Rupen jO shi, M.D., L.L.C.
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333 Whatesport Drive, Swite 303
Hunssville, Alabama 35831
Phone: (256} 880-1222 Fax: (25€) 880-2660

———————————— e ——— —i e = e

Today's Date Birthdate: S8

Physician Referrec by:
PERSONAL INFORMATION

Patient's Name: M F
Name you wish {c be called: Marital Status: M © ©
Street Address:
City:
Employer/Scheol
Employer/Occupaticon:

5 .J"l'||'

3

2.

TELEPHONE
~ome Phone 7
Work Phone £
WMobile Prone #
Can we leave a2 message on your answering machine? JdYes - N
Can we amail you? = No 3 Yes Email address:

SPOUSE
Spouse's Nam Phone No.
Spouse's Empioyer
RELEASE INFORMATION :
| authorize release of information {including facsimile fransmissicn) relative ic my mecica.
record and/or lab results tc: < Myself Oniy = My Spouse = My Chiid
a Legal Ward = Other

| revoke the above authorizetion bacause
Date initiais

I FOR OFFIGE USE:

EMERGENCY In the event of an smergency slease coniact
Name: Reiztionship:
Werk Phone: Home Phone:
INSURANCE INFORMATION
Primary insurance (Plsass srovice insurance card for us o copy)
Plan Nams o= Group #
Deductibie: § Co-Pay. 8
Name of insurad:
Relatonship o patient;
insured's birthday: insured's S8N:
Secondary Insurance (Flease provids insurance card 7or us 10 COp ¥
Pian Nams O Sroup #
Deductibie: $ Co-Payv: 8
Name of insured:
Relaticnship to patient:
insured's tirthday: insured's SSN:
Piease turn over the page and complete the back side > > >




N ——

PERSON 70 BILL  Who will pay for services nof covered 3y .

nsurgnce’
Name:
Relgiionship o Fallent DOB:
Strest AZdress:; SSN:
City: ST Zin
Work Phens ~gme hene:
Mote: We E:"‘ ot perscnal checks endicr casn. ~=a lant balances over 30 days old
are subjact *a 2 1 %% moninly =a*-a'“= charge. (18% annuaily}

i have read and undersiand the preciice policies regarcin
X

) . g
=l o e e ey
lik -r.".gn.-'E-hr'-'Ea- Qs

Signature Date

AUTHORIZATION AND RELEASE

| hereby authorize Rupen Joshi, M.O., LL.C. torelease any! information 'a&a-mq ssrvice rendered to me of my chid
(including diagnosis, record of treatment or sxaminatior]} i thirc parly paysrs n consiceration of payment for my cere of
to other haalthcsre practiticners inveived in pro wcr—-g my/my S child’s care. a--“**r*z= and regquest my insurans
mmp:nymﬂod[nlmm'ledmaad to pay benefits otherwiss o pavasis to ma directly tc the physi ician/physician group. |

understand that my insurance ca""-rﬂwedluarafhfem:a i6/oeneft ‘;-"'"J'-' ider may pa» ess than the actual bill for the sarvices,

and | agree that | am respensibie Tor payment & of gll geryices senderad regarciass of Nsurance coverage. Shouid this
account be tumed over to collections, | em responsible Tor 26 Co8t8 of coliestions =E wei as sticmey fees.

Signature of patient (or parent I Minawy Dats:

e

NCTICE OF PRIVACY ACKNOWLEDGEMENT
We keep a reccrd of the heaitn cars =e*n.'i as we Drovies you. You may ask 1o see and copy that 'a'-“rd, You may
also g8k to comect that record. We will not disciose your recors 1o 2INSTS Uniess you direct us to do 8¢ or uniess

Pt e [t
the iaw authorized or compeaig us & uﬁ so. You may see your recerd or get mors information aboutit 2y
fca of Privacy describes in mors cetall how your neaith information may

contacting our Privacy ﬂ'ﬁcﬂ‘ Cur
be usec and disciosed and Now 'm.. a::ess vour information. By —w signaturs osiow | acknowisdge recsipt of the

Notice of Privacy PfEu.lifrEE.

Patient or legally authorized inclvidual signature Date

O Good ialth stiempt has been made o provice the patient with sur Netice of Privacy Fractices.

| For OFFICE USE |

i
1
| Empioyee Signature Date Witness Signaiure Date _;
¢

Thank you for fliltng out this form compieisiy. The informatisn you have 2 vides wiil heig

uS S87vS vour meaithesre needs more effeclively and efficiently.




Due io Federal Law changes we need additionai information on our pafients
now. Please fill out the following infermation.

What Pharmacy do you use? Fnarmacy Name:

'\‘F[’EVI'
Prefered Langucgs:
Race (Select One)
____Wintte ____Black of Afmican Arnerican
_____Asian . Amencon indicn/ Algske hafive
__r’r::wu;;m, Pacific lsianger Oner Kace:
____Unxnown
Ethnicity (Select Onej

Hispanic or Lating

e —

hDr"'-l'HS cnic or Non-Lating

¢

Unknown
Best way io reach you:

Home #.

Work #:

Cali #: :

we aiso are now able o wed encbie you to our computer system. this is whnere
vOu can seg your igb resulls, message ‘he nuse’ for rafills, ask any guesticons thai
vou have, and appointment rarinders ore sent 10 your emar QCTOUnis.

| |1.-I:J=-‘-.-

Emacil:

would you ike for Us 10 581 yOuL LE for ihis sysiem

HRY ]

Yes N

¥ vou checked Yes on thae weo enabie Flease make s5J

ra we hove the comec!
Email for vou!

Thank youi



e— S .

Rupen Joshi, M.D., L.L.C.
333 Whiresport Drive, Suits 305
Huntsville, Alabama 33801
Dhone: (236) 880-1222 Fax: (256) 880-2664

MEDICAL / FAMILY / SOCIAL HISTORY

Name: Nate:

SSE: Date of Birth:

Chief Compiaint

Why are you seaing the dector today?

Current problem is the resuit of
Qliiness 2 Work Accident = Car Accident

-

injury < Other

L)
1

VWhen did you first notice the sympioms

Past Medical History

Surgeries / Hospitalization Year Compiications

Medical Problems:
Please list all medicai problems / linesses for which you are currently being treated:

Medications Dose =How Long? Sicde Effecis
Allergies: Medicaticns:

Food / Envircnmentai:

Other:




MEDICAL / FAMILY ! 8OCIAaL HISTORY

T

Review of Sysiams

Are you currenty having or have you had prebiems witht (T v

(III

§, 08856 I8S5CriCE,

Eyes = N2 - Yes
=ars, Nose, Throa: - NG = Yes
Respiratory {(Lung/Breathing) - MO E Yas
uEE"G:. niesiingl S Ne = Yes
rdiovascuiar {Hsart, — - T8
uru.og:::at Probiems (Blacdsr, SNC = Y=s8
Diapeies - No - {88
High Bloog Pressure = N\o =Y
Endecrine (Thyroid) = Mg = VYes
Hematologic (Biseding) = No o YRS
Numbness / Tingling - NO - Yes
Psychological Problems - NO - Yes
Neurplogical Probiems = No = Yes
Psychiatric Problems = Ne 2 Yes
Allergic / Immunologic = Ne - Yes
Musculoske!etal = No = Yas
integumentary (Skin) - NG =Ves

Family Histery

L . g -ors T - ==t ',’" £l
gny one | in your mmediate family been Cisgnosed willh e foliowing cisesse (T vES, Diegse nccas fﬂm--;’

memn -H rl.-

cancer g NO - Yes
-eart Diseass = Ne = Yes
righ Bloed Pressure = No —VYes
Diabsies = Ng —Yes
Sleeding Disorders - IND =Yes
Other (specify):

Social History

Flease check = Employed {ccoupaticn;
2 Werk in the home
= Student : T |
- Single - Marrisc 2 Seoarated - Wicowed
3 Chiidren 23 Yes — IND Ages
Exercise; - Diaily = Weexky = orinly = Rarsly - NEver
What type of axercise. | . ok
Are you on a special diet? - No = Yas Descric
History of substance abuse? - NO = Yes Ainat :
Smcke currently? - O - Yes SzoKe Der ey for VEars.
Braviously smoxed? = No - Y88 2
Drink Alcohol? NS = Ves Sraguency Type

Reviewd by: MD Date:




? Rupen Joshi, M.D., L.L.C. ?

~ r————— e e
Batient Health Questionnaire
Patient Name: - DOB: Date:
Generzl/Constitutional Genitourinary
Weight ioss OYes O No Urinary incontinence OVYes O Ne
Weight gain OYes ONo Urinary urgency OYes ONo
Loss of appetite O Yes O No Urinary freguency OYes G No
ENT Muscuioskeietal
Mose bleeds CYes O No Joint pain OYes ONNo
Ringing in ears OYes ONo joint stiffness OYas O No
Hearing loss OYes OMNO Jjoint sweiling O¥es ONo
Sore throat OYes CNo
Eye pain OYes CNo - rine
Blurred vision DYes ONO Excessive thirst OYes UNc
Excessive swealing OYes ONC
Cardiovascular
Shortness cf breath OYes ONo Neurclogic
Chronic cough O Yes ONo Heagdache DYes ENO
Chest pain OYes QONo Tingiing/numbness OYes ONo
Paipitations ovYes O No Memory l0ss Cves ONo
Confusion Oves O NoD
Gastrointestinal
Nausea T Yes O Ne Psvchiatric
vomiting CYes ONc Jrepression CYes O No
Abdominal pain CYes O Mo Anxiety GYes O ko

Change in sowel habits O Yes O No

Hemateiogy

Anemia ~ DvYes OMNe

Easv bleeding OYes 0O No

Surgical History

0 None O Cataract C Heart Stent O Pacemaxer, cardiac
C Tubai Ligation o Hysteresiomy O Mastectomy J Appendectomy

O Prostatectomy O Thyroidectomy 0 Galibladger O ¥ree replacament
O Back surgery 2 Sip surgery




Y “Rlupen joshi, M.D., L.Lt: ‘?

. . — .
Patient Health Questionnaire
Past Medical Hi
O None 0 Arthritis O Digbetes O Cancer O High Cholestero!
o COPD O Stroke C Hypertension O Atrial Fibrillation

O Coronary Artery Disease O Kidney Cisease

Family History- Piease mark None or mark these that 2pply 1o you:

Mother: 0 None C Diabetes 0 High Cholesterol { Heart disease
QPVD O Hypertension O Cancer

Father: O None O Diabates O High Cholesiero O Heart disease
o PVD O Hypertension O Cancer

Grandparents: C Nons G Diabetes
o Heart disesse O Heart atiack

o High Cholesters!

O Heart atrack
0 Stroke

O Heart attack
O Stroke

O Stroke Q PvD
O Hypertension O Cancer

O Disabled

0 More than 2 packs

Socizal History- Please mark the answers that 2ppiy to you:

Marital Status: O Married G Single O Divorced O Widowed

Occupation: O Fuil-time 0 Pari-time O Retireg 0 Unemployed

Exercise: O Never O Daily O 1-2 x weekiy D 3-4 x weekly

Caffeine: C None O Daily 0 Occasionally

¥ ves: O 1 ecup/drink daily O 2-3 cups/drinks daily O 4 or more cups/drinks daily
Smoking: G oS O Ne O Trying to quit O Previous smeker

if ves, cigaretie daily uses: O ¥: pack O 1pack O 2 packs

Alcohol: O Mever O Caily 3 Sociai Drinker

O Recovering Alcoholic

O Trying to Quit

[
N



Updated Office Policies for Dr. Joshi- 2024

1. 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!

2. 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.

3. 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.

4. 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.

5. 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
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.rfﬁﬂmrﬁ;g EL 35801
Phone: 256-880-122% Fax 256-880-2865
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[ - T =
thorization for release oF - Mzaicas Inpormdiion

Ruper Jos g, M.
333 Whitespors Dr. Suste 305

Wuntsvilie AL 35801

including E:Lt not fmited to

I hereby authorize the release oF 73 wzdical records,
(25 studies, and/or reatment of the psychiatnc and

medical m.sw*}, pr‘pm:m [ conditions, X-ra) VS,

substance afuse records o the sfove name ans address. Photo static cOpies of this

guthorization carry the samé autl rority as the originac

-

Patien:’s Full Vame "Print;

Date of £ Birth: Social Secunty ¥

Paiient or Legal Guardian Signatute



Medicare Shared Savings Program

Accountable Care Organizations
Working together to give you the best care.

Rupin Joshi MD

s B S PSS PR S O S s . = = s, e AR CHNE. (SR E——
is part of an Accountable Care Organization (ACO). We’ve teamed up with other
doctors, hospitals, and health care providers to make sure you get the best care.

We provide coordinated care for you to get well & stay well

» You get patient-centered care focused on YOUR needs.

» Your health care providers can see the same test results, treatments, and prescriptions.
» More coordination helps prevent medical errors and drug interactions.

» You may save time, money, and frustration by avoiding repeated tests and appointments.
» Better communication can help protect against Medicare fraud and waste.

You may have access to expanded benefils

» We may offer telehealth services which let your primary care doctor care for you without an in
person visit, no matter where you live.

» Ask your health care provider if you qualify for these benefits.

Gel the most from

» Ask about signing up for our secure online portal. You'll get 24-hour access to your
personal health information, including lab results and communication from your health care
provider.

» When you choose a health care provider that participates in an ACO, they'll help you get the
right care at the right time. You can visit Medicare.gov and log into (or create) your secure
Medicare account to choose a primary care doctor.

» Medicare protects the privacy of your health information. If you don't want Medicare to share
information with your health care providers for care coordination, call 1-800-MEDICARE (1-800-
633-4227). Medicare may still share general information to measure provider quality. For more

information on how Medicare may use and give out your information, visit Medicare.gov and

search for “privacy.”

our care with our communication & su

Want more information?

Ask our front desk, or call us at 256-880-1222. You can also visit Medicare.gov or call

1-800-MEDICARE (1-800-633-4227). TTY users can call 1-877-486-2048.
To report a Medicare-related concern or complaint, call 1-800-MEDICARE (1-800-633-4227).
Learn more about Accountable Care Organizations here:

Print R
o',
e

MEDHCARE
‘ : M S SHARED SAVINGS
I *  PROGRAM




cate

I have discussed aduanced care pianning with Or,Jeshi and raceiy

the Agvanced Dirsctive.
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