
 

ARTHRITIS AND RHEUMATOLOGY OF GA, PC 
 

GARY MYERSON, MD              PAUL SUTEJ, MD 
       ANNA ADAMS, PA-C           CASHELLE ROSE, PA-C 

 NEW PATIENT REGISTRATION FORM 
(Please Print) 

PATIENT INFORMATION 

Patientôs last name: First: Middle: 
Ç Mr. 
Ç Mrs. 

Ç Miss 
Ç Ms. 

Marital status (circle one) 

 Single  /  Mar  /  Div  /  Sep  /  Wid 

Is this your legal name? If not, what is your legal name? (Former name): Birth date: Age: Sex: 

Ç Yes Ç No          /          /  Ç M Ç F 

Street address: Social Security no.: Home phone no.: 

  (          ) 

P.O. Box: City: State: ZIP Code: 

    

Occupation: Employer: Employer phone no.: 

  (           ) 

Referred to clinic by (please check one box): Ç Dr.  Ç Insurance Plan Ç Hospital 

      

 

INSURANCE INFORMATION 

(Please give your insurance card to every visit) 

Person responsible for bill: Birth date: Address (if different): Home phone no.: 

        /         /  (          ) 

Occupation: Employer: Employer address: Employer phone no.: 

   (          ) 

Is this patient covered by insurance? Ç Yes Ç No  

Please indicate primary insurance Ç BCBS Ç UHC Ç Aetna Ç [Insurance] Ç [Insurance] 

Ç [Insurance] Ç [Insurance] Ç [Insurance] Ç Medicare Ç Other  

Subscriberôs name: Subscriberôs S.S. no.: Birth date: Group no.: Policy no.: Co-payment: 

         /       /   $ 

Patientôs relationship to subscriber: Ç Self Ç Spouse Ç Child Ç Other  

Name of secondary insurance (if applicable): Subscriberôs name: Group no.: Policy no.: 

    

 

IN CASE OF EMERGENCY 

Name of local friend or relative (not living at same address): Relationship to patient: Home phone no.: Work phone no.: 

  (          ) (          ) 

Authorization to Treat: I consent to examination, treatment and procedures which may be performed during my office visits 
including emergency treatment considered necessary by the physician and/or his designated provider. Assignment of Insurance: I 

hereby assign payment directly to Arthritis and Rheumatology of GA, P.C. for services covered by insurance or other health benefit 
plans. Authorization for Release of Information: I authorize ARG to release to my insurance carrier and its designated agents any 

medical information, including information related to psychiatric care, drug and alcohol abuse, and HIV/AIDS, necessary to process 
any healthcare related review or quality assurance activities. I also authorize the release of medical information to other healthcare 
providers who provide consultative services regarding my healthcare. This authorization remains in effect until revoked by me in 
writing. I agree that a photocopy of the same is as valid as the original. 
 

     

 Patient/Guardian signature  Date  



 

Patient Contacts 

I/We authorize this medical practice to leave messages or discuss my PHI with the names listed below:  

(Include name and relationship) 

 

________________________________________________________________Phone: ___________________ 

 

________________________________________________________________Phone: ___________________ 

 

Primary Care Physician: ____________________________________________Phone:____________________ 

 

Referring Physician:_______________________________________________Phone:____________________ 

 

Additional Physcian:_______________________________________________Phone:____________________ 

 

Additional Physcian:_______________________________________________Phone:____________________ 

 

Privacy Policies and Office Policies 

I agree to the Privacy Policies (HIPPA) and Office Policies of Arthritis and Rheumatology of GA. I understand 

that a full copy of both the Privacy Practices and Office Policies are available to me at the office and at our 

website www.argmd.net.  

 

Patient Signature: ________________________________________________ Date: _____________________ 

 

            Retail Pharmacy     Specialty Pharmacy 

Pharmacy Name 

 

  

Phone Number and Fax 

 

  

Address 

 

  

Store Number 

 

  

Email Address 

 

  

 

ARG Prescription Policy: 

 

Medications prescribed by Arthritis and Rheumatology of GA, P.C. must be taken only in accordance with the 

instructions and dosage as prescribed by your physician. Only designated annual patients will receive a full one 

year refill amount of their medication. Otherwise, medication refills are given at each office visit.  

 

If your medication requires a prior authorization, your pharmacy must contact our office. The prior 

authorization process can require up to two weeks to complete. You may always choose to pay by cash while 

you are waiting for the medication to be approved. Multiple calls to our office will not speed up this process, 

but we understand the frustration this often places on many of our patients.  

 

Please understand that our office is open Monday ï Thursday, each week from 7:00 am until 4:00 pm, and 

7:00am until 3 pm on Friday. Our physicians will no longer call in refills after hours, over the weekend, or 

planned holidays. Emergency after hour calls are NOT intended for refill requests. Please plan accordingly. 

 

Patient Signature: ____________________________________________________ Date: _________________ 

http://www.argmd.net/


 

Patient Questionnaire: 

Please check all involved; complete to the best of your ability.  

  

 Red Measles                     

 COPD                     

 High Blood Pressure             

 German Measles   

 Tuberculosis                 

 Gastrointestinal Problems      

 Mumps                      

 Thyroid Disease  

 Liver Disease                 

 Chickenpox                 

 Diabetes                    

 Neurologic Disorders  

 Polio Cancer                 

 Emotional Disorders           

 Rheumatic Fever   

 Blood Disorders               

 Skin Disease                 

 Pneumonia                    

 Kidney/Urinary Problems  

 Arthritis                     

 Asthma                      

 Heart Disease                 

 Connective Tissue Diseases   

Comments: (Year, Complications, Other):________________________________________________________________ 

__________________________________________________________________________________________________ 

Immunizations (Approximate date if known): 

Small Pox:___/____/_____            Hepatitis B: ___/____/_____            Polio:___/____/_____ 

German Measles:___/____/____               Tetanus Booster:____/____/____             Pneumonia:___/____/_____ 

Mumps:___/____/_____               Flu:___/_____/_____                                 Other (Specify):___/____/_____ 

PPD:___/____/_____ 

Risk Factors: 

Sun Exposure:        Frequently     Occasionally       Rarely           Remote 

Seat Belt Usage:         100%             75%              50%              0% 

Cigarettes:____________/day Cigars:____________/day Pipe(s):____________/day 

Alcohol:______________/day Caffeine Intake (Coffee, Tea, Cola, Etc.):_____________/day 

Drugs (Marijuana, Other):___________________________________________________________________________ 

How often do you exercise per week? ____________Types of Exercise_______________________________________ 

Family History/Illness: 

List Age, State of Health, (If Deceased, Include Cause of Death): 

Father:______________________________________    Mother:__________________________________________ 

Sibling(s):_________________________________________________________________________________________ 

Children (Male/Female)______________________________________________________________________________ 

 

 



 

Please Note the Relationship (Mother, Father, Etc.): 

Diabetes___________________________________ 

High Blood Pressure__________________________ 

Heart Disease_______________________________ 

Kidney Disease______________________________ 

Stroke_____________________________________ 

Cancer_____________________________________ 

Asthma____________________________________ 

Thyroid Disease______________________________ 

Migraine______________________________________ 

Psoriasis______________________________________ 

Tuberculosis___________________________________ 

Arthritis_______________________________________ 

Venereal Disease________________________________ 

Double Jointed_________________________________ 

Hardening of the Arteries_________________________ 

Connective Tissue Disease________________________ 

Review of Symptoms (Please check all that apply): 

General: 

 Weakness    Fever    Chills     Night Sweats

 Fatigue:             ___Morning / ___ Afternoon / ___Evening  

 Weight Changes:      ___ More / ___ Less 

 Appetite Changes:   ___ More / ___ Less 

Eyes, Ears, Nose, Throat (EENT): 

Eyes:  

 Red                     

 Iritis       

 Uveitis                        

 Scleritis                        

 Decreased Ability to See             

 Blurred Vision  

 Spots before eyes                         

 Dry Eyes (Sandy/Gritty 

Sensation) 

Ears:    

 Difficulty Hearing                                Tinnitus (Ringing) 

Nose:  

 Bleeding                   Running                    

 Stuffiness                 Sneezing                  

 Post Nasal Drip                 

 Sinus Trouble              Hay Fever 

Throat:  

 Sore Throat                    

 Hoarseness                    

 Dry Mouth                    

 Throat Pain                       

 Dental Trouble                

 Bleeding Gums

  


