TODAY'S PATIENT REGISTRATION |
DATE: Valerius Medical Group & Research Center of Greater Long Beach, Inc.
PATIENT INFORMATION -- PLEASE PRINT

FULL LEGAL NAME  (First) (Middie) {Last} BIRTH DATE:
SEX:

ADDRESS {NUMBER) STREET APT #

CITY STATE ZIP SOCIAL SECURITY NO. HOME PHONE
CELL:

PREFERRED CONTACT (Please (Circle) E-Mail Address:

Home Business  Cell E-Mail
EMPLOYER NAME EMPLOYER STREET ADDRESS |CITY STATE ZIP

BUSINESS PHONE  |EXTENSION YOUR DRIVER'S LICENSE NUMBER

NEAREST RELATIVE (NAME, ADDRESS, PHONE NUMBER) STATE ZIP
SPOUSE'S INFORMATION

FULL LEGAL NAME (FIRST) (MIDDLE) {LAST) BIRTH DATE:

ADDRESS |(IF DIFFERENT THAN ABOVE) |CITY STATE ZIP HOME PHONE:
CONCERNING INSURANCE

PRIMARY INSURANCE COMPANY NAME GROUP # |ID/CERTIFICATE #

SUBSCRIBER NAME WHERE TO SEND CLAIM

SECONDARY INSURANCE COMPANY NAME GROUP# [ID/CERTIFICATE #

SUBSCRIBER NAME

OTHER INSURANCE INFORMATION

| EMERGENCY AND OTHER INFORMATION

IPERSON TO NOTIFY IN CASE OF EMERGENCY RELATIONSHIP

ADDRESS (NUMBER) (STREET) APT #

CITY STATE ZIP HOME PHONE

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?




PATIENT REGISTRATION 1l
Valerius Medical Group & Research Center of Greater Long Beach, Inc.
ADVANCED PATIENT-FOCUSED CARE for auto-immune diseases

Printed Name:

» PAYMENT OF SERVICES
| understand that | am financially responsible for all charges, including but not limited to co-
payments and annual deductibles, rendered to me and/or my dependents, regardless of the
decision regarding reimbursement made by insurance carrier.

Patient Signature (Parent for Minor) Date

» INSURANCE BENEFITS AND INFORMATION RELEASE FORM
| hereby assign all medical and/or surgical, to included major medical benefits to which | am
entitled, private insurance, and any other heaith plan to Valerius Medical Groups & Research
Center of Greater Long Beach, Inc. (Hereafter “Valerius”). | hereby authorize Valerius to release
any and all information necessary concerning my diagnosis and treatment for the purposes of
securing payment from my insurance company, and thereby authorize payment of the insurance
benefits directly to Valerius for any services rendered that are not paid for directly by me.

Patient Signature Date

> NOTICE OF PROPRIETARY INTEREST
This is to advise you that Valerius provides ancillary services in the areas of infusion therapies,
imaging modalities (x-ray, bone density, MRI etc.) laboratory, neurodiagnostic, cardiology and
other ancillary services in order to obtain the best quality and convenience for its patients-clients.
You may however use my any ancillary provider of your choice with the understanding that you or
your representative will be responsible to that provided for the financial obligation thereby
incurred.

Patient Signature Date

> AUTHORIZATION TO TREAT MINOR
As the parent/guardian of the above named child/minor, | hereby give permission to Valerius to
treat the child/minor in the event that a medical emergency arises and | am unable to personally
consent to the treatment. | also agree to be responsible to Valerius for charges for medical
services rendered.

Patient Signature Date



PRIVACY NOTICE

We understand that medical information about you and your health is personal. We are committed to
protecting medical information about you. We create a record of the care and services you receive at the
medical group. We need this record to provide you with quality care and to comply with certain legal
requirements. This Notice applies to all of the records of your care generated by the medical group,
whether made by medical group personnel or your personal doctor.

This Notice will tell you about the ways in which we may use and disclose medical information about you.
It also describes your rights and certain obligations we have regarding the use and disclosure of medical
information.

The following categories describe different ways that we use and disclose medical information. For each
category of uses or disclosures, we provide examples, but not every use or disclosure in a category is listed.
However, all of the ways we are permitted to use and disclose information will fall within one of the
categories.

For treatment

For Payment

For Healthcare Operations

Appointment Reminders

Treatment Alternatives

Health Related Benefits and Services
Individuals involved in your care or payment of your care
Research

As Required by Law

To Avert a Serious Threat to Health or Safety
Other Situations as listed below

Organ and Tissue Donation

Military and Veterans Command Authorities
Workers’ Compensation

Public Health Risks

Healthcare Oversight Activities

Lawsuits and Disputes

Law Enforcement

Coroners, Medical Examiners, Funeral Directors
National Security, Intelligence and Federal Protective Service Activities
Correctional Facilities if you are an inmate

VVVVVYVVVVYVYVVVYVVVYVVYVY

Other uses and disclosures of medical information not covered by this Notice or the laws that apply to us
will be made only with your written authorization. A form for those authorizations, both those that you
request and those that we request, is available from our reception personnel at the locations noted on the
authorization, you may later revoke that permission in writing, at any time. If you revoke your permission,
we will no longer use or disclose medical information about you for the reasons covered by your written
authorization. In that case, however, we will be unable to take back any disclosures we have already made
with your permission, and we will still be required to retain our records of the care that we provided to you.

You have the following rights regarding medical informaticn we maintain about you:

Right to Inspect and Copy. You have the right to inspect and copy medical information that may be used
to make decisions about your care. Usually, this includes medical and billing records, but does not include
psychotherapy notes.

We may deny your request in certain very limited circumstances. If you are denied access to medical
information, you may request that the denial be reviewed. Another licensed health care professional chosen
by the medical group will review your request and the denial. The person conducting the review will not
be the person who denied your request. We will comply with the outcome of that review.



Right to Amend. If you feel that medical information we have about you is incorrect or incomplete, you
may ask us to amend the information. You have the right to request an amendment for as long as the
information is kept by or for the medical group.

Right to an Accounting of Disclosures. You have the right to request an “accounting of disclosures.”
This is a list of the disclosures we have made of medical information about you with some exceptions. The
exceptions are governed by federal health privacy law, and include (1) routine disclosures for treatment,
payment and operations conducted pursuant to your signed consent form, (2) disclosures to you, and (3)
disclosures made from the medical group directory, as described above.

Right to Request Restrictions. You have the right to request a restriction or limitation on the medical
information we use or disclose about you for treatment, payment, or health care operations. You also have
a right to limit on the medical information we disclose about you to someone who is involved in your care
or the payment for your care, like a family member or friend. For example, you could ask that we not use
or disclose information about a surgery you had. Please note that we are not required to agree with your
request unless the information is needed to provide you emergency treatment.

Right to Request Confidential Communications. You have the right to request that we communicate
with you about medical matters in a certain way or at a certain location. For example, you can ask that we
only contact you at work or by mail.

You must submit any request for restrictions and/or information to our Medical Records office at the
location where you receive health services as noted on the last page of this Notice, in writing. (A form for
that request is available from that office.) We will accommodate all reasonable request.

Changes to t his Notice. We reserve the right to change this Notice. When we do, we may make the
changed Notice effective for medical information we already have about you then, as well as any
information we receive in the future. We will post a copy of the current Notice in our Registration Office
and in our Medical Records Department. Each Notice will contain on the first page, in the bottom left
corner, its effective date. Also, each time you register at the medical group for treatment or health care
services, we will offer you a copy of the current Notice in effect.

Complaints. If you believe your privacy rights have been violated, you may file a complaint with the
medical group or with the Secretary of the Department of Health and Human Services. To file a complaint
with the medical group, contact the Center Administrator at the location noted on the first page of this
Notice. YOU WILL NOT BE PENALIZED FOR FILING A COMPLAINT.

DEPARTMENT OF HEALTH & HUMAN SERVICES
OFFICE OF THE SECRETARY

Office of Civil Rights, Region IX

50 United Nations Plaza, Room 322

San Francisco, CA 94102

http://www.hhs.gov/ocr/

2/06 ed






PATIENT CONSENT FORM
FOR PROTECTED HEALTH INFORMATION
Valerius Medical Group

By sighing this form, you give your consent to our use and disclosure of
protected health information about you for treatment, payment and
health care operations purposes as outlined in our Privacy Policy. Federal
law requires that we obtain a written consent of this kind from you for
those uses and disclosures. If we use or disclose your protected health
information for any other purposes, we must obtain a separate written
authorization from you with details about the proposed use or disclosure.

our Notice of Privacy Practices provides more detailed information about
how we may use and disclose protected health information about you.
You have the right to review that Notice before signing this consent. We
reserve the right to change the Notice, and if we do, you may obtain a
copy of the revised Notice from Valerius Medical Group.

once you give us this consent, we can rely on it until you revoke it. You
can revoke it by delivering a dated and signed letter to our Medical
Records office at the location above. However, we may choose not to
treat you if you revoke your consent.

You may also request that we restrict how we use or disclose protected
health information about you, by making the request in a dated and
signed letter delivered to our Medical Records office at the location above.
(A form for such a request is available from the same office.) We are not
required to agree to those restrictions, but if we do, we will be bound to
comply with that agreement.

You have the right to request that we communicate with you about
medical matters in a certain way or at a certain location. For example, you
can ask that we only contact you at work or by mail. If you would like to
make such a request, please complete the information below. Otherwise,
we will use the information you have supplied to us on your Patient
Information form.

Please contact me at: Home Work Mail Other:
Telephone number( )

Address:

X

Signature (Patient or Legal Representative)

Printed Patient Name Date

Capacity of Legal Representative (if applicable)
cc: Patient 1/06






AMERICAN COLLEGE
OF RHEUMATOLOGY

EDUCATION « TREATMENT + RESEARCH

Patient History Form
Date of first appointment; / / Time of appointment: Birthplace:
MONTH DAY YEAR
Name: Birthdate: / !
LAST FIRST MIDDLE INITIAL MAIDEN MONTH DAY YEAR
Address: Age: Sex:. QF OM
STREET APT#
Telephone: Home ¢ )
CITY STATE 7P Work )
MARITAL STATUS: O Never Married Q Married D Divorced Q Separated 0 Widowed
Spouse/Significant Other: 0O Alive/Age 0O Deceased/Age Major llinesses
EDUCATION {circle highest level attended):
GradeSchool 7 8 9 10 11 12 College 1 2 3 4 Graduate School
Occupation Number of hours workedfaverage per week
Referred here by: (check one) Q Self O Family Q Friend Ul Doctor O Other Health Professional

Name of person making referral:

The name of the physician providing your primary medical care:

Do you have an orthopedic surgeon? OYes O No Ifyes, Name:

Describe briefly your present symptoms:

Please shade all the locations of your pain over the
past week on the body figures and hands.

Example:

Date symptoms began (approximate): Example
Diagnosis:;

Previous treatment for this problem {include physical therapy,
surgery and injections; medications to be listed later)

Please list the names of other practitioners you have seen for this
problem:

Adapted from CLINHAG, Wolfe F and Pincus T. Current Comment — Listening to tha patient — A
practical guids to self report questionnaires in clinical care. Arthritis Rheum. 199942 (8):1797-

RHEUMATOLOGIC (ARTHRITIS) HISTORY 808. Used by permission.
At any time have you or a blood relative had any of the following? (check if “yes”)
Yourself Relative Yourself Relative
Name/Relationship Name/Relationship
Arthritis (unknown type) Lupus or “SLE”
Osteoarthritis Rheumatoid Arthritis
Gout Ankylosing Spondylitis
Childhood arthritis Osteoporosis
Other arthritis conditions:

Patient's Name Date Physician Initials
Patient History Form © 1999 American College of Rheumatology




SYSTEMS REVIEW

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

Date of fast mammogram

Date of last Tuberculosis Test

Date of last eye exam / /

Date of last bone densitometry

Constitutional
QO Recent weight gain
amount

O Recent weight loss
amount

O Fatigue

0 Weakness

Q Fever

Eyes

Q Pain

QO Redness

0 Loss of vision

O Double or blurred vision
O Dryness

0 Feels like something in eye
Q Itching eyes
Ears-Nose—Mouth—Throat
O Ringing in ears

Q Loss of hearing

O Nosebleeds

O Loss of smell

O Dryness in nose

O Runny nose

U Sore tongue

O Bleeding gums

Q Sores in mouth

Q Loss of taste

Q Dryness of mouth

Q Frequent sore throats

Q Hoarseness

0 Difficulty in swallowing
Cardiovascular

Q Pain in chest

Q Irregular heart beat

O Sudden changes in heart beat
O High blood pressure

Q Heart murmurs
Respiratory

QO Shortness of breath

[ Difficulty in breathing at night
O Swollen legs or feet

Q Cough

O Coughing of blood

0 Wheezing (asthma)

Patient's Name

Date of last chest x—ray / I

Gastrointestinal
O Nausea

O Vomiting of blood or coffee ground
material

0O Stomach pain relieved by food or milk
Q Jaundice

Q Increasing constipation

Q Persistent diarrhea

QO Blood in stools

Q Black stools

Q Heartburn

Genitourinary

Q Difficult urination

Q Pain or burning on urination
Q Blood in urine

0 Cloudy, “smaky” urine

Q Pus in urine

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

Q Rash/ulcers

Q Sexual difficuities

Q Prostate trouble

For Women Only:

Age when periods began:
Periods regular? 0 Yes O No
How many days apart?

Date of last period? / f /
Date of last pap? / /

Bleeding after menopause? 0 Yes & No
Number of pregnancies?
Number of miscarriages?
Musculoskeletal
{Q Morning stiffness

Lasting how long?

Minutes Hours
QO Joint pain
0 Muscle weakness
U Muscle tendemess
0O Joint swelling
List joints affected in the last 6 mos.

Date

Integumentary {skin and/or breast)
Q Easy bruising

0 Redness

Q Rash

Q Hives

Q Sun sensitive (sun allergy)

0 Tightness

O Nodules/oumps

O Hair loss

Q Color changes of hands or feet in the
cold

Neurological System

{0 Headaches

U Dizziness

Q Fainting

O Muscle spasm

0 Loss of consciousness
Q Sensitivity or pain of hands and/or feet
O Memory loss

{ Night sweats
Psychiatric

O Excessive worries

0 Anxiety

O Easily losing temper

O Depression

Q Agitation

Q Difficulty falling asleep
Q Difficulty staying asleep
Endocrine

{ Excessive thirst
Hematologic/l.ymphatic
O Swollen glands

O Tender glands

Q Anemia

Q Bleeding tendency

Q Transfusion/when
Allergic/immunoloegic

{1 Frequent sneezing

O increased susceptibility to infection

Physician Initials

Patient History Form @ 1899 American College of Rheumatology



SOCIAL HISTORY
Do you drink caffeinated beverages?

Cups/glasses per day?

Do you smoke? O Yes O No Q Past — How long ago?
Do you drink alcohol? O Yes O No Number per week

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

0 Yes O No

Do you use drugs for reasons that are not medicai? O Yes O No

If yes, please list:

Do you exercise regulariy? O Yes 0 No
Type

Amount per week

How many hours of sleep do you get at night?

8 Yes O No
O Yes O No

Do you get enough sleep at night?
Do you wake up feeling rested?

Previous Cperations

PAST MEDICAL HISTORY

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

0 Cancer Q Heart problems Q) Asthma

O Goiter Q Leukemia Q Stroke

QO Cataracts J Diabetes Q Epilepsy

O Nervous breakdown O Stomach ulcers O Rheumatic fever
O Bad headaches Q Jaundice A Colitis

O Kidney disease O Pneumonia Q Psoriasis

Q HIV/IAIDS

Q Glaucoma

Q Anemia Q High Blood Pressure

Q Emphysema O Tuberculosis

Other significant illness (please list)

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

Type Year Reason
1.
2.
3.
4.
5.
6.
7.
Any previous fractures? 0 No O Yes Describe;
Any other serious injuries? 0 No 0 Yes 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 relaticnship)

00 Cancer 0 Heart disease 0 Rheumatic fever 0 Tuberculosis
O Leukemia O High blood pressure O Epilepsy O Diabetes

O Stroke 0O Bleeding tendency Q Asthma 0O Goiter

0O Colitis O Alcoholism, Q Psoriasis

Patient's Name Date Physician Initials

Patient History Form © 1999 American College of Rheumatology



Drug allergies: O No O Yes To what?

MEDICATIONS

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. Q Q a
2. a a Q
3. Q Q a
4, u] Q Q
5. g Q ]
8. Q Q Q
7. a a Q
8. d a ]
9. a Q Q
10. Q [m] |

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

time A Lot

Please check: Helped?
Some Not At All

Reactions

Non-Steroidal Anti-Inflammatory Drugs (NSAIDs)

o |

Q Q

Circle any you have taken in the past
Ansaid (flurbiprofen)
Daypro {oxaprozin) Disalcid (salsalate)
Meclomen (meclofenamate)

Tolectin (tolmetin})

Arthrotec (diclofenac + misoprostil}

Motrin/Rufen {ibuprofen)

Trilisate {choline magnesium trisalicylate)

Dolobid (diflunisal)

Aspirin {including coated aspirin)
Feldene (piroxicam)
Nalfon (fenoprofen)

Vioxx {rofecoxib)

Celebrex (celecoxib) Clinoril {sulindac)

indocin {indomethacin) Lodine (etodolac)
Naprosyn {naproxen) Oruvail (ketoprofen)

Voltaren (diclofenac)

Pain Relievers

Acetaminophen (Tylenol)

Codeine (Vicodin, Tylenol 3)

Propoxyphene (Darvon/Darvocet)

QOther:

Other:

Cjojo|0eG

Cj00jc)|o
00{o|0|o

Disease Modifying Antirheumatic Drugs (DMARDS)

Auranofin, gold pills (Ridaura}

Gold shots (Myochrysine or Solganol)

Hydroxychloroguine (Plaquenil)

Penicillamine {Cuprimine or Depen)

Methotrexate (Rheumatrex)

Azathioprine {Imuran)

Sulfasalazine (Azulfidine)

Quinacrine (Atabrine)

Cyclophosphamide (Cytoxan)

Cyclosperine A (Sandimmune or Neoral)

Etanercept (Enbrel)

Infliximab {Remicade)

Prosorba Column

QOther:

Other:

DoDj00(D|D|0|0|C (0|00 |C0

pOoL00DCCiooD|Ojo0|0|C|O|(B
o000 |0!0|0C|0(0{@|E|0|0

Patient's Name

Date

Physician Initials

Patient History Form © 1999 American College of Rheumatology



PAST MEDICATIONS Continued

Osteoporosis Medications
Estrogen (Premarin, etc.) Q Q a
Alendronate (Fosamax) Q =] Q
Etidronate {Didronel) Q a a
Raloxifene (Evista) 0 a. Q
Fiuoride u] ] m]
Calcitonin injection or nasal (Miacalcin, Calcimar) Q Q Q
Risedronate {Actonel) g [} a
Other: a 0 u]
Other: Q Q Q
Gout Medications
Probenecid {Benemid} Q Q [m]
Colchicine Q Q u]
Allopurino! (Zyloprim/Lopurin) m] Q a
Other: ] Q [ ]
Other: Q Q g
Others
Tamoxifen (Nolvadex) g Q a
Tiludronate (Skelid) O a a
Cortisone/Prednisone Q Q Q
Hyalgan/Synvise injections m] Q a
Herbal or Nutritional Supplements Q Q 0
Please list supplements:

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

Patient's Name Date Physician Initials
Patient History Form © 1999 American College of Rheumatclogy




ACTIVITIES OF DAILY LIVING
Do you have stairs to climb? Q Yes [ No [f yes, how many?

How many people in household? Relationship and age of each

Who does most of the housework? Who does most of the shopping? Who does most of the yard work?
On the scale below, circle a number which best describes your situation; Most of the time, | function...

1 2 3 4 5
VERY POORLY OK WELL VERY
POORLY WELL

Because of health problems, do you have difficulty:
(Please check the appropriate response for each question.)

Usually  Sometimes No
Using your hands to grasp small objects? (buttons, toothbrush, pencil, etc.).......ccooiviic e a a a
LT 2] 12T 1 U OO OSSR ] ] a
L] T3t o1 Vo T3 = T SO OO O TP UUUUOURP a ] o
DEsSCENTING SIAINS?. ..o e e s et e e s e r e s e e e e re e e a e e s s e e e b a e R et e es b rn b e et e s rranr e Q a Q
L T aTe e Lol 1 O ST PP TP OPPN Q o a
LTt 11T TV (o oo = o PSPPSR Q (] Q
Touching your feet While SEaIEA?............v i e s e e eraa s aneean a a a
Reaching behind your BACK? ...t et e st et Q Q ]
Reaching behind YOUF RBAUT ... . c.r oottt et et at s b et ek bbb e b ae st e nms s e Q Q a
T Te [N 101 O O OO OO OO OO a a a
e 11T BTV T (=T o OO PP TP Qa Q Q
Staying asleep dUe 10 PAINT ... Q ] Q
Obtaining FESHUE SIEEPT ......vieiveiiii it vr et cre e e e e se e eeesm e e ees e aeenes sr e eeemne b e n bbb s st s Q ] a
BANING? ....cuiiiiieriierinerreseneims et an e v e e sac e £eea e ee e se e ea e see e nee e e A b4 b AR bR A SRR R A ek e e Re s R eRsea s rnn Rt aenn a ] Q
[ 111 T O OSSO PP U PIPURIS a a a
LT T T O O S OO OOV YO PURUP PPN Q 0 Q
Getting along with family MEMDEIS? ..........cocviiereimiccaii e bbb ea e i Q Q
I your SeXUal FRIRtONSHIDT ..ovevrr et et e b Q Q Q
Engaging in leisure time actiViies? ... a a a
With MOMMING SHINEES?.....ccveiie e bbb b e e a Q a
Do you use a cane, crutches, as walker or a wheelchair? (Circle one)............ocoivveiiei a a a
What is the hardest thing for you to do?
Are you receiving disability?............cooe i eoirei i s Yes O NoQ
Are you applying for disability?...........o e Yes O No Q
Do you have a medically related lawsuit pending?..............ovm s Yes O No O
Patient's Name Date Physician Initials

Patient History Form © 1999 American College of Rheumatology



