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Dear New Patient: 

 

 

We welcome you to our practice and look forward to a long and healthy relationship.  

 

As you may know, our practice concentrates on very individualized care for each and every patient.  Advanced 

Internal Medicine Group is known for the time given to each patient according to individual needs. 

 

We concentrate on preventive medicine and early detection of any illness thus minimizing any effects the disease 

may have on the body.  Good health and quality of life are our primary goals. 

 

To help us achieve these goals, please complete the enclosed medical history questionnaire and bring all current 

medications with you. This will help us focus on your health and associated problems.   

 
PLEASE REMEMBER TO BRING YOUR INSURANCE CARDS SO WE CA N MAKE A COPY FOR OUR 

RECORDS. 

 

Also enclosed please find our cancellation policy and patient financial responsibility forms.  Unfortunately, we have 

found it necessary to institute such a policy for optimum use of our schedule and patient care. Please sign and return 

the cancellation policy and patient financial responsibility form as soon as possible. 

 

Should you have any questions or concerns, please feel free to call our office. We are in the office on Monday 

from 10am to 8 pm, and 9 am to 5pm on Tuesday, Wednesday, Thursday and Friday. We are closed Saturday and 

Sunday. If there is an emergent situation, please call the office and press option 2 or directly follow the 

prompts. Your emergency will be addressed as soon as the physician is alerted.  Our staff is available to assist you 

in any way possible. 

 

 

 

Sincerely yours,  

 

 

Doctors and Staff 
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Cancellation Policy 

 

It has become necessary to institute a cancellation policy for our office. 

New Patient appointments are scheduled for at least one hour. When these appointments are cancelled without 

sufficient notice or good cause, it leaves a void in the schedule that could otherwise have been filled by a patient in 

need. This causes delays in patient care and increases administrative burden on our practice. 

 

If an appointment for a new patient is missed or cancelled with less than 24 hours notice, the patient will be 

responsible for a $150 charge, which is not covered by the insurance carrier.  This amount reflects only a fraction of 

the cost and inconvenience to the practice.  To assist in avoiding this, our office will  attempt to contact you prior to 

this time period to confirm your appointment.  In the event a message or voicemail is left for a patient without a 

response or return call, this will represent a confirmed appointment on the patientôs behalf.   

 

Similarly, existing patients will be billed $25 for a missed appointment or a late cancellation. If a second occurrence 

follows, you will be billed $50 and a third will be billed $75 and run the risk of discharge from the practice. If you 

believe there is good cause for cancellation, please tell the Care Coordinator immediately so that the practice can 

take it under consideration. 

We at Advanced Internal Medicine Group, P.C. realize that unpredictable circumstances occur and we plan to 

enforce this policy with the highest level of integrity and understanding. 

 

Please sign below to express that you have read, understand and agree to terms listed above.  

 

 

___________________________________________   ____________________ 

Signature         Date 

 

___________________________________________   ____________________   

Name (Print)          Relationship to Patient (if other) 
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Patient Financial Responsibility Form 

 
Our Billing Process 

 

To help understand the insurance process we felt it necessary to outline our billing process to you. 

 

ü If your insurance plan requires a copay, then your copay will be collected in the office at the time 

of service. 

ü Your remaining balance is sent to your insurance provider. 

ü Once the claim is processed, you and our billing team will receive an Explanation of Benefits 

(EOB) from your insurance company. 

ü If that EOB states that you have further responsibility for non-covered services such as co-

insurance, deductibles or checks from the insurance company that has been sent directly to the 

patient, we will mail you a statement reflecting the remaining balance which is due upon receipt. 

 

 

______________________________________                         _________________ 

Patient Name           Date 

 

 

 

I understand and agree that my copay is due at the time of service and my co-insurance and deductibles 

are due at the time my statement is received.  I understand that these charges are my financial 

responsibility.   

 

_______________________________ 

Signature 
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Patient Financial Responsibility Form 
 

Our Patient Financial Responsibility Form requires that we keep and maintain your credit card information 
on file.  We will use this information only if you are delinquent in responding to our billing statements after 

90 days or for preauthorized payment plans.  
 

ü Medicare deductible and/or coinsurance     ______ (Patient initials) 

ü Insurance deductible/copay     ______ (Patient initials)  

ü Non- Covered vaccinations     ______ (Patient initials) 

ü Checks sent to me by the insurance company     ______ (Patient initials) 

ü Cancellation Fees     ______ (Patient initials) 

 

 
I, ____________________________________, authorize Advanced Internal Medicine Group, P.C. to keep 
my signature and credit card information on file and to charge my account for balances that remain unpaid ninety (90) 
days following the service. 
 
____________________________________________________________________________________________  

Patient Name 

 

 
 

Cardholder Name 
 
 

 

____________________________________________________________________________________________ 

Credit Card Account Number      Expiration Date   CVV 
 

 

 
 

 
 

Cardholder Signature         Date 

 

  



 

 

Medical History Form 
 
NAME:     _______________            DATE:                   __ 
 
ADDRESS:   _____________________ CITY:  __________________ STATE: _______ ZIP:  _________ 
 
PHONE HOME:  _________________ WORK:  _____ CELL: __________  __ 
 
SS#:                                             EMAIL:________________DATE OF BIRTH:  ____________ 
 
WOULD YOU LIKE US TO  ENABLE YOU TO USE O UR PATIENT PORTAL TO  ALLOW YOU TO FOLLOW  
YOUR MEDICAL PROGRESS?  Y / N  

Whom can we thank for this referral______________________________________________________ 

Name of Insurance Carrier:________________________ Please discuss with office staff prior to visit 

Date Please list any Surgeries  

  

  

  

  

 

Date Please list any Medical Conditions 

  

  

  

  

 

 

Medications with Dose and Frequency Include Over the Counter and Vitamin/Supplements 

   

   

   

   

   

   

   

 

 

 



 

Medical History Form 

Drug Allergies (or side effects/reactions) - _________ ___________________________________ 

 

For diabetic patients only:  

Have you had a retinal eye exam in the past two years?  Yes ____No____ If yes, by whom? ______________ 

 

Have you ever had Congestive Heart Failure or water in the lungs?  Yes _____ No ______ 

If Yes, When was your last echocardiogram and where was it performed? ____________________________ 

 

 
 

 

 

 

 

 

 
Family History-Place X in appropriate boxes and/or fill in information 

 

Relative Alive Deceased Age Cancer Diabetes Heart Hypertension 
Mental 

Illness 
Stroke 

Father          

Mother          

Brother          

Sister          

          

Son           

Daughter          

   Preventative Medical/Immunization History-Place X where appropriate and fill in date 
 

 Pneumovax 

 

  Prevnar Flu 

Vaccine 
Tetanus 

Tetanus    

with 

pertussis 

Shingles 

vaccine 
Colonoscopy Mammogram 

Bone 

Density 

Yes  
 

  
 

    

No  
 

  
 

    

Year 

done 
 

 
  

 
    



 

 

 

 

General   No Yes 
 

Genitourinary No Yes 

Fever       Sudden Urge to Urinate     

Chills       Frequent Night Time Urination     

Sweats/Night Sweats       Incontinence     

Fatigue        Blood in Urine     

Weight Gain      Difficulty Urinating     

Weight Loss      Frequency of Urination     

HEENT         Painful Urination     

Headaches      Musculoskeletal     

Visual Changes      Serious Joint/Bone Injuries     

Dizziness        Back Pain       

Nasal Discharge      Joint Stiffness     

Vertigo (spinning)      Muscle Pain     

Hoarseness      Painful Joints     

Hearing Changes      Swollen Joints     

Ear Pain        Hematology     

Nose Bleed      Anemia       

Ringing in the Ears      Prolonged Bleeding     

Sore Throat      Recent Transfusion     

Cardiovascular      Swollen Lymph Nodes     

Chest Pain      Skin       

Shortness of Breath  with exertion      Ulcers       

Swelling in Legs      Psoriasis       

Palpitations       Blistering of Skin     

Sudden SOB while sleeping    Discoloration   

Exertional Sweats      Hives     

Leg Cramps when walking      Moles       

Respiratory    Nodules    

Congestion      Rashes       

Shortness of Breath      Neurologic       

Expectoration (Producing Phlegm)      Confusion     

Cough      Weakness     

Coughing up Blood     Uncoordinated Movement   

Shortness of Breath while lying flat      Trouble Maintaining Balance     

Wheezing      Difficulty Speaking     

Gastrointestinal      Fainting     

Abdominal Pain      Headache       

Nausea/Vomiting      Memory Loss     

Diarrhea      Seizures       

Constipation      Tingling/Numbness     

Change in bowel habits        Tremors       

Anorexia      Psychiatric     

Rectal Bleeding      Agitation     

Vomiting Blood       Disorientation     

Trouble Swallowing      Anxiety       

Reflux      Hallucination     

        Depression       

     Insomnia    

     Suicidal thoughts    



 

Tobacco history 
Do you smoke now? _________Ever?____ How much? ________________If yes, packs per 
day?________________ 
 
 
How much caffeine do you drink every day?_________ cups per day?  
 
 
(AUDIT C) 
How often do you have a drink containing alcohol?                             

 
ÃNever       ÃMonthly       Ã2-4 times per month        Ã2-3 times a week          Ã4 or more times a week 
 
How many standard drinks containing alcohol do you have on a typical day? 
 
Ã1 or 2            Ã3 or 4           Ã5 or 6           Ã7 to 9         Ã10 or more 
 
How often do you have six or more drinks on one occasion? 
ÃNever            ÃLess than monthly           Ã Monthly             ÃWeekly             ÃDaily or almost daily 
 

 
During the past 4 weeks, has your physical and emotional health limited your social activities with family friends, 
neighbors, or groups?  
 
Ã Yes  Ã No      Comments:  

 
During the past 4 weeks, have you experienced bodily pain in general?  
 
ÃYes ÃNo       Comments: 
 
During the past 4 weeks, was someone available to help you if you needed and wanted help? For example, if you 
got sick and had to stay in bed, needed some help with daily chores, or needed help just taking care of yourself? 
 
ÃYes      ÃNo     Comments:                  
 
In the past 7 days, did you exercise for at least 3 of them? 
 
ÃYes      ÃNo     Comments:                  
On days when you exercised, for how long (in minutes)?  ____________ minutes per day 
 
 
Can you get places out of walking distance without help?                                      ÃYes             ÃNo  
 
Can you shop for groceries or clothes without help?                                                ÃYes             ÃNo 

 

Can you prepare your own meals?                                                                               ÃYes             ÃNo 
 

Can you do your own housework without help?                                                        ÃYes             ÃNo 
  
Can you handle your own money without help?                                                        Ã Yes            ÃNo 



 

 
Do you need help eating, bathing, dressing, or getting around your home?        ÃYes             ÃNo 
 

 
During the past 4 weeks, would you consider yourself in good health?  
 
ÃYes       Ã No         Comments: 
 
In the past 4 weeks, would you say things have been going well for you?  
 
ÃYes       ÃNo          Comments: 

 

Are you having difficulties driving your car? 
 
ÃYes        ÃNo          Comments: 
 
 Do you always fasten your seatbelt when you are in a car? 
 
ÃYes        ÃNo          Comments: 
 
How often during the past 4 weeks have you been bothered by any of the following problems? 
 

Fall or dizzy when standing up                         ÃYes           ÃNo 

Sexual problems                ÃYes           ÃNo 

Trouble eating well                ÃYes           ÃNo 

Teeth or dentures                ÃYes           ÃNo 

Hearing or problems using the telephone ÃYes           ÃNo 

Tired or fatigued                ÃYes           ÃNo 

 

Are you taking your medications the way you were instructed to? 
 
ÃYes        ÃNo     Comments: 
 
Are you confident that you can control and manage most of your health problems?  
 
ÃYes        ÃNo     Comments: 

 

Is stress a problem for you in handling things such as your health, your finances, your family, social relationships, 
or your work? 
 
ÃYes        ÃNo    Comments:  
 
In the past 2 weeks have you felt nervous, anxious, or on edge?  
 
ÃYes        ÃNo    Comments:  
 
  
 



 

In the past 2 weeks, were you not able to stop worrying or control your worrying? 
 
ÃYes        ÃNo    Comments:  
 
 
How many hours of sleep do you usually get? _____ hours 
 
Do you snore or has anyone told you that you snore?                 ÃYes               ÃNo 

 

Please choose one of the following :                                                                                                          (Fall screening) 

 
1. Have you fallen in the past year?    ÃYes  Ã No 

2. One fall with injury in the past year?     ÃYes  Ã No 

3. Two or more falls in the past year?     ÃYes  Ã No 

4. One fall without injury in the past year?   ÃYes  Ã No 

5. Two or more falls without injury in the past year?  ÃYes  Ã No 

Have you received the home safety checklist today?   ÃYes  Ã No 
 

 

 

Please list any other current physicians and their specialty: 

 

 

Physician:   ( ie: First,  Last )  City Office is Located in:  Specialty:   

       

       

       

       

       

       

       

       



 

 

 

 



 

Medical History Form 
 

Pharmacy Information 
Name of Pharmacy ___________________ 

 

Address _______________________________________________________ 

 

Phone # ________________________ Fax # _________________________ 

 

***If your pharmacy has any questions regarding your prescriptions i.e medication refills, please make your 
pharmacy aware they MUST call our office and speak to one of our Care Coordinators. Our office does not 
receive Escript medication requests/refills. ______ (Patient initials) 
  
Emergency Contact Information 
 

Name         Relation    

 

 Address         Phone #      

 

Health Care Proxy Information (if you are not aware of what this is, please ask the Provider) 

Name        Relation   ________ 

 Address    ________________________________ 

 Phone #      

 

Race and Ethnicity questions:  The following questions are required to be asked by Medicare. You may 

answer or decline to answer, but we must place an answer in your medical chart. 

Race (check one)    

White ___ Hispanic___   Black___ African American___      Asian___ 

Native Hawaiian or Pacific Islander___ Other Pacific Islander___ 

American Indian Alaskan Native___            Decline to answer___ 

 

Ethnicity (check one) Hispanic or Latino___Not Hispanic or Latino ___Decline to Answer ___ 

Preferred Language _______________________ 

Do you consent to release prescription data to your doctor from external sources?  Y? / N? 

Do you consent to release your medical information if needed to help adjudicate a claim dispute?  Y? / N? 

Do you consent to report your immunizations? Y? / N? 
 

 

Patient Signature _________________________                   Date_________________________________  



 

 



 

  


