
NEY PATIENT INFORMATION

PLEASE PRINT

Today's Date:
Rendering Provider (PCP): I Dr. Raman n Dr. Ashar

Patient Informadon:

LAST NAME FIRST NAME

Date ofBirdr I I
- -lmtrddffi/Yf

Social Security No.

Marital Status (check one): n Single I Married I Divorsed I lVidowed
I Legally Separated I Partrer D Unknown

MI

Sex DMale EFemale

Address

City

Home PhoneNo.

Work PhoneNo.

Billins Addrcss ( if difrerent frcm mailine):

State zip

Cell PhoneNo.

Ext.

Address

City State zip

D OK to leeve message at home n OK to leave message on cell phone

Tel. #: Fax #:Previous PCP:

E-mail language Race (optional)

Responsible Partv Information: (statements will be addressed to the responsible party)

Name

Address

City, State, Zip

Home Phone No.

Date of Birth: / I

Sex: Dlvlale ilFemale

Advance Directive (Living WilD;

D HAS - has one will bring ii at nexr cffice visit
tr INP - in the process of making one
f WM-willmakeone

Work Phone No.

Social SecurityNo.:

f, OKto leave message



Insurance Infornation: (Primary Insurance)

Insurance Name:

Address:

PhoneNo.:

Subscriber's Name:

Subscriber ID No.: Group No.:

Patient relationship to Subscriber (check one): ! Self - Spouse il child n other

Subscriber's Date ofBirth : *_/ __/ _-__ Co-FaymentArnount:

Insurance Informatiou: (Secondary Insurance)

Insurance Name:

Address:

Phone No.:

Subscriber's Name :

Subscriber ID No.: Group No.

Patient relationship to Subscriber (check one): u Self tr Spouse n Child I Other

Subscriber'sDateofBirtir: __/ __/ ____ Co-PaymentAmount :

Resoonsible Parfyts Emolover Information:

Company:

Address City

State

Emersencv Contact #1

Narne:

zip Phone No.

EqelrEencv Contzcl#Z

Name:
Phone: Phone:
Address: Address:

Relationship: Relationship:

(Meil Order)

Name:

Pharmacies: (Retail)

Name:
Cross Stree8:
PhoneNo.:

Address:

FanNo.:
PhoneNo.:
FaxNo.:

PIan Type: Plan Type:



AZ INTERT.IAL MEDICINE

MEDICAI. HISTORY

DOB: / /. Date of Visit:

Previous PCP: Tel. #: Fax #:

REASON FORVISIT

[ ] Establish as New Patient
[ ] Specinc Concems (please list)

i,tEDICATIONS

PAST TIEDICAL HISTORY

I High Blood Pressure
I Diabetes
I Heart Failure
I Breathing Problems
I Cancer

lf yes, please speciff below:

High Cholesterol
Heart Attack
AbnormalHeart Rhythm
Ulcer or Gastritis
Thyroid Problems

FAMILY HISTORY

OTHER ILLNESSES IN THE FAMILY:
SURGICAL HISTORY

Have you ever had surgery?
I Appendectomy t
I Hysterec'tomy t
I Joint Replacement I

[]No []Yes
Gallbladder Removed
Ovaries Removed
Heart Surgery

High Blood Pressure
Diabetes
Heart Failure
Breathing Problems
Thyroid Problems
Cancer

High Cholesterol
Heart Attack
AbnormalHeart
Ulcer or Gastritis
Stroke

I Other

I
I
I
I
I
I
I

I
I
I
I
I

ALLERGIES

Allergies to Medications: [ ] No
HEALTH TilAINTENANCE

I I Yes (Speciff) Immunizatons:
lnfluenza
Pneumovax
Tetanus
OtherVaccines:

@ncerScrcening:
Colonoscopy: t
StoolCards: I

Fenale:
Self Breast Exam:
Pap Smear:

INo

Mammogram:

No
No
No

[ ] Yes Date
[ ]Yes Date
[ ]Yes DatesoctAt HtsToRY

Who do you live with?
[ ] Self [ ] Spouse [ ] Family [ ] Other

Exercise: I I No [ ] Yes (specify type and frequency)

Alcohol: [ ]No I IYes (speciff and frequency)

Caffeine:

Smoking:

I No [ ]Yes (specify drinks/day)

I Never Smoked
I Curently Smoke (pUs per day) _
I Previously Smoked

How many years did you smoke?

Location:
Bone Densitometry: [ ]No I lYes Date

lYes Date

[ ]No []Yes Date

No
No

I I Yes Date
[ ] Yes Date

lYes Date
I Yes DateI INO

[ ]No

Hale:
PSA:
Self Testicular Exam:

Family
Member

AlivetAge Deceased/Age lllness

Father
Mother
Brothers

Sis€rs

Children

How long ago did you quit?
[ ]No [ ] Yes Date



AZ INTERilAL TIEDICINE

uEplgAL HlsTgRY

RE\IEW OF SYSTEIIS

Ganenl
WeightLcs tl
WeightGain t I
Fever t Ichitb t IFatigue t Ilnsomnia t

HEENT
Vsual Change
Phobphobia
Eye lbfiing
Eye Redness
Loss of Hearing
Ear lntsdions
Nose Congesfion
Nose Dnainage
Nosa Bleeding
Sinus Congestion
SoreThroat
HoarseVolce

gf Brcath

Heart
Cheot Pain
Rapid Heart Rate
Abnormal Heart RhY&m[
Leg Srrclling

Gastrolntetinal
Sbmrch Pain
Heartbum
Dysphagia
Constipation
Bloo<l in Stool
Sbollncmtinence
Hemonhoids

:

i

I

no it tYes (#)
No it IYes (#)
No i1 lves
No l[ I Yes
No i[ lYes
Ito i[ Ives

i

DOB:.1 I Pate of tbk

Hives
Moles
Dry Skin/Eczema
Skin Cancer

LrqrohFdc $l#em
Enlarged Nodes

Easy Bruising

l{ervous Svstem
Diziness
Spinning
Numbness/Tingling
Gait Disturbance
Balance Difficulties
Seizures
Hdachee

Fwchiatric
Depression
Anxiety
Pfpbias
Eding Disorder

N'pple Dlscharge 
i

Premenopausal: Date of LMP
Postmenopausal: 

I

VaginalBleeding
Hot Flashes 

]

ilah{Genlbudnarv l

Buming wih Urinatiortr
Blood in Urine 

i

Frequent Urination 
I

N[htTime Urinating 
I

DiffiarttyW Urinary $ream
SexualDifficutties 

]

ScrotaUTesticular Lump

Skin
Rash I Yes

I Yes

I Yes
I Yes
lYs

IINo
[]No
llNo
llNo
llNo

I Yes
IYes
I Yes
I Yes
IYe
I Yes
I Yes

I
I

No
No

I Yes

iYes
I Yes

lNo
lNo
lNo
INo
lNo
lNo
lNo

I
I
I
I
I
t

Chcst
Shortr€ss
Coughing
Wheezing

No
No
No

I IYes
llYe
I lYes
I IYS

I IYes
[ ]Yes
I lYea
I lYes
I lYes
I IYes
[ ]Yee
I IYes
I lYes

No
No
No
No

No
No
No
No
No
No
No
No
No

I
I

I
I
t
t
I

I YeE

I Yes
I Yes

JYe
I Yes
IYes
lYes

No
No
No
No
No
No
No

r

I
I
t
I
t

I Noi I IYes
I Noi t lYes
I Noi I IYeo
I Noi I lYes
I Noi [ ]Ys
I Noi 1 lYes
I Noi I lYes

j

.t

lYes
I Yes
lYes

[ ]Yes
[ ]Yes
I IYes
I lYes

I IYes
I lYes
I lYes
[ ]Yes
I IYes
I IYes
I lYes

I

I

INo
lNo
INo
lNo

INo
No
No
No
No
No
No

tureuloekcletal
Joint Pain
Joint Suelling
Muscb Pain
MusdeCemps
Bad< Pain
Ned< Pain
Fracfires

IINo
llNo

I Yes
I Yes

I
I
I
I

I

Hemlblooic Sttlt nl
Bberling Disorder i

j

No i[ ]Yes
No i[ lYes
No i[ lYes
No i[ ]Yes
tto l[ Iys
No i[ ]Yes
No l[ JYes
No l[ IYes
NoiI IYe
No i[ ]Yes
No lI lYe
No iI IYes

i

FrmelalGon.ilqrdm
Buming wih Urinati
Frequent Urination
N'lghtTime Udnation
Blood in Udne
Vaginal Dlsdtarge
VaginalDryness
Sexual Difficr.rlties
Br€ast Lumps

il



Az INTERNAL MEDICINE, PLLC
3920 S. Alma School Rd, Ste.8, Ghandler, l{2,85248

PATIETTIT ilAIIE:

DATE OF BTRTHI _J-1, SOGIAL SEGURITY NO:

ADDRE8S

ctrY, srATeraP

PHONE (HOilE) firoruq

I hereby authorize

Tel. No.

to send/release photocopies of my medical records to:

AZ INTERNAL MEDICINE, PLLC
DR. NANDINI RATIAN 

' 
DR. ANUPA ASHAR

3920 S. ALilA SCHOOL RD., STE.8
CHANDLER,AZ8524/E

Fax No.

Ff?"',trrtie$ilSidRe^te f.x a$ re<..srdcto l+\L qund^s ti*€d
NOTE: ttUE PREFERTHAT ilEDICAL RECORDS BE ON A GD. (erceptfor hoeoitalsl

Forthe purpose of:

I authorize the release of photocopies of the following records in the possession or control of
, its employees and/or agents. FOR THE

PORPOSE HEREOF, "MEDICAL RECORDS' AND "X-RAY FILMS" SHALL INCLUDE ALL
coNFtDENTtAL H|V-RELATED TNFORMATTON (AS DEFTNED lN AR.S. SECTION 36€61),
CONFIDENTIAL COMMUNICABLE DISEASE-REIATED INFORMATION ( AS DEFINED IN A.R,S
sEcfloN 36€11), CONFTDENTTAL ALCHOHOL OR DRUG ABUSE-REIATED INFORMATTON (AS
DEFTNED rN 42 CFR SEGTION 2 ET SEO.) AND CONFIDENTIAL MENTAL HEALTH
DIAGNOSISff REATMENT INFORMATION.

REOUESTED DATE(S): From To

_ Complete Medical Records
_ Hospital Records
_ Consultation Reports

_ Laboratory Reports
_ lmaging Studies

Other

This consent will expire one (1) year after the signed date below. I have given my consent freely and
voluntarily. I may revoke this authorization at any time provided I notiff my PCP in writing to that efiect" I

understand that any release which was made prior to my revocation in compliance with this auhorization
shall not constifute a breach of my rights to confidentialily. I understand that a phobcopy of this
authorization is considered acceptiable in lieu of tne original.

PatielilSbnaane

ParcntlLegally Authorized Representative Relationship to Patient



AZ INTERNAL MEDICINE, PLI.C
Nandini Raman, M.D. AnuPa Ashar, M,D'

PATIENT CONSENT FORM

I consent to the use or disclosure of my proteded health information by AZ Internal Medicine PLLC for the purpose of my diagnosis' treatment' paynent'

or to conduc,t health care operations.

I understand the follcwing:

. Diagnosis or treatment of me by Dr. Nandini Raman, M.D./ Dr. Anupa Ashar, M.D.. may be c,onditioned upon my consent as evidenced by my

signature on this consent.
. I hlve the right to request a restriction on the uses of my protecred health infonrnation; the physician's practice may not agree with the

restriclions. However, if they do agree, the restriciion is binding.
r I have the right to revoke this Consent, in writing, at any time: all future disclosures will subsequently cease. Any disclosures previously made

from my prior conseni, will not be affected by this revocation.
r prior to signing this consent, I have the right to review AZ lnternal Medicine, PLLC Notice of Privacy Prac'tices & Financial Poliry' which have

been provided to me.

My 'protected heafth information'means heatth information, including my demographics information, collected from me and created or rcceived by my

ptiysli:ian, another health care provicler, a health plan, my employer, or a health care clearinghouse. This protected health information relates to my past,

br6sent, or future physical or mentat heatth condition and iaentifies me, or there is a reasonable basis to believe the information may identiff me'

AZ lnternal Medicine, PLLC has a Notice of Privacy Practices. The Notice of Privacy Pradicas cJescribes how we may use and disclose protected health

information about you. The Notice of Privacy Practices also describes patient iights under the iaw.

At any time, AZ lnternal Medicine, PLLC may change the privacy practices as described in the Notice of Privacy Practices. I may contact the office to

receive a revised copy.

This document is provlded in compliance with the Health lnsurance Portability and Accountability Act of 1996 (HIPAA).

As a courtesy to our patients, we will file up to 2 insurance companies, Bec€use we are Medicare Providers, we must first file to your insurance

companies of all Medicare patients.

FINANCIAL POLICY

It is your responsibility to be aware of your benefits. lf you are Linsure of yo,ur insurance benefrts, you will need tc contacl your insurance canier for
clarification of your benefits,

This office will not change or re-code claims once ihey have been billed. This constitutes iraud and will not be done

This office bills only for services performed by our providers. The laboratory and radiology will bill you or your insurance company for all labs and
imaging studies performed. lf you have any questions regarding your lab or radiology bill please.contact the laboratory/radiology direc'tly or your
insurance carrier.

All insurance informaiion, including prior authorizations, referrals, and claim forms when nec€ssary, must be provided at the time of service.

All co-pays, deduclibles, and payments are due at the time of service, with co-pays being collected prior to you seeing the doctors. We accept cash,
Visa, MasterGard, American Express and most debit cards displaying the Visa or MasterCard iogo as forms of paynents.

Any account lefi unpaid after 90 days will be turned over to an ouiside colleciion agency. Any collection fees necessary to collec't this debt will be added
to the oubtanding balance. Please keep in mind that shouid your account go to our collection agency, any ar€ngementslpayrnents will need to be made
directly with^o the collection agency. ln addition, once an account has been turned over to ihe colleclion agency, the patient may receive a letter of
discharge from our prac{ice.

We understand that situations arise that you must canc€i your appolntment. We do request a 24 nau( notice of such cancellations. A fee of $25.00 will
be charged to your account for three consecutive no shows.

Although we require you to fill out'update" on your first appointment of each New Year, it is your responsibility to notify our office immediately of any
change of name, address, phone number, or insurance coverage.

I have read the above Financial Policy, and understand and egree to lhese terms.

PatienUGuardian Signature

Medical lnformation Release-Direct Physician Payment Release
By Signing below, I authorize ihe release of all medical information necessary for filing my insurance

daima. I also authorize my insurance company to make direcl payment to my physician. A copy of this
release nnay be used in place of the original. I understand that I am responsible for any balance due

on my account after my insurance caniers(s) have paid, including my yearly deductibles, co-payments
and coinsuranc€. I also understand that any overpayment will be refunded if authorized by my
insurance companY.

Relationship to Patient

Date


