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  

Patient Information 

Date: 

Name: Date of Birth: Age: 

Gender: 
Male Female

S.S.#:

Home Phone: Cell Phone: 

Address: City: Zip code: States: 

E-Mail Address:

Primary Care Physician: Phone: 

Primary Medical Insurance: ID #: 

Subscriber Name: 

Group #: SSN: Referral Required: 

Relationship to Patient: DOB: 

Secondary Insurance: ID #: 

Subscriber Name: 

Group #: SSN: Referral Required: 

Relationship to Patient: DOB: 

• Occupation:
 Full-Time  Part Time   Temporary  Retired
 Disability – indicate cause:

• Marital status: Married  Single  Separated   Divorced  Widowed

• Highest grade or level
of education:

 9 to 11 years   High School Graduate
Vocational/Technical Training

 Attending College  College Graduate  Graduate

• Do you have any
children? Yes No If yes, how many?  What are their ages? 

2010 Opitz Blvd, Suite A Woodbridge 
VA 22191 
Telephone: 703-595-4566 

Who may we thank for referring you? 

Pharmacy Name & Phone Number: 
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Initial Evaluation Form 

Medical History: 
 Elevated Blood Sugars 
 Gestational Diabetes 
 Heart Disease 
 High Cholesterol 
 High Blood Pressure 
 Ankle/ Leg Swelling 
 Asthma 
 Shortness of Breath 
 Acid Reflux/ GERD 
 Hiatal Hernia 
 Fatty Liver 
 Urinary Incontinence 

 Kidney Stones 
 Thyroid Problem 
 Polycystic Ovary Syndrome 
 Anemia 
 Sleep Apnea 
 Depression/ Anxiety 
 Arthritis 
 Migraine/ Headaches 
 Cancer 
 Diabetes 
 Other: 

Family History: 
 High Blood Pressure 
 Heart Disease 
 Diabetes 
 High Cholesterol 
 Sleep Apnea 
 Obesity 
 Thyroid Problems 
 Asthma 
 Other: 

Surgical History: (Please list previous surgeries) 

Yes or No *Have you or your relatives/ spouse ever had bariatric surgery?

If yes, what type of procedure was performed?
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Patient Meaningful Use Data Sheet 
ETHNICITY 
 Hispanic or Latino
 Not Hispanic or Latino
 Decline to State

RACE 
 Black or African American
 Caucasian
 Asian
 American Indian
 Other

PREFERRED LANGUAGE 
 English
 Spanish
 French
 Korean
 Other

SMOKING STATUS 
 Current every day smoker 
 Social Smoker
 Former Smoker
 Never smoked

ALCOHOL USE 
 Yes
 No
 Type:

DRUG USE 
 Yes
 No
 Type:

MEDICATION –  None 
Dose 
Dose 
Dose 
Dose 
Dose 
Dose 
Dose 
Dose 

MEDICATION ALLERGY LIST –  None 
Reaction 
Reaction 
Reaction 
Reaction 
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Patient Contact Authorization 
*I wish to be contacted in the following manner (check all that apply):

Home Telephone: Work Telephone: Cell Phone: 
Ok to leave a detailed message 
Leave message with call back number only 

*Appointment Confirmation

*Emergency Contact Information

Phone: 
Email: 
Name: 
Relationship to patient: 

*If you wish for us to speak to a family member about your care with us, please put their name
and information below. If you do not put anyone’s name below, we will only discuss your care
with you.*
In accordance with Federal government privacy rules implemented through the Health
Insurance Portability and Accountability Act of 1996 (HIPAA), we are not allowed to give this
information to anyone without the patient’s consent. If you wish to have your medical
information released and/or discussed with members of you or other individuals that you
designate, we must obtain your authorization/consent prior to doing so. Complete and sign
below if you wish to give your consent.

Name Telephone Relationship to patient 

I do NOT wish to authorize discussion or disclosure of my results to anyone else. 

Print Name: 

Witness: 

Signature: 

Date: 
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INSURANCE 
Assignment of Benefits 

I hereby authorize DHMR Clinics, Inc. to apply for benefits on my behalf for covered services 
rendered. I certify that the information I have reported with regard to my insurance coverage 
is correct. I further authorize the release of any necessary information, including medical 
information for this or any related claim, to my insurance carrier, (or, in the case of Medicare 
Part B benefits to the Social Security Administration and Health Care Financing Administration). 
A copy of the authorization may be used in place of the original. 
This authorization may be revoked by either me or my insurance carrier at any time in writing. 

Initials 

ASSIGNMENT OF BENEFITS 

I hereby authorize payment of all medical insurance benefits which are payable to me under 
the terms of my insurance policy to be paid directly to DHMR Clinics, Inc. for services rendered. 
I further authorize the release of any information needed for processing my insurance claims. A 
copy of this authorization may be used in place of the original. I understand and agree that I 
am financially responsible for charges not paid by my insurance company. 

Initials 

PAYMENT POLICY 

Payment for services is due at the time services are rendered. All returned checks are subject 
to a $25 returned check fee. If it becomes necessary to refer my account to an outside 
collection agency, I agree to pay 33.3% interest on the debt. 

Initials 
CANCELLATION POLICY 

If patients are unable to keep a scheduled office visit appointment, we ask that they give us 
at least 24 hours notice. 

• “No Shows” or patients that cancel less than 24 hours before their scheduled consult
appointments are charged a $50.00 fee.

• If they cancel a scheduled surgery for any reason other than medical without a two (2)
weeks’ notice, they will be charged a $200.00 fee.

Their insurance company will not reimburse these charges. 

Initials 
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HIPAA PRIVACY NOTICE 

The department of Health and Human Services, Office of Civil Rights, under the Public Law 
104-191, (The Health Insurance Portability and Accountability Act of 1996) (HIPPA), mandates
that we issue this revised Privacy Notice to our patients. This notice to our patients meets all
current requirements as it relates to Standards for Privacy of Individually Identifiable Health
Information (IIHI); affecting our patients. You are urged to read this.

Our privacy notice informs you of our use and disclosure of your Protected Health Information 
(PHI), defined as: “any information, whether oral or recorded in any medium, that is either 
created or received by a health care provider, health plan, public health authority, employer, 
life insurance company, school or university or clearinghouse and that relates to the past, 
present or future physical or mental health or condition of an individual, the provision of health 
care to an individual.” 

Our office will use or disclose your PHI for purposes of treatment, payment, and other 
healthcare purposes as required to provide you the best quality healthcare services that we 
offer. It is our policy to control access to your PHI; and even in cases where access is 
permitted, we exercise a “minimum necessary information” restriction to that access. 

You, as our patient, may revoke any Consent at any time and all use and disclosure and 
administration of related healthcare services will be revised accordingly, with the exception of 
matters already in process. To revoke the Consent you will have to provide this office with a 
written request with your signature and date and your specific instructions. Any revocation will 
not apply to information already used or disclosed. 

You the patient have access to your health care information and may request to examine 
your information, may request copies of your information, and under the law you may request 
amendments to your information. The physician will exercise professional judgment with 
regards to requests for amendments and is not bound by law to make any changes. If the 
physician agrees with the request, we are bound by law to abide to any changes. 

Please sign below and date the form indicating that you have received this privacy notice. 
Thank you. 

Signature of Patient or Personal Representative Date 
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 
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No Referral Waiver 

IF YOUR INSURANCE REQUIRES A REFERRAL AND YOU DO NOT HAVE ONE, PLEASE FILL OUT BELOW 

IF YOUR INSURANCE DOES NOT REQUIRE A REFERRAL (IE: PPO, OA, ETC) THERE IS NO NEED TO FILL 
THIS PAGE OUT 

Today  , I have arrived at the offices of DHMR Clinics without a 
referral from my Primary Care Physician. I am aware that my insurance requires a referral from 
my Primary Care Physician for my visit to be covered/allowed. 

I have been given the option to: 

Please check A OR B 

A. Reschedule my appointment and be seen at a later date when I have my valid referral.
B. Agree to be seen without a referral and pay for services rendered in full.

** I understand by choosing Option B and signing below, I have been made aware that 
today’s visit will not be filed to my insurance company and that I am accepting full financial 
responsibility ** 

Patient Name: 

Signature: 

Staff Member: 
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