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HOSPITAL

JOHNS HOPKINS MEDICINE

Welcome to Sibley
Primary Care

We are pleased to have you join our practice. We understand that
starting with a practice can be overwhelming and we've provided this
welcome packet to aid with your first and future appointments.

Arriving at Your Appointment

. Please arrive at least 30 minutes in advance
of your first appointment to ensure we
m have the proper validation of insurance and all

completed forms. Failure to arrive early for your
first appointment may result in cancellation or rescheduling
of your appointment.

Appointments

You will need to bring your insurance card and a
photo ID with you for each appointment. Please
let our staff know if you have had any information
changes since your last appointment. If you
are unable to provide us with your insurance card, your
appointment will need to be rescheduled.You will be asked
to fill out new registration forms annually so we may update
your information.

Normal office hours are 8 a.m. to noon and | to

5 p.m., weekdays, with the last appointment of the
day at 4:30 p.m.We are unable to accommodate walk-ins.
If you arrive to your appointment more than |5 minutes
late, we may have to reschedule your appointment. If you
need to cancel future appointments, please do so at least
24 hours in advance; a no-show charge will apply
that cannot be paid by insurance and must be paid out of
pocket. Please note that patients may be discharged from
the practice for repeatedly missing appointments.

Our staff makes every attempt to stay on schedule and
see you in a timely manner; however, due to unexpected
emergencies, we sometimes experience delays. Be assured
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that your doctor will spend the necessary time and
attention at every visit to ensure your high-quality care.
The doctor will always address the primary reason for
your appointment, but you may be required to make
additional appointments to address additional concerns.

All copays are expected at time of service.

MyChart

= We encourage you to sign up for MyChart,
your secure online medical record.You may
sign up for MyChart after an office visit with us,

E or with any Johns Hopkins provider. Our office

can provide guidance on how to set up your account.

With MyChart, you will be able to send messages to your
doctor, request appointments, access your health record,
view your test results, request prescription refills, pay your
medical bills and more—all from your home computer,
tablet or smartphone.

Labs

} Patients often wonder if they need to have
bloodwork done. We usually want to do
bloodwork after your first visit. We will provide
you with specific orders for the labs that you need, which

helps to ensure that your insurance company will cover
the labs based on diagnosis.

Please arrive for your lab work after fasting for at least
six (6) hours, unless you've received other instructions.
There may be times when we are not able to perform
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lab services in the clinic, in which case we will give you
the necessary paperwork to have the blood drawn at an
outside laboratory.

Your physician will contact you if there is something urgent
to discuss. Otherwise, you will receive a results letter and/or
MyChart message within two weeks.

Medications

We believe prescribing appropriate medications
D are an important element in maintaining good

health. If you currently receive any narcotic/
controlled substances, you will be asked to complete a
Pain Medication Agreement for our practice. For
other medications, we ask that you bring your pill bottles
and the name, address and phone number of your preferred
pharmacy to your first visit.

Requests for new medications (including antibiotics) and
medication refills will not be taken over the phone or via
MyChart during office hours without an appointment and
evaluation by the physician.

If you need refills, please leave a detailed message on our
refill line at 202-537-4400, option 4, or request the
refill through our patient portal (MyChart). Your message
should include;

* your full name

* date of birth

* the medication name

* dosing and number of refills and

* your pharmacy name and address.

We need all of this information to ensure completion of
your refill request. Please call your pharmacy to check the
status of your prescription.

Prior Authorizations

y  There may be an occasion where your insurance
'/ company will require a “prior authorization” for a
<> lab test, imaging test or prescription. This process
can be confusing and frustrating for all parties
involved. There may be forms that need to be completed
and this takes time for our office, as well as for your
insurance company, to process. If such a process is required,
your doctor will let you know if the decision is to switch
medications or pay out of pocket. Ultimately, you are
responsible for ensuring that the authorization
is complete.

Urgent Issues

Your calls are important to us and our staff

follow-up on voicemail messages as quickly as

possible. If you have an urgent health concern

that can't wait for a response, we encourage
you to go to the nearest Emergency Department or urgent
care center. In case of a medical emergency, please dial 91 |
for assistance. For after-hours urgent issues, you may
contact the on-call physician by calling the office number,
202-537-4400, and leaving a message with the answering
service, The on-call physician is available for urgent
questions only.

Referrals
A Your insurance may require you to obtain a
referral for a specialist and/or require you to
come in for an office visit in order to obtain the
=1 referral. For referrals requested by phone, please
allow two to three business days for processing. Please note
that while our physicians are happy to help guide you in finding
a specialist, it is ultimately up to you to follow up with
your insurance to make sure the specialist is covered.

Form Charges

Additional charges may be assessed for
special requests including, but not limited to,
completion of insurance, disability or personal

forms.You may also be asked to schedule a separate
appointment to address these needs.

Medical Record Requests
All medical record requests should be directed
’ to the Johns Hopkins Medical Records

7 department, which can be reached at
410-338-3439. Our office is not set-up to fulfill these
requests.
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As a courtesy to our patients, we have enrolled in
numerous managed care insurance programs.We are
pleased to be able to provide this service to you, and we
will make every effort to verify coverage and bill your
insurance company correctly. However, it is not possible
for us to keep track of all the individual requirements of
each plan.

It is the responsibility of each patient to

know the details of his or her insurance plan in
addition to any lapses in insurance coverage. Any charges
that occur as a result of insurance plan restrictions or
lapses in coverage are ultimately the patient’s responsibility.
Unfortunately, if you do not inform us of special
requirements required by your plan and we order medically
necessary services, such as lab work, hospitalization or
supplies that are not covered by your plan, we may

bill you directly for those charges. If current insurance
coverage cannot be verified prior to each appointment,
payment will be due at the time of service.

The office bills only for services performed by our
providers. Laboratories are separate entities and will
bill you or your insurance company for services that
are performed. If you have any questions about your
laboratory bill, please contact them or your insurance
company directly.

Providing the highest-quality of medical care for our
patients is our primary concern.We are more than willing
to provide that care within your insurance plan guidelines,
whenever possible. With your cooperation, you should

be able to receive all of the insurance benefits you are
entitled to, and we will be able to focus our efforts on
striving to provide you with excellent medical care.

Patient Financial
Responsibility Agreement

We may charge an upfront $35 administrative fee
for completing forms such as disability or insurance and
medical records requests. Please be aware that these
services may require to seven to |0 days to complete.

When you pay by check you also authorize Sibley Primary
Care, if your check is dishonored or returned for any
reason, to electronically debit your account for the
amount of the check plus a processing fee of $35.

We attempt to contact every patient to remind them of
their appointment; however, it is the responsibility of the
patient to arrive for their appointment on time. Sibley
Primary Care also reserves the right to charge a no-show
fee for patients who miss appointments without calling

to cancel within 24 hours of the appointment. The current
no-show fee is $25 and is subject to change without
notice.

| hereby authorize the physician 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 the physician for any services
rendered that are not paid for directly by myself.

BY SIGNING BELOW | ACKNOWLEDGE | HAVE READ
AND UNDERSTAND THE FOLLOWING POLICIES.

| ACCEPT THE RIGHTS AND RESPONSIBILITIES
OUTLINED WITHIN THEM:

¢ Patient financial responsibility including
collections, no-show policy

¢ Scheduled appointment agreement

PATIENT SIGNATURE

DATE

PATIENT PRINTED NAME
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Your health care is important. We are not aware of
how your insurance company determines which
services/labs are paid and which services/labs are not paid
or which are subject to coinsurance or deductible. Some
pay only for iliness codes, some only for prevention codes
and some do not pay for a myriad of other factors.

Our responsibility to the patient is to provide care and
order labs based on your individual medical needs, current
prevention guidelines and the standard of medical care.
There are no medical guidelines to support "routine labs”
ordered without a medical evaluation, whether it is a
covered benefit or not. Please take the time to make
yourself familiar with your insurance benefits.
Feel free to call the insurance company and ask about
coverage. There are many plans and their benefits change
often we have no way of knowing what is current for you.

You may schedule an appointment as a well exam

or preventive care exam. In the event that a well
exam/preventive care exam consultation results in the
diagnosis or treatment of an illness, injury or acute
condition, that visit would be covered as a nonroutine
office visit and any applicable copays would
apply. We encourage you to schedule your well
exam separate from a preventive care exam,

Scheduled Appointment
Agreement

If your insurance company does not cover some
or all of these charges, you will be billed directly

for the balance indicated as "patient responsibility.” Please
do not ask us to re-bill your insurance by changing
the procedure or diagnosis codes. We are unable to
make a change once the insurance has been billed.

Laboratory services are provided by Laboratory
Corporation of America (LabCorp) or Quest
Laboratories and have no direct financial or other
affiliation with Sibley Primary Care. This means the
laboratory work done is billed entirely by those individual
companies. The services and billing remains the same,
regardless of whether you had those laboratory services
done at Sibley Primary Care or at an outside laboratory.
The laboratory service, therefore, is offered as a
convenience to our patients. If a billing question
about a laboratory service occurs, it is the
responsibility of the patient to direct those questions

to the laboratory billing department. Please note that
we will not change codes after the service is obtained.

| acknowledge that | have read and understand the

information above. | understand | will be financially

responsible for services that my insurance company
indicates are “patient responsibility.”

PATIENT SIGNATURE

DATE

PATIENT PRINTED NAME
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OUTPATIENT AGREEMENT FORM

-Patiant ldantification Information

'Ihls form applies:to, the foilowmg Johns Hopkins Health System Corpomnon {“Johns Hopkms") entitics: Bayview Medical Center, Clinical Practices of
the fohns Hopkius Unwcrsny Sehool of Medicirie, Howard County General {ospital; Jotins Flepkins Community Physicians, Suburban Hospital Health
System; .and The-Johns Hepkins Hospital, Healthcare and Surgery Centers, _ o

This-form is reqoired (o be compituted forall new paticnis, and then at least armuatly or when the patient’s.insurence changes,

1) CONSENT FOR TREATMENT: 1, or'my cepresentutive, agree to have -}uhh_s.l-_{_o’pk_ihs providers evaluate and tregt my condition.
Abseat sn emergency, if the proposed treatment has significant risks, then an sdditional informed consent - wilkbe obtained,

AELECTRONIC PRESCRIBING: | authorize Surescripts, an clectronic preseribing agtwaork, (o release my miedication refill hislary to Johns Hopkins
Medicine for the purpose of continued treatmenl,

31 PAYMENT FOR SERYICES; Uunderstarid tiat Johns FHopkins may bill my health plan for the eare I reccive, [ agree that payments
from my heaith plan may go diseatly to.Johas Hopkins, IF | should receive the payments, | undersiand thet [ will be responsible for paying Johns Hopkins.

1 understand that | must pay any co-payment ar other part of the bill -that my heatth plan says [ must pay, | know that | may need 1o pay this before [ am
Treated, ' ' '

! undlerstand that Lam entitied 10 a Prompt Payment hospiial discount &s follows: 2% if payment is made on or before the dateof service o date of
admission, or 1%.if payment is madc withia 30 days.ofthie date of the first bill or date of discharge, whichever is earlier.

| understand and agree that if my plan does nol pay Uhe hospital-or doctor, | wili bave to do so. I furthef undeistaind that interest will be

added to unpaid amaunts {doctor) that are more than 60.days past due. | 1y account is sent 10-a collection agency; | agree Lo pay il reasonable fees thut
are required to.collect what is-duc. (These fees.may- inglude eourt costs, atomey's fees of 15% of the billed chargcs

and inierest a1 th judicisl rate-of 10%, if judgment is entercd). 1 know hospital rates-are stibject to.change without noticeduring the course of my
Huthatient freatment.

1 understond that onder. Marylnnd law. Johns [opkins wili hold me responsnblc |n uny on¢-of the following situations. [ wilt be asked 10 review and sign
“the Privae-Contract form in addition 1o this. form:

{1} Wion 1 chogse tahave a service thatinty health plan covers bul | do ot obtain (he fequired referral or atithorization from my heafih plan,

(2) When | choose nou @ use ney health plan and agree w pay for services myséelf. '

(3) Whcn aiy health plan -does not participute witl Johns 1opkins for the services ) want‘or need snd 1.agree to pay for my care myself,

{4} When | receive services that are not caveted under my kealth-plan,
H my health plan is subjeét 10 BRISA {the Employee Retirement lncome Security Actunder U.S: law), | agree 10 hové Johns Flopkins act

on my behalfta obtain my benefits wihien Johas Mopkins asks to do so; T elso-agrec that Jahns Hopkins can appeal for me if the health plan-says it will not
-pay for iny car€. [ understand that 1 must comply with tie policiesind procedures st by my employee beriefil plan.

4 MY PERSQNAL BELONGINGS: | understand that | am responsible for my personal belongings and vakuebies:

SEMEDIATION AGREEMENT; U uniderstaid that uny claim thal mdy arise out of the cdre provided from the doctors, nurses and other health care
providers at Johns Hopkins Medicine are governed by. the-Tows of the State of Maryland, 1 agree thut before | file:any fawsuit; | will iry to resolve my
“gluini through mediation. Mediation is a pracéss through which-d seutmal thiri pérson.assists tie purtics 0-help sefile the clain. | do rit give up. my right
‘o Me « fewsuit if'the mediation process fails to-resolve my:clain, | agree thet auy mediution or action
iin court muss take plate-in Maryland, This agreement i bmlimg on M and enyone who makes a cliim for me.,

MMQHWW I received a copy of the Johns l{opkms Matice of Privacy Pmcnces
:WMEMM I agrec that by providing my Sandline or.cell phona number(s), [ am giving express consent for -

Johns Hepkins, its glafl, employecs, indepenident contractors, assignees, successors, and genls, 1o'gontact me at these nunbers, of, eldny number that is
tuter ueyuired Sor-me and te leave live or pre-recorded incssages (mciudlng voicemailor fext mc&mgcs], regarding’ schcduhng ar.scheduled appoimments,
iy adindssien, my aceount oz my bill celated to'any services I recéive. For proater efficiency, calls or text messages may be delivesed by an auto-dialer. |
realize that as's consequence of providing this consent Fwill receive ftiture calls or text messages (hat detiver prerecordid messages by'of on behalf of
Hopkin. Providing u telephone or celf phone number.is not a-condition of ceceiving $erviges.

I agree to the items asdelined in the nbbvc‘loh_ns [lppkins Qutpatient Agreement; -

My Higstirs . : : : {SEAL) Duté

For health care ugent £ gudrdiv / surrogaie / parent (cu'clc onr:) 1, ) : » arw the represenlative i_'m_' the patienl:
Representative's signatire; {(SEALY  Daic__.1

Adddress; - Phone #:

15-200-D030N {8104, 2706, 11708, 10, 7143, §i13; 10733, 214, 844) Original - Madical Record
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STANDING AUTHORIZATION TO DISCUSS HEALTH INFORMATION WITH DESIGNATED
PERSONS

. Complete all sections of this Authorization as appropriate 1o your reéquest,

Patlent Name: ' Birth Date:
B {fest) {m, Infiialb) (last}

Address: . Phone #:
{siree} address)

) _ Medical Record #; _
{eity) (5tate) " (zlp sade) |if knginmy)

For this-Authorization, "My Health Care Provider” means’

" (name of heallh care provider)
For this Authorization, "My Health Information” mieans any-and allinformation telating to my course of examination and
traatmant,
If] have Initlaled here { }, “My Heaith information” includes Substance Abuse Records/infarmation.

If | have Initialed hete {____ ), “My Health Information” includes Mental Health Records/information.

I authorize My Heallh Care Provider lo discuss My Health Information with the person(s) or entily identified baiow
for general information and inguiries, arfanging appointments, identifying medications, disgussing billing and
payment and any other related matter,

Narmig: - Nami:

Relationship: . Relationship:

_ Phorie #:

| unidersiand that:

» This Authorizatlon is voluntary. My treatiment will nol be impacted, no matter it | sign this Authérzation or not.
- f | do not sign ihis Authorization, My Heallh Care Provider will not disclose My Health Information as
requested.

e Thts. Authorization. is-valld for one yedr from. date signed, unless | revoke/withdraw this Authorlzation or
uynless an earlier date is specified here: . | may revoke/withdraw thls ‘Authiorization, axcept to
the extent that action has been taker’ prior fo receipt of the revocatluﬂfwnhdrawal by mailing or faxing my written
request along with a copy of the original Authorization to the clinic or department where my Authorization was
made or given.

»  Once My Health Information is disclosed as requested, il may no longer be protected by federal and slate-
orivacy laws, and could bé rg- -disclosed by the person(s) receiving it.

«  Thié medical information released may contain Information reiated to- HIV status, AIDS, sexually transmmed
diseases, mental health; drug-and alcobol abuse, eic.

Sighature of Patient Only:; . : : . .Data; , ! I}
) - {Reguirad)
W T i - Glandard Registor HIPAA-ISN

Fage 102 Capy - Medical Records Copy — Patlant /. Rapresentative Efiec, Date 1251112




JOHNS HOPKINS INSTITUTIONS.
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION TO JOHNS HOPKINS

Complele all sections of this Authorization as: approprate (o your requesl.

Patient Name: — Birn Date: 2
sty (v, impliat} {last)
Address: N — Phone #:
{streel aildress)
2 e R e Medical Record #!
ety {slate) {z1p code (i knowa}
#or {his aulharization, “My Heaith Information” means:
- {provide deseapuon of heallh infdrmatan)
I | have initialed here (_____ ), "My Health lnformation” includes Substance Abuse Records/Information,
For the date(s) vl service frem: to {recerds should be provided for aj) service dales if felt tlank)
{insert datois) of service requesied)
| authorze — ("Health Care Provider”) to provide My
{insertiame of other health caro provider}
Health Information fo for -
Imsern name of Johng Hopkins person ar entity) {inzen purpuse lot use of disclosure)
My Health Information should be faxed 1o OR sent lo;
{inser street addrass)

[insert cily, slale and zip code]

| unaerstand hat.

» Trus Aulhorizalion 15 voluntary, My lreabment will nol be impacted, no matter il | sign lus Aulhonzalion or nal.
It | do not sign his Author:zaton, my Health Care Provider will not disclose My Heallh Inlormation &g requesied.
This Aulherizalion 1s valid for one year kom date signed, uniess | ravoke/wihdraw this Aulhonzatian or unless an earlier dale is specifiea here
1 may revokefwitndraw this Authonzation, oxcept Lo Ihe extent tha! aclion His beon laken prior la receipt of the revocationfwithdrawal. by maiing or faxing my
writterr request aleng with a copy of tne original Authorization to Ine Heallh Care Provider identilied above that pravided health informalion to Jonns Hopkins.
Once My Hiealth Information 1s disciosed as requested. it may no longer be protecied by federal and slale privacy laws. and could be re-tisclosed by the
person(s) recowing i,
The medical infarmaton roleased may contain inlarmaton related to HIV sialus, AIDS, scxually tansmitied diseases, mental heallh, drug and afeohol abuse. elc.

Signature of Patient Only: Date: i !
{Requirad)

If you are NOT the patient but are signing on behalf of the patienl, complete the following:

b, , am the (check which applies)
{print your name)

J Parenl-with Paremal Rights  (nof sullicient for substance dbuse records)

Registered Kinship Care Relative  {nof sulficient for substance abuse records)

Court Appointed Guardian

Legally Appointed Healthcare Agent  (nol sufficient for substance abuse records)

'] Medical Power of Attorney  (pot sufficien! for subslance abuse records)

i | Power of Aftorney with Right to See Medical Records  (not suificient for substance abuse records)
: ! Surrogate Decision Maker  (not sufficient for substance abuse records or mentaf health recards)

i 1 Courl Appo?qled Personal Representative of Deceased

£
;
| 5
]
b

Representative's Signature; : Date: ! y/
{Required)

Address: Phane:
You MUST attach proaof of your authority to act on behalf of the palient as checked above (other than parent).

Slandard Register HIPAA-28N

2 ]
s Copy - Mpdical Records Copy - Palient / Representaive Effoc. ate 12/1/12
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COMMUNITY PHYSICIANS

Patient History Update

Mgty Nipha

Nama

Date o Bitn

Daie ot Servce

DIRECTIONS: PLEASE FiLL IN.THIS FOHM AS WELL AS YOU CAN, SKiP® QVER ANY OUEJI'!ONS WHIGH ARE DIFFISULT FOR ¥OU.

YOUR PHYSICIAN. PRACTITIONER DR NUASE WILL HELP YOU WITH THEM

[PLEASE PRINT I BLACK OF BLUE- INK}

List current health p_mb_lems- {feave blank if none)

1131 Current Medications and doses:

ALLERGIES. Please bst any medicines or substances o which you are allergic:

DIRECTIONS: Please list any oparations, hospital admlss:cns of seripug acc:dantsﬁn}urzes you've had If you've

compieted his form before, p

OPERATION, HOSPITALIZATION, or AGCIDENT

lease provide us with an update with any problems in the last three years.

DATE {maiyr) HOSPITAL

_ Past Present Never
Smoking/Tobacco 3 I ]
Beer, Wine, Liquor e = 1
Drugs {cocaine,

Manjuana, 1V) 1 = |
Regular Exercise I ! ]
Sexually Active: 0 3 ]
Do you have sex-with men, women, or bath?

Highest Grade Completed

Job.Description (if employed):

Past Exposura to Toxic Substances:

Marital Status’ _

Chidren {ages and health).

COGE7N (BiT4}




Patiert Name: _

=11k al Are you prgnant NOW?  Yes No Unsure
Yes MNa ' ¥ YES, Dua Dalé:
Oc you use condoms? Yes  No ] NUMBER OF TIMES PREGNANT

FULL TERM PREGNANGIES: . B

Whai birth contrel mathoi(s) do you uie?

e © MISCARRIAGES or ABORTIONS:
Have vgy ever been a viclim. of abuse? . PREMATURE BIRTHS:

Pliysicsl No Yes _ ; . .
Sexuai Mo Ves _ | DATE ot LAST MENSTRUAL PERIOD:
.E_mT:}t..c..nai No  VYes . . Was it narmat: YG_S No
Relation o _ Relfation
Bieast Gancer. Mo Yes Diapetes Ne  Yes :
ColonCancer  No Yes L | Hypertension No Yes
Progtate Cancar No  Yes Heart Disease Ho Yes
Qvarian Cancer Mo Yes Lung Prodlems: No  Yes
tupg Cancer Mo Yes _ Other Health Problems: Ne  Yes
Skin Cancer- No Yes . Alcoholism No Yes
Other Cancer:  No Yes _ * | Drug Abuse Nc Yes
' " Other: _ o

) Fever, s, kel oss, vl o o fe el | Msce o in sctcs,iymes, sweking
£ Eye orvisior problers (glatcoma, change In vesion, 240 7 Sk geotvems, rashes, conceining mikes, breas! piohlems

| L3 Protiem with nose or throat {allergies, smell, taste, thioal, voice, swallpwing) | {7 Headasnas: vieskness, numbness, coodoaton probems

T2 Heran probient {murmur, irreguiar beals; chest pan, hean antack) {7t Mocd protiems, depesslen, cfying, fosgetioness, sooing tings
| : Lang problen fingiuding snihma, emphysema, cough, shomness of breath) | {7 Meat of coig iniolerance, change in colof of sk, Giabeles

o=

{7 Bowet o siompch preblems {change s bowel movement, indigestion, nauses) | O Blasding probiems, aagmia, easy brisng

{1 iSemtoprnary (oBeutly with urnatins, bood 'n uring, Kidney stones, infections) | 5 Adargies, swolien glands,

PREVENTIVEHEALTH B
Vacclnations; Pleasa provide yesrof lsst vaccination Scroening testa: Plense provide the date of your last test,
|| Tetanus . Please circto any ltums thet have Besn "shnormal” 11y the past.

Pngumonia: . ) ) Mammogram:
Infbenza: ! PAP Test:
Hepatitis B; ' _ | Breast Examinefion:
Hepatitis A . . . -Recial or Prostate Exem:
MR {Measles): _ Stool Safnpis far Gooult Blood.

o _ Celonoscopy of Sigmokioscopy.
PPD {Tubercuinsis tast) last dona: __ ‘Bene Density {DEXA) scam;

Result;  Posive.  Negalive

Do you have an Advance Directive or Medical Power of Attorney? U yes, please fist
NG T Yes:

Do you have any religious or spiritual beliefs you want your physician (o knaw-abopf‘?
ko ClYes :

Yeur Name: Date: Provider: __ . _ Date:




Welcome to Sibley Primary Care!

Medical Record Information

We would like to provide you with the best care from the start!

On your first visit, it would be very helpful to your pro‘viders to have
specific information about your health history.

You are welcome to send records from your previous doctor in advance
of your-appointment with us. Otherwise, kindly bring these records
with you, as relevant:

1. Current medication list and/or medications in their original
bottles

2. List of specialists

3. Preventive care

L]
i
L]
L]

)

]

0

Immunizations record

Sexually transmitted infection screening
Recent lab testing

Colonoscopy or colon cancer screening report
Pap smear report,

Mammogram report

Bone density screening (DEXA) report

4. Advance directives

If you are unable to obtain these records, please be prepared to
provide information about where and when these were completed, so
we can request the reports.

We look forward to meeting you, and to caring for you!



