
Last Name

First Name Middtelniiiei-

Address

E-mail

City

State

Sex

zip

n U  n r  A g e

n Manied n Widowed fl Single ;; Minor

n Partnered for _ yearsn Separated n Divorced

Patient Employer/School

Occupation

Employer/School Address

Employer/School Phone (_)

Spouse's Name

Birthdate_

Spouse's Employer

Whom may we thank for refening you?

ls condition due to an accident? n Yes n No Date

Typeof accident EAuto nWork nHome flOther

To whom have you made a report of your accident?
n Auto Insurance ! Employer I Worker Connp. ! Other

Attorney Name (if applicable)

Reason for Visit

When did your symptoms appear? .(- n
ls this condition gefting progressively worse? ! Yes n No n Unknown ) <
Mark an X on the picture where you continue to have pain, numbness, or tingling. 

f n ) f ^ J
Rate the severity of your pain on a scate from 1 (teast pain) to 10 (severe pain)_ 

l)l \\\ li /l \\\T v p e o f p a i n : ! s h a r p  n D u l l  [ T h r o b b i n g l N u m b n e s s I A c h i n g  ! s h o o t i n g  { ^ \ l  v \ } l  { " ( /  y \ } l
IBurnins lTinsring ncramps nsti t fness !swering nother 

- \"\  
i l  i  " 

-"\T/"

l i l t  \ J (  /How often do you have this pain? , ,, , , r, ,
I  l t  \  I  \ i  \
\  t t  i  \  / t  ils it constant or does it come and go? 
\ ll / \ | I /

Does it interfere with your n Work ! Sleep ! Daity Routine I Recreation 
lJ[ /]11

\ { } /  \ t ) /Doesi t in ter ferewi thyournwork !s leep !Dai tyRout ine IRecreat ion , ] l (  l ] l {  {
LJIJ 'JL\ :

Activities or movements that are painful to perform I Sitting I Standing D Walking ! Bending ! Lying Down t

Who is resoonsible for this account?

Relationship to Patient

Insurance Co.

Group #

ls patient covered by additional insurance? n yes n ruo

Subscriber's Name

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND BELEASE
I certify that I, and/or my dependent(s),have insurance coverage with

and assign directly to
Name of Insurance Company(ies)

all insurance benelits.
if any, otherwise payable to me for services renden-.d. I understand that I am
financially responsible for all charges whether or not paid by insurance. I authorize
the use of my signature on all insurance submissions.

The above-named doctor may use my health care inlbrmation and may disclose
such intormation to the above-named Insurance Company(ies) and their agents lor
the purpose of obtaining payment tor services and determining insurance benetits
or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

Signature ot Patient, Parent, Guardian or Personal Representative

Please print name ot Patient, Parent, Guardian or personal Reoresentative

RelaUonshio to Patient

Cell Phone (_) Home Phone (_)

Best time and place to reach you

IN CASE OF EMERGENCY. CONTACT

Home Phone (-)- Work Phone (_)
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CONFIDENTIAL HEALTH HISTORY QUESTIONNAIRE. PAST MEDICAL I{ISTORY
Advance Health Center

'Dateof 8ir-th;, rAgej Datej:

C'{.E,CKANYTHAT

Faiv€ri.rent,

I i I !HeartAttack

tr, ti,Heart Murmur otHean Disease
L; L, Hepatitis orrCirrhosii
I i I iHeioidtedoi,Ruptured,Diit
trl t Herpes
I  i  |  :HighBloodltessure
i, i, Hodgkin:sDisease,Lymphoma,or
'{; .t-; Leukeniia,
E il: Intoltrance,rfDairy/Fatty:Foods

1..,., il..... lrregular Hea*beitt

f n FrequentBackaches fi f; trritable8ourel Syndrome
f t Blad'derlnfectlon f, f: fian"yOiseirseorNephritis
il: f .Blood clptEor Bieeding Prob. I-' il-. kianev stonei
f. f' Blood in Bowel Moverient l-, t-' Lunq i'robiems
f. f BbodTransfusion lA i-, r-roit
f [-. Boils or cysts - Recurrent l-. l-' n,titaria
f, f, BoneoribintDisease fi l-i Seizuies.ConvuliionsorEpilepsy
f f'. BoweibrColonDiseise l-, l-' Meningiris
f. f- Breastlumps fi il-: MiqraineHeadache
f' f- Bronchitis-Recunent fj |-j Molechinses

f f-: Bruisefasily f-, f- MuscleDiseaseorWeakness
l- F, Bursitisortendonitis [-: I--, Pancreatitis
F l- canc"r l-: l-i Phtebitis
f f,chestPain E l-i Pteuriry
il: f Chiilsornishtsweats f |-' pneumonia
f l-t Cholesterol-Elevated l-, l- potio
f' f, Chro,nicCouqh l-; l-, problemswithurinadon
l- l-i colitit 

- 
|-. l-i RheumatoidArrhriiis

f f: Golor-blindness f, lai nheumatk t,ever
Ll f'coircernsaboutfertitity f f Set2ures,ConvulsionsoiEpilepsy

l-. f-i Swelling oi.ioints
fl t, Thyroid Disl'ase
I I i Tremon/sh;rking of hands
f f, TuberculosisflB)orpositivetest
I , I ; Ulcer Disea:ie or Gastritis
l-: ilt U4expecterl weightloss
f, |-, Urihaterfreolueritlyatnight
l-: Ti VaricoseVeins
I  i l  iVenerea l ,D isease
f fi Wheezing ffwhistlingchest
I i il iYelh\lJauridiee

f f AbnormalElectrocardiggrarn
L L Abnpmaf Papliinear
i l ,  l : ;  A l D S o r t l M
l-i f AltoholrDruo Chieidser'Abuse
n il AllergiesortiayFever
I  I I  IAnemia ' ( fbWi ion l
f f' Anklesswellfrequently
il [.-' AnxietV<irPanic Affackt
P: :H

| , l : Arthiitisorcout
|: f*, tuthma

ill: Sensorv Chanqes
l-, Sexual 

-Probleirs/Concerns

l*i ihortness of Breath
l*i ,sictte cett C'isease pr Trait
Ia|,SNn biseug,r:chronic
lai :Skih Infectit,ns'-:ReGurrent
|-, Steep Difiicriltie5lDisoiders
l-, Spmins or Drisloca(ions
l-: stomaltr::Fain
il strot<ibineartAttack

f f Co4srlssio4qlHeadtnjury f
| | ,Constioation | :
[-, lT Depreision or Suicide l-.
I-i l-r Dtibetes l-:
f' f Dilficultyswallowino l-i
l- f Dizzines or FaintinJ l'-:
i- f, Emphysema l-,
I I iEitessive,Stiess I
L- n Fresuent colds/sinus problems J-
il f-: Frequent earaches l-i

f f f,requdntoriiilrihfulurination
I I , Fr-equent/..severe sore throat
l-l l- FrequEntlsevere nosebieeds

;. 1-, Gallbladder Disease or
I  , , ,  f  , , iGa l ls tone

f-j ilictaucoma

f-t t:, Goiibrrheh,Syphilis or
!"""^: l.-J chlarnydia

l-i f Grewth;onskin
fi f, Gumtilee{sasily
L L: FrequenVseveresorethroat
I ; | ; HebtingProblerm



orshot ; y,"s lI_: No |l
B,,sedes,orshori 

l- y€s l_: No
stiot 

f yes lI N"
shot ll Ves II No

ShsterBloodTert f- yes ll tto
6bn6shot 

,[: Ye5 I] No

f- AcohollOrug Abt se

f- Altergies/tu$ma

f- ,ct irirlvcout

f aheoing $rc._rder

I- Canrerfrtpel

l]. oratetes

[- fpiEpnneiarres

f- ebucoma

ll HeartDlsease
[- Hign rooa P.essure

f HlghChc;testerol

f Hrv/ArDs

[, t<ldney,Disease

f- uental nmess

f lai,graing l"Jeadadtes

f- sicHecett,conditibn
I Stio*e

[- suicide/Depression

f-- rhyroitl Exsease
f- other

My ctirre?it'siahrr.in

\llith wflom,doyol,r rbw liva?
,f l iglt€$ edatatiort,xhlerad?

to ha:nndor.rs eondhions/subrtanes at.rvitrk?

[,n" | ,- vo

fl t'to fr v*yoq.an4pn _ilx?

I auF_s.:l!g!{s. Fx,uroru EN oN LY:
I MENSfAUATION:

Agepeiods:bego" [l
Date of tast rnenstrual perind:

Nor4, Ptegnant?
Vagbal Dirc,harge?
PM5?
trlenopausei
Urnxfl ained Vaginal Bteedinq?
Disch*gefrom nipplbs?
Skin Ch8ngej in breasts?

FREGNANCIES:
Total Numben I
Date oflasi pap Sinear:

Date of last,mammognm:

FnEm
FullTerm:

Premafure:

Miscaniages;

Abortic*is:

iubal Fregnano.es:

QUEITIONSFORMEN

Prgttale Treqble?
Dxharge from penli?
Soreignp€nis?
Do you examiri€ your testicles?

QUESTIoNS FOh T,IEN AilD WOMEN
What kid of Eirth,Control/protectlon d6 you
and/or ),our p-aim€r ure?

How would yqu describe yout sexual,orientatjoh?

Do you use sunscrcen?
Do you always wear seatbehs?
Oo'you wea/ proteg.tive,sports equiprnent?
ls your house a smbke.freb house?
Do yod have a workihg smoke daector?
fueghwe anygunr/upqpons In your home?
Do yotr flbss your teeth regirlarly?
Doyou tvear dentures?,

Last i:lental,viiit!

Do- you ur6r, g hses/<ethtrts?

Last,eye exarn?

DIET & EXERCISE.fIA6ITS:

Doyou follorv a spe.ciS! df et? tf ss explain:

CqrentWelght?

TOBA€€O.USE:

Doyou smokel

[ ] ves  FNo
F v " r  F N "
l-1ves l- No
F t o  i l H o

I  i Y e r  I  N o
la ies l- uo
la yes l- no
Il Yes l- Ho
F ves l- No
F ves l- xo
F b

U Y e s  L N o
|  :Yer  I  No

lf yesi holy mrxrh,per daf?

Haveyou quitsrnoking?

I
peiw*tr

Itrrlten?
ptE yol ure other tob6icb'pr-odiicts? T)'pq

lf so, hsr'r mtxh?

ALGOHOLUSEI

Oo you,&irilcakohol? How many drlnlts,pEr i,rr€€k?

Hasanyo.iq ey€r etEresed oncems about,your akiJhol,use?

lf yes,.daase eoelaln:

What klnd of exercEE?ffiu do and houi

type:?



Advanced Health Center
patient Authorization for Disclosure of Health Information

(ln case patient is not available)

(CHECK ONE OF THE OPTTONS BELOW)

tr I DQ authorize Advanced Health center to use and/or disclose certain
protected health information (pHIJ about me to:
This authorization permits Advanced Health center to disclose individuallyidentifiable health information in case patient is not available

O Date of visit

B Reason for visit

A Lab results

tr Diagnostic test results
Q Medications

Signed by:
Signature of Patient or Legal Guardian

Relationship to patient

Print Patient's Name

o I Do Nor authorize Advanced Health center to disclose any information otherthan myself.

when my informati.on is disclosed pursuant to this authorization, it may be subject
1g-lqojsltosure by the recipient and may no longer u. proturted by the federalHIPM Privacy Rule. I have the right to revoke this rrihorization in writing'J..puto the extent that the practice has aaed in reliance rp"" rt ir authorization-. writtenrevocation must be submitted to: Advanced Hearth'center

Date



n&ancd H*alth tsntcr 46 South Glebe Road, Suite 100
Arlington, VA22204
Tel: 703-521-0644

Treatment Consent and Financial Policv Agreement

Thank you for choosing our physicians for your health care needs. We are committed to providing the very
best medical care and successful treatment. The following is a statement of our Treatment Authorization and
Financial Policy which you must read, agree, and sign prior to treatment. Our Treatment Authorization and
Financial Policy apply to all services by our physicians. In order to provide medical treatments and bill for
your services, we must have you complete this form at least once a year.

Patient Responsibilities and Financial Policies:
Provide Accurate Inforlnation: You have a responsibility to provide accurate and complete information about
your health history, mailing address, health insurance and other billing information. If any informatiorr
changes - name, address, phone, insurance coverage, etc. - you must inform our practice immediately.
Insurance denials or billing errors due to patient supplied information will result in the transfer of the account
balance to the patient's immediate financial responsibility.

Know Your Insurance Coverage. Benefits and Refenal Requirements: Your health insurance is a contract
between and you and your health insurance plan(s). Patients are responsible for understanding their health
insurance coverage(s), benefits, refenals and pre-authorization requirements.

Patient with Private Insurance: Our office will file claim(s) to the insurance companies we contract with,
provided that you authorize the 'assignment of benefits' for payment directly to our practice. For participating
insurance plans, the practice will accept payment based on contractual agreements. Any coverage or payment
dispute is a matter between the insurance policyholder and the insurance company.

Self-Pay Patients: Patients without insurance coverage are expected to pay in full for services receivedl at the
time of service.

Consent for Treatment: I authorize medical treatments for myself or my minor child by
physicians and medical assistants at Advanced Health Center.

Patient Payment Agreement: I understand that I am financially responsible to Internal Medicine,of
Arlington / Advanced Back and Neck P.C. for all charges regardless of third-party involvement. I alyee to
pay any deductible, co-insurance, co-payments, or services deemed as "non-covered" by my insurance carrier
at the time of service. If my insurance has not paid on my account in 75 days, the outstanding services will
become my responsibility for immediate payment. Should any balances arise due to insurance co-payments,
co-insurance, deductibles, termination of coverage, or non-payment at time of service and/or any other reason;
I agree to pay all charges within 30 days from the date that the amount due is billed. I understand that failure
to pay outstanding balances or make payment arangements within 90 days will result in the amount due being
considered delinquent and subject to legal action or assignment to a collection agency.

In consideration for medical services rendered, I acknowledge receiving notice of the financial
policy and agree to pay for said medical services according to the above terms. My signarture
below indicates that I have read and agree to the treatment consent and financial policy stated
above.

Please Print Name of the Patient

Signature of Patient or Legal Guardian Date


