
PATIENT REGISTRATION 

COLORADO ARTHRITIS CENTER P.C. 

PATIENT NAME(First, Ml, Last) _________________________ _ 

HOME PHONE: _________ CELL PHONE: ________ WORK PHONE _____ _ 

ADDRESS: ______________ CITY: _______ ST: __ ZIP: ______ _ 

SEX: Male Female DATE OF BIRTH: ______ AGE: __ MARITAL STATUS: M S D w 

SOCIAL SECURITY#: ___ -__ -__ EMPLOYER: _________ OCCUPATION: ___ _ 

RESPONSIBLE PARTY 

NAME: ________________ HOME PHONE#: ___________ _ 

ADDRESS: ________________ WORK PHONE#: ___________ _ 

SOCIAL SECURITY#: ___ _______ _ EMPLOYER: _____________ _ 

RELATIONSHIP TO PATIENT: Self Spouse Sibling Parent Daughter Son Partner Other: ______ _ 

REFERRING PHYSICIAN 

NAME: ________________ _ 

ADDRESS: _______________ _ 

PHONE#: ________ FAX#: _____ _ 

INSURANCE INFORMATION 

PRIMARY PHYSICIAN 

NAME: _____________ _ 

ADDRESS: _____________ _ 

PHONE#: _______ FAX# ____ _ 

PRIMARY INS: _______________ SECONDARY INS: __________ _ 

INSURED NAME: ______________ INSURED NAME: __________ _ 

INSURED DATE OF BIRTH: ___________ INSURED DATE OF BIRTH: _______ _ 

MEMBER ID# _______________ MEMBER ID# ___________ _ 

GROUPH _________________ GROUPH _____________ _ 

RELATIONSHIP: SELF SPOUSE OTHER RELATIONSHIP: SELF SPOUSE OTHER 





RHEUMATOLOGY PATIENT HISTORY FORM 

Date: ___ / ___ ----'/ ___ _ 

NAME: -------,------------------- Birthdate: __ / ___ / __
Last First M. I. 

Age: _____ Sex: □ F □ M 

Marital status: □ Never married □ Married □ Divorced □ Separated □ Widowed □ Partnered/significant other 

Whom do we thank for referring you here? 

Name of your primary care physician: 

Describe briefly your present symptoms: 

When did your symptoms start? 

What diagnosis have you been given, if any? 

Please shade all the locations of your pain over the past week on 
the body figures and hands. 

Exnmple: 

Lel'i 

�: ... 

.. . ,, . 

. 
Left Right Are you __ light or __ left handed? 

(,Which hand do you sign your name 1•,ith?) 

Please list the names of other practitioners you have seen for this problem: 

Previous treatment for this problem (include physical therapy, surgery, and injections; medications to be listed 
later): 

1 Physician initials __ _ 



RHEUMATOLOGIC (ARTHRITIS) HISTORY 
At any time have you or a blood relative had any of the following? (check if "yes") 

Yourself Relative ➔ 
Arthritis (type unknown) 

Osteoarthritis 

□ □ ➔ 
□ □ ➔ 

Rheumatoid arthritis □ □ ➔ 
Gout □ □ ➔ 
Lupus or "SLE" 

Ankylosing spondylitis 

Childhood arthritis 

Sjogren's syndrome 

Osteoporosis 

Psoriasis/psoriatic arthritis 

□ □ ➔ 

PAST MEDICAL HISTORY 

□ 

□ 

□ 

□ 

□ 

Do you now or have you ever had: (check if "yes") 
D Diabetes D Heart murmur 
□ High blood pressure □ Pneumonia

□ 

□ 

□ 

□ 

□ 

□ High cholesterol □ Pulmonary embolism
□ Hypothyroidism □ Asthma
□ Goiter D Emphysema
D Cancer (type)_______ □ Stroke
□ Leukemia □ Epilepsy (seizures)
□ Psoriasis □ Cataracts
□ Angina □ Kidney disease
D Heart problems □ Kidney stones

Other significant illnesses {please list): 

Previous Operations 
Type 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

Year 

➔ 

➔ 

➔ 

➔ 

➔ 

Name/relationship 

D Crohn's disease 
D Colitis 
□ Anemia
□ Jaundice
□ Hepatitis
□ Stomach or peptic ulcer
□ Rheumatic fever
D Tuberculosis
□ HIV/AIDS

Reason 

Any previous fractures? □ No D Yes Describe ______________________ _ 

Any other serious injuries? □ No □ Yes Describe 

Do you smoke? □ Yes - How much? □ No □ In the past - How long ago? ___ _ 

Do you drink alcohol? D No D Yes : Usual drink: ____ How much: _________ _ 

Has anyone ever told you to cut down on your drinking? D Yes D No 

Do you use drugs for reasons that are not medical? D No D Yes If yes, please list: ______ _ 

Do you get enough sleep at night? □ Yes D No 

Do you wake up feeling rested? □ Yes □ No 

2 Physician initials __ _ 







CORRONA modified HEALra ASSESSMENT (mHAQ) 
PATIENT QUESTIONNAIRE 

PAGE I of 1 

Patient ID 

Site ID 
----

Date 
-----

Please mark the one response which best describes your usual abilities over the past few days: 

Without ANY With SOME With MUCH UNABLE 
Difficulty Difficulty Difficulty to do 

1.) Dress yourself: including tying shoelaces and doing buttons? 

2.) Get in and out of bed? 

3.) Lift a full cup or glass to your mouth? 

4.) Walk outdoors on flat ground? 

5.) Wash and dry your entire body? 

6.) Bend down and pick up clothing from the floor? 

7.) Tum regular faucets on and off? 

8.) Get in and out of the car? 

SUBJECT ASSESSMENT OF PAIN & DISEASE ACTIVITY 

PAIN: How much pain have you had because of your arthritis? Put a mark on the scale ( like this I ) to show how 
severe your pain has been. 

NOPAIN . . . . . . . PAINASBADAS 
0 5 10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100 IT COULD BE 

DISEASE ACTIVITY: Considering all the ways arthri1is affects you, put a mark on the scale ( like this I) to show 
how well you are doing. 

VERY WELL . . . . . VERY POORLY 
0 5 10 IS 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100 

SKIN DISEASE ACTIVITY (Psoriasis Patients Only) Put a mark on the scale ( like this I ) to show the activity 
ofyourSKIN DISEASE ONLY.

VERY WELL . . . . . . . . VERY POORLY 
0 5 10 IS 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100 

Copyrfght 2000-2008 e CORRONA, Inc. 
2007-10-15 Bsl. mHAQ v.7 

5 Physician initials 
---
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