Dr. Rupen Joshi, MD

333 Whitesport Dr. #3035
Huntsville, AL 35801
Phone: (256) 8B0-1222 Fax: (236) 380-2666

"1

Name: Date:

What doctor do you see for the following?

Colonoscopy/GI: Last Exam:
GYN(females): Last Exam:
Heart Doctor; Last Exam:
Lung Doctor: Last Exam:
Neurology Doctor: Last Exam:
Urology Doctor: Last Exam:
Eye Exam Doctor: Last Exam:

Have you had any of the following tests done? If yes, when and where?

DEXA/Bone Scan: YES NO

When: Where:
Mammogram: YES NO

When: Where:

Stress Test: YES NO

When: Where:

Have you had the following vaccines? If ves, when?
Pneumonia: YES NO When:

Tetanus: YES NO When:
Shingles: YES NO When:

Flu Shot; YES NO When:




Geriatric Health Questionnaire
“

Name: Date:

Instructions: Please circle answers.

General Health:

In general, would you say your health is:

Excellent Very Good Good Fair Poor

How much bodily pain have you had during the past 4 weeks?

None VeryMild Mild Moderate  Severe Very severe
Activities of daily living:

Are you independent (I) (Can do by myself), require assistance (A) (need help
from another person), or dependent (D) (cannot do at all) with each of the
following tasks?

Walking: | A D  Using Telephone: I A D
Dressing: I A D Shopping: 1 A D
Bathing: I A D  Preparing Meals: I " AN
Eating: I A D Housework: I A b
Toileting: 1 A D  Taking Medications: 1 A D
Driving: I A D Managing Finances: | Ko D
Geriatric Review of Systems:

Do you have difficulty driving, watching TV, or reading because of poor eyesight?
YN

Can you hear a normal conversational voice? Y N
Do you wear hearing aids? ¥ N
Do you have problems with your memory? X N
Do you often feel sad or depressed? Y N
Have you unintentionally lost weight in the last 6 months? Y N
Do you have trouble with control of your bladder? Y N
Do you have trouble with control of your bowels? Y N
How many falls have you had in the past year?

Do you drink alcohol? ) 4 N
If yes, how many drinks per week?

Do you live with anyone? Y N

If yes, who? Spouse  Child Other Relative Friend




Who would help you in an emergency?

Who would help you with health care decisions if you were not able to

communicate your wishes?

How many medications do you take, including prescribed, over the counter, and
vitamins?

Are you sexually active?

Has anyone intentionally tried to harm you?

Please draw the face of a clock with all the numbers and the hands set to indicate
10 minutes after 11 o’clock.

Memory: 3 item recall after | minute (banana, sunrise, chair) #recalled:

Patient signature: Date:

Reviewing Physician: Date:




PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Over the |ast 2 weeks, how often have you been bothered More Nearly

(Use "»to indicate your answer) Not at ali days the days day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3

6. Feeling bad about yourself — or that you are a failure or
have let yourself or your family down

T. Trouble concentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so siowly that other people could have
noticed? Or the opposite — being so fidgety or restless 0 1 2 3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourself in some way

ForRoFFICECcoDING __ 0 + + +
=Total Score:

——

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Mot difficult Somewhat Very Extremely
at all difficult difficult difficult
(= O O O

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Inc. No permission required to reproduce, translate. display or distribute.




Updated Office Policies for Dr. Joshi- 2024

. Prescription refills must be phoned into our automated voicemail.
Please leave a detailed message with your name, the name of
medicine and name of pharmacy and medicine dosage. Please give
48-72 hours for refill or you can get webenabled at front office and
be able to send the refill request directly to Dr. Joshi online!

- No Show Fees will be assessed for every missed appointment.
We can no longer write off no show fees, so please call us if you
cannot make it to your appointment. We will give you a courtesy
call with the phone number we have on file to remind you the day
before but we are not responsible if you do not receive the message.

- Televisit copays/balances will be collected before your
appointment time upfront. Televisits are the same as office visits
per the insurance companies and so the copay/balance will be
collected by our staff before your appointment.

- New insurance cards must be emailed to our office or brought in
before your visit. Please email them to drjoshi35801 @gmail.com.
We need to verify all new insurance and this takes time, so please
call/email us with the new insurance information ASAP.

. Please treat all employees with respect and consideration. They
are trying their best to help you so please be courteous to them so we
can quickly help you resolve any issue you are facing.

Patient Signature Date




Dr. Rupen Joshi, MD
it o S AN WA 0t 8

333 Whitesport Dr. #305

Huntsville, AL 35801

Phone: (256) BB0-1222 Fax: (256) 880-2666
DrJoshi35801@gmail.com

Dear Friend,

As a patient of Dr. Rupen Joshi, we would like to make you aware of the following items that need to be addressed for

you to remain in good standing with our practice. Each item listed will help you maintain optimal wellness which is our
goal for YOU.

1. Complete an Annual Wellness Visit each year.
Breast Cancer Screening: Mammogram completed every year
3. Colon Cancer Screening:
Colonoscopy every 5-10 years (Gastroenterologist's discretion)
Cologuard every 3 years
4. If Diabetic:
A1C less than 8
Annual Diabetic Eye Exam
3. Annual Flu Shot received between October and March each year or tell your provider that you are refusing so
that it can be documented in your chart.
6. Medication Adherence: Refill and take all medication that is prescribed. Discuss any adverse reaction with Dr.
Joshi.

7. Report all immunizations to staff/Dr. Joshi if received at another facility.

Please sign below that you have been given this document. Refusal to abide by the above listed items may result in
discharge from the practice.

Print Name:

Signature:

Date:




