O Gellbladder O Neck

O C-Section

O Hernia O Angicplasty
O Hysterectom o O Prostate

5 Cg et Y O Ovaries Removed & Stomach

O Breast O Carotid Artery

O Shouider
O Hip

O Knee

O Leg

O Ankle

O Cataract
O Other

'Sectien~-3: Family History

Shade circle of all that apply or 'None of these' if vour
family does not have a hisiory of any of the following.

O None of these
O Niabetes
O Heart Disease
O Strekes
O Cancer
- O Alcohol or Drug Dependence
O Bleeding or Clotting Disorder
O Any Rare or Unusual Disease

O Any Disease That 'Runs in the Family

information on Patient's Father:
’ Status
Age Now or
g hED O Alive
‘® O Exact O Died
O About O Unknown
|
If Dead, How? )
O Heart Problem O Infection
O Stroke O Oid Age z
O Cancer O Unknown i
O Accident C Other ‘
Information on Patient’s Mother:
Age Now or 'I] Status
Age When .
D?ed , O Alive
© Exact O Died
O About C Unknown
If Dead, How?
O Heart Problem O Infection
O Stroks O Cid Age
O Cancer O Unknown
O Accident O Other

Name:




Marita] Siatus

Chiidren/Friends

| Living Status i

coupation Type of Work

O Working

T
. I ! !
o g_arr e | Nearby to Help with || 0 Afone ] 51558 ol
5 W:’?d%ied [~Lonvaiescence? . |-QWith Family-or. Koammale'- e d‘ﬂ-ﬁmpfoyed o Physical Labor}
ivorce 1 N O Board & ,C‘”; C Retired G Homemaker |
O Divorcea | O No O Nursing Home R |
O Separated | O Yes O Disabied i
Cigareties ! Caffein | Alcohot Drugs l
| (Packs Per Day 1 Quit Smoeking ‘ {Cups of Coffze ] O None J
ODo Not Smoke Ol Never Smoked | or Tea Per Day) | O Nene O Amphetamines
- : I s
O Lless Than 1 O < 1 Month Ago O None O Rarely T
g ‘
o1 O < 1 Year Ago 5 ’ . O Coeafine ]
= g (32 orlass O Occasionally T '
©1-2 O Over 1 Year Ago G Heroin )
02 Q Over & Years Ago O O Regularly O Marijuana Jr
Q Hallucinogens ’

O More Than 2

C Over 10 Years Ago 0 35-10 f[

O Daily

Shade an anpswer in 2y categories
Constitutional
O:None of these

O Regular Fevers or Chills
O Weight Loss

O Weight - Gain

Olioss of Appetite
Eyes .

O None of these

C Wear Contacis

Q Wear Glasses

i Eye Surgery

O Cataracis

O Trouble Seeing
Ears, Noss, Throat

O None of thesz

O Freguent -Ear Injecticns
O Ear Surgery

C Hearing Probiems

Q Hayfever

O Sinus  Surgery

O Frequent Nose Bieeds

O Persistent Hoarseness

O Trouble Swallowing

‘Section 5: Review of Systems

Allergy - Immunoclogy

- QO Drug Allergy

Respiratory
ONone of these
C Asthma
C Emphysama’
O Wheezing
O Pain Wfith Flr ng
O long lasting gh

O None of these
. O Food Allergy

O Immune 3ystem Disorder
Cardiovascular
O None of thase -
C Shoriness of Breath on Exer(idn
O Shortness of Breath at Night

O Angina

O Chest Pains

C Heart Atftack

O Heart Surgery

O Pacemakear

O Leg Swelling

5
|

Gastrointestinat |

| Hematelogy -~

O None of these
O Nauseszg

Q Vomiting

O Diarrhea

O Constipation

O Vomiiing Blecd
O Bloed in BM
O Black Tar-iiks
O Jaundice

O Hepatitis

& Ulecer

O Hiatal Hemiz
O Change in BM Habiis '

BM

Integumentary

O None of these

Z Hives

C Cancer of Skin

C Change in Size or Color of Mole
= Psoriasis

C Other Skin Disorder
Lvmphatics

O None of thesa

C Bleeding Problems

G Blood Clots

O Sweollen Glands

O Cancer of Blood or Lymph Giand



SALE

i

Neurologxcal

O None of these

O Migraine

O Other Headaches

O Freguent Dizzy Spells
O Poor Balance

O Black Outs

O Seizure Disorder

O Stroke o
O New Numbness or T ingling
O New Woeakness

O Brain or Nerve Disease

O Evaluation by Neurologist
< CAT Scan or MRi
Psychiatric

O None of these

O Nervousness

O Panic Disorder

D Depfession

O Bipolar  (Manic-Depressive)
O Schizophrenia

Cancer ‘

C.None of these O Ulerus

O Colen O Ovaries
O Breast O Kidney
O Lung O Other

O Prostate

O Skin ”

< Thyroid

O Throat

O Stomach

O Brain

C Bone

O Muscles

Section 6: Current

§ O Frequent
O Biood in Urine

. Medications
Write the name, strength, and dosage schadule of

uemtourmary
O None of these

O Pain” on L‘Irin;aﬁof'x -
“Urination: ‘

O Change in Siream of Urine
O Prostate - Problems.
- O Untreated_ O Surgery O Medicines |
O Up at Night o Urinaie '
O1 ‘02 0O<5 O>5 Times
O Kidney Stones
O Kidney Surgery
O Kidney Failure
O Penile or Vaginal Discharge

Musculoskeletal

O None of these
C Rhuematoid  Arthritis

O Other Arthritis

O Gout -

O Bursitis - Shoulder

O Bursitis Hip

O Sciatica -

O Frequent Back Pains

‘O Back Surgery

O Frequent Neck  Pain

O Neck Surgery

O Pravibus Fractured 2enes
O Hip Surgery
O Knee Surgery

the med/caz‘:onQ yo./ are currently taking.

Endocrine

O Abniormat
O Cysis on Ovaries

O None- of these

O Thyroid - Disease
O Diapetes

O Craving Water

O Freguent Urination

‘O New Heat Intolerance

O New Cold Intoierance
C Recent Weight Loss
O Recent Weight Gain

OB-GYN O Male - Not Applicable

O None of these
Number of Pregnancies
Number of Live Births | |
Number of Abortions P
Number of Miscarriages | | |
Number of C-Sections D_z

O Hysterectorny

O Ovanes Removed

O Abnormai Vaginal Bleeding
Discharge

FHEE

O Painful  Intercourse
O Endometriosis
O Other Operaiions

TD - Sexually Transmitted Disease

O None of these
O Syphilis

O Gonorrhesz

O Geniial Herpes
O Chlamydiz

O Trichomonas

I~ Al

O AIDS

O Penile Discharge
O Sores or Growths an Geniials

O Qther

Name:



