' (')arej.';’>60.® -

\ "NAME:' bt :
. AGE: - o me*nmm |
WHAT1S YOUR REASON FGR THIS VIS i

'romvs DATE: -
LAS'I’ Pm{SICAL EXAMINATION

: SYMPTOMS Check ( ymptoms yo c_urrenUy have or hava hadlmhepastyear s

GENERAL T EYE, EAR, NOSE, THROAT | N o0l

; Chms

Bleeding. ims | [ Breastlump . .
..\De resslon Blurred vislon T .E,ecﬂm d*ﬂ!cu?t!esw-,jj

Dizziness . o | Bowel: chan' es | | Crossed eyes _
Fainting "o || Constipation . . “Difficulty swaﬂowing

| Feveri: i - IDianhea .- . Doublevislon

' F(Lge(fulness - "1 Excessive hunger. .. L - “Earache’

—Tagsache | | Bxcessivelblist T N —
Tlossofsleep - TGas . . _|'Hay Fever R S WOMEN only "

Loss of welght . || Hemorroids L ‘Hoarseness _ Abnormal Pap Smear ]
‘Neryousness ' ____- 17| Indigeston ' R lLussofheziﬂn'ﬁ' CEERRET od

_ Numbness ’i 1.1 Nausea_ T AT | 'Nosgebleeds

"TRectalbleeding "~ 1. ‘Persistent. cuuﬂh

MUSCLEJJO!NTIBONE “{Stomachpain L Ringingears =
.| ‘Pain, weaknesy, numbness in: |- rVomiting T . - |- Sinus: mblems‘

T IAmS. .. - 'Hands ‘Vo ting b lood ~ | Vision - Ilashes ‘ &lxﬂ@_}ﬂi@j&ﬂ“l&w _

Back " |Legs | -} GARDIOVA&CULAR:_ L Vlslon -Halos - : ?‘“d‘s?h e.
Feet I Neck . Chest.pain ' .. - "SKIN__ O

L 'Hands I Shoulders | High blood gmssure Bmlse easuv

FTHiood i urine -

GENITO-UR!NARY Irregulas heart-beat - "i“‘..:l.: ‘Hives .~
=1 Low blood gressute : “Ttehing_

" Frequent uﬂnaﬁon A “Poorcirculation-- - 1 Change in rﬁoles L ‘. “Have you
TLack of bladder comml ' Ranld» eartbeag “17| Rash T | Mamimograit

Tpanful wination T Scars™

Varicose vel_xg - .. _{.Sore lhat wontheal

C N i"ﬂ NS ,(.J.) if you have ad mg_’ﬁmg_ . P '
. tAldg o " Chemical dependency. .| HighC hclesteml . | Prostrate Pmblem
Alcohollsm - 1. | Chicken P an T HIV Positive_____ == | Psychiatrc Care

Anemia . e Diabetes o bt Kidney: Dtsease 1o I Rheumatic Fever .- N

Anorexia o s . EmnhVSema ... 1. L Liver Disease .. . ... | Scarlet Fever .. 4

“Appendicitis o ool Epllepsy. - ‘ TMeasles 7 - 1.1 Stroke @ . .-

Arthnts . “TGlaucoma____________| ‘Migraine Headache 1 T-Suicide Attempt

I TAsthma _ _Goiter - “["Miscariage. - "1 | Thyroid Problems‘
T Bleeding disorders 71 | Gonorthea B Mononucleosis T | Tonsillitls

Breastlump - - L Gout o I ‘Multlgle: Sclerosls '.' BE S "“'Tuberculosis
Bronchitls ‘ 1 | Heart Dlsease T Mumps FE Typhold. Fever

A

Bulemia = 0 . - Hepatitls e " 'Pacemaker - ittt FUlcers + - .'i'.' ]

[Cancer - - ..o S Hernia. " -|. .| Pneumonia. _ . __ - 1.1 Vaginal mfectiqns

[Cataracts - Herpes I il Poll ' T T Venereal Disease .

' MEQ!CAT!ONS List medicﬁons you are currénﬂy%ékin'g NI ALLERG!E.S 10° medlcaﬁons and substances

Pharmacy Name: ‘ ' Phone #

TObeN B 88 i SIONT




o
K¥

__'6%-‘_fe360®v

(All lnfonnatlon._isrslricdy con den

"Family History - Fillin health mfom\ation abo

T d Age | State of | Ageat
Relaton | Age | el | Dgeath

Y
Cause of Deétb~

Check (V) Eyour blood relatives had any of The followlng

Disease Relatlonsh p to 1ou

~ Father

- Arthritls,-Gout

" Mothet |

|- Asthma, Hay Feve!

T at
T A T
“ i

Brothers | ... . | ot apean et

. 1.Cancer:,

— Chemical: Dependency

| Diabetes-

1 Heart- Dlsease. Stmkes

‘I Sisters |-

High Blood: Pressure_

Kldnev D!sease

' for,Hogpnaiizadou‘ai_\d“Outc me

If yes,- pléase give pprdprlate dates' .

K SERIOUS ILLNESSIINJURIEQ

1 .-__.‘Do ycu éat away fmm your home?

) 3‘._,” ,:’Do you feel dfe at homa? Yes...

i
Sl e
[

1
|

: K cemfy thal me above mformallon is correctiio. the best of my- knowledge. 3 wnll not- hold my docmr or any members of hls/her
‘_ staff respomlble for: any errors or omlssicns that ¥ may have mada ln the compledon ‘of this l‘orm

. Signatwre

SO 209 BAUK

Date '

- Reviewedby — e i et




—— | Care360°

Bay Area Family Practice PA : Salma Tabrez MD
P Re a r
patient’s Name ‘ Birth Date
Local Address ' Telephone
Sex M F
City , State Zp o
Social Security No. Do you have a living will? \ N
Drivers License No.

[ Employer’s Name or Second address if applicable

: Address -

City State Zip

Telephone No,

Spouse/Responsible Party

Name Home Phone
Employer's Name Work Phone

Address Social Security Na.
City State Zip Birth Date
Emergency Information Name of Nearest Relative { not living with you)
Name . Home Phone
Address Work Phone

City State Zip Relationship

Primary Insurance Secondary Insurance
Insurance Company Insurance Company
Phone Phone

Address Address

I.D #or SSN I.D # or SSN

Group Name or No, Group Name or No.

Consent Information Release/ Payment Agreement:
1 herby consent to Bay Area Family Practice PA to provide whatever treatment may be necessary to the patient. |
authorize them to release appropriate information concerning my care for billing purposes to Medicare, Medicaid
or any other insurance carrier. | understand that it Is mandatory to notify the heaithcare provider or any other
party who may be responsible,

professional services rendered are changed to the Medicare or other insurance carriers. However, the patient is
ultimately responsible for ali fees, regardless of insurance coverage. payment/deductibles or co-payment is due at
the time of service, unless prior arrangements have been made. Bay Area Family Practice PA will not be responsible
for paying hospital bills, putside labs, pathology reports, x-ray readings, ete. that may be incurred foryour care
during your office visit. Patient authorizes Bay Area Family Practice PA to obtain any information necessary to '
establish credit for services rendered, but not limited to credit bureau reports.

patient or Responsible Party’s Signature Date
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persons who are involved in your care (family, friends, other doctors, etc.) may inquire about
your treatment, lab results, prescriptions, etc. Please let us know what persons we may share
infarmation with. {Please note: In Emergency situations or other situations outlined In our Notice of
privacy Practice we may share information with others not specifically listed an this form.)

Please list those persons {including Family, Friends, Previous Treating Physiclans, your Family Doctor
(PCP) and other doctors/specialist) with whom we may share your Information:

Name Contact Number

What is the best phone number for us to contact you?
What is this number (Home, Cell, Work)?
From time to time we will leave a message for you (as stated in our Notice of Privacy Practices).on an

answering machine, voicemail, or with another individual in your absence. Is it OK for such messages to
include details (such as diagnosis and medication Information) at this number?

Signature of Patient or Legal Representative Printed Name of Patient or Legal Representative

Date of Birth $SN Number
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_Bay Area Family Practice PA__ Salma Tabrez, M

Patlent Consent and Acknowledgement of Receipt of Privacy Notice

| understand that as part of the provision of healthcare services, Bay Area Family Practice, P.A creates
and malntains health records and other information describing, among other things, my health history,
symptoms, examination, test results, diagnoses, treatment, and any plans for future care or treatment,

| have been provided with a Notice of Privacy Practices that provides a more complete description of the
uses and disclosures of certain health information. | understand that | have the right to review the
notice priar to signing this consent. | understand that the organization reserves the right to change thelr
Notice and practices and prior to Implementation will mail a copy of any revised notice to the address |
have provided. | understand that | have the right to object to the use of my health information for
directory purposes. | understand that | have the right to request restrictions as ta how my health
information may be used or disclosed to carry out treatment, payment, or healthcare operations
{quality assessment and iImprovement activities, underwriting, premiurn rating, conducting or arranging
for medical review, legal services, and auditing functions, etc.) and that the organization is not required
to agree to the restrictions requested,

By signing this form, | consent to the use and disclosure of protected healith information about me for
the purposes of treatment, payment and health care operations. | have the right to revoke this.consent,
in writing , except where disclosures have already made in reliance on my prior consent.

This consent Is given freely with the understanding that:

1. Any and all records, whether written or oral or in electronic format, are confidentlal and cannat
be disclosed for reasons outside of treatment, payment or healith care operations without my
prior written authorization, except as otherwise provided by law.

2. A photocopy or fax of this consent is as valld as this original,

3. | have the right to request that the use of Protected Health information, which is used or
disclosed faor the purposes of treatment, payment or health care operations, be restricted. | also
understand that the Practice and | must'agree to any restriction in writing that | request on the
use and disclosure of my Protected Health Information; and agree to terminate any restriction
writing on the use and disclose of my Protected Heaith Information which have been previously

agreed upon,

patient’s Name Printed Date

patient’s Signature {or guardian, if a minor) SSN. (For identification purposes)
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No Show & Cancellation Policy
For Bay Area Family Practice, P.A.

Patient Name: Date of Birth:

Dear Patient,

Effective immediately, Bay Area Family Practice, has instituted a formal policy regarding cancellations
and “no shows”. A “now show” is defined as a scheduled appointment that the patient does not keep,
Patients are expected to call to cancel if they can not make a scheduled appointment.

No Shows;
First occurrence: Patient will be sent a letter or called. No fine is assessed.
Second occurrence: Patient will be charged a $25 fee.

Third occurrence: Patient will be charged a $50 fee. Patlent may be discharged from the practice. The
decision whether or not to discharge you will be at your doctor’s discretion.

** Any additlonal “no shows” the patient will be charged thae full price of the scheduled office visit **

Cancellations:

Routine Appointments: (e.g. Blood pressure visits, colds, back pain) should be cancelled atleast 4 hours
before the scheduled appointment time. Any appointments cancelled less than 4 hours before the
scheduled appointment time will be treated as a “no show”

Complete Physical Exams or Pre-Operative Clearances: should be cancelled at least 24 hours prior to
the scheduled appointment time. Any appointments cancelled tess than 24 hours prior to the scheduled
appointment time will be treated as a “no show”

Other Notes:

Any “no show” appointment that had occurred prior to the Institution of this policy (January 1, 2007) -
will be counted towards your “no show” totals. If you want to inquire about whether you have “no
showed” In the past, you can inquire with your medical assistant at your next visit. We apologize for the
need of this palicy. Unfortunately we've had too many patients abusing our existing policy.

signed Date Witnessed
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COVID-19 Pandemic Patient Consent Form

I (Patient) knowingly and willingly have consented to having an in-person
consultation (Service) with Dr. Salma Tabrez and her staff during the COVID-19 Pandemic at
Bay Area Family PA (Office). '

____(Initial) | understand the COVID-19 virus has a long treatment and recovery period during
which those infected may not show symptoms and could still be contagious. [t is nearly
impossible to know who is infected given our current limits of virus testing.

___(Initial) | represent that | am not presenting any of the following symptoms of COVID-19
listed below (symptoms from the Center for Disease Control and Prevention(CDC)):

- Fever ' : Cough
Chest Pain , Shortness of Breath
Diaherra - : - Muscle or Body Aches
Fatigue o Headache
New Loss of Taste or Smell - ' Sore Throat
Congestion or Runny Nose.. v o Nausea or Vomitirig

___(Initial) To keep both myself and the Office’s physician and staff safe and prevent the
spread of COVID-19, | will strictly follow the Office’s guidelines. | also am aware that | must
follow the CDC and Occupational Health and Safety Administration recommended social
distancing of AT LEAST 6 feet.

____{(Initial) | am aware and understand that air travel increases my risk of contracting and
transmitting the COVID-19 virus.| represent that | have not traveled outside of the United States
in the past 14 days, nor have | traveled domestically within the United States by airlines, buses,
or trains within the past 14 days.

____(initial) | acknowledge and agree that | understand the risks associated with obtaining the
Service during the current COVID-19 pandemic. | hereby waive, release, and discharge the
Office, physician, and staff members from ALL claims and liability in relation to the COVID-19
pandemic.

Patient ‘ - Date (mm/dd/yyyy)

COVID-19 Pandemic Individual Accompanying the Patient




