Direct Diabetes, Weight Loss and Endocrinology Consultant, P.C.
NEW PATIENT FORM

Today’s Date ____/_____/_____

Referring Physician:_____________________________Phone No. _______________________________ Primary Care Physician:__________________________Phone No._______________________________ 
Pharmacy:____________________________________ Phone No._______________________________
Patient Information
Full Legal Name _______________________________________________________________________
Date of Birth_____/_____/_________                      Social Security Number: _______-______-__________ 
Address __________________________________________________________  Bldg/Unit/Apt#__________ City _______________________________________ State______________________ Zip Code _________________ Email Address______________________________________________________________________________
Home Phone (______) - ______ - _______                                          Cell Phone (_____) - ______ - _______ 
Ethnicity: Hispanic Non-Hispanic Preferred Language _______________________________________ Race:  Caucasian/White  Black/African American  Hawaiian or other Pacific Islander  Asian                 American Indian or Alaska Native   Other
Marital Status:   Married  Single Partner  Separated  Widowed  Divorced 
Occupation:_______________________Employed: FT___PT____ Employer:_______________________
Emergency Contact _______________________________________ Phone (______) - ______ - _______ Relationship to emergency contact_________________________________________________________
May we leave a message on your voicemail/answering machine regarding any and all ongoing medical conditions? Y___ N___
Do we have permission to speak to another person about your medical condition? Y___ N___
If yes, name of person___________________   Relationship to you_______________________________



Signature (patient or legal guardian)____________________________Date:_______________________
Welcome to DDWLEC, P.C.
Medical History
Please briefly describe the reason you have come to see the endocrinologist today. ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ALLERGIES: Please list any allergies or sensitivities (list the medication/substance and the reaction): __________________________________________________________________________________________________________________________________________________________________________PAST MEDICAL HISTORY: List any past medical history and diagnosed medical conditions: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Previous Operations: (type of operation, date of surgery, hospital and name of surgeon)                            1. ______________________________________ 4. __________________________________________ 2. ______________________________________ 5. __________________________________________ 3. ______________________________________ 6. __________________________________________ Other reasons you have been hospitalized (include reason for hospitalization and year) _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please indicate any blood relative who have/had the following conditions: Diabetes_____________________ Obesity _____________________ Cancer ______________________ Heart disease ________________ Hypertension ________________ Pituitary disease_______________ Adrenal gland disease__________ Auto-immune disease__________ High calcium levels ____________ Thyroid cancer _______________ Infertility problems____________ Osteoporosis __________________ Thyroid disease_____________ Kidney stones _______________  Other__________________________

SOCIAL HISTORY: Do you currently use tobacco: Y___ N___
 If yes, please list type of tobacco used, how long you have smoked, and daily amount used. ____________________________________________  
Alcohol? Y___ N___ Quantity:_______           Drugs: Y___ N___




Current Medications: Prescription and Non-Prescription (including over the counter meds) 
           Medications name                         Dose amount                        How often taken 1.______________________________________________________________________ 
2. ______________________________________________________________________ 
3. ______________________________________________________________________ 
4. ______________________________________________________________________ 
5. ______________________________________________________________________ 
6. ______________________________________________________________________ 
7. ______________________________________________________________________ 
8. ______________________________________________________________________ 
9. ______________________________________________________________________ 
10. _____________________________________________________________________

















Diabetes Questionnaire
*Only fill out if you are seeing the Endocrinologist about your Diabetes* 
To make your first visit run smoothly please bring this paperwork as well as your glucometer and a log of your blood sugars for at least the past 2 weeks if you have Type 1 Diabetes, you are on Insulin, or your last hemoglobin A1C was > 7%.
1. Do you have Type 1 or Type 2 Diabetes?__________________________________________________    
2. How old were you when you were first diagnosed with diabetes? ______________________________      3. Have you ever been hospitalized for uncontrolled blood sugars?_______________________________                                       -If yes, when? _________________________________________________________________________ 
4. Have you developed any of the following complications from your diabetes? (yes or no) 
Eye disease (diabetic retinopathy) ________________    Kidney disease _____________________  Protein in your urine __________________        Neuropathy _______________________________     Gastroparesis _____________________   Heart attack _____________    Stroke_______________
5. Do you check your blood sugar at home? _______ If yes, how often?______________________
6. Do you experience low blood sugars? __________ If yes, how often?______________
7. What symptoms do you feel when your blood sugar is low? _____________________ 
8. Have you ever been unconscious due to a low blood sugar? _____________________
9. Do you have a glucagon pen at home? ___________If yes, have you ever had to use a glucagon injection to treat a low blood sugar? __________ 
10. Please give an example of your typical meals: 
Breakfast ________________________________________________________________ 
Lunch ___________________________________________________________________
 Dinner __________________________________________________________________ 
Do you snack between meals? ________ If yes, what type of foods? _____________________________    What do you usually drink during the day? (water, soda, juice etc..) ________________________ 
11. Do you exercise? ______If yes, how often (minutes a week/days a week) ______________________       What type of exercise? ______________________________________________________ 
12. Do you get regular eye exams?____________ If yes, date of last exam:_________________________   Have you ever been told you have retinopathy (diabetic eye disease)? ____________________________
13.Have you ever had laser eye surgery?_______________If yes, when?__________________________ 
14. Do you see a foot doctor on a regular basis? If yes, date of last exam:__________________________            15. Have you attended Diabetes Education classes?_____ If yes, when and where? _________________      
Direct Diabetes, Weight Loss and Endocrinology, P.C.(DDWLEC)
Patient Consent To Treatment And Authorization To Use And Disclosure Of Health Information For Treatment, Payment Or Health Care Operations

CONSENT TO TREAT

I request an authorized Dr. Pyram as my physician, his assistant for designee (collectively called “the physician”) meeting necessary or advisable. This year may include, but is not limited to routine diagnostic radiology and laboratory procedures, administration or routine drugs, biological and other therapeutics, and routine medical and nursing care. I authorize Dr. Pyram to perform other additional or extended services in emergency situations it may be necessary or advisable in order to preserve my life or health. I understand that my (the patient) care is directed by Dr. Pyram and the other person know Medicare services to me according to the physician's instructions.
· I am aware that the practice of medicine and surgery is not an exact science and acknowledge that no guarantees or promises have been made to me with respect and results of such diagnostic procedure or treatment.
· I understand that DDWLEC does not treat patients after hours or holidays or weekends. If I need care outside of those hours or on an emergency basis, I agree to contact emergency medical services and/or a hospital emergency room.
· I understand that samples of body fluids and/or tissues may be withdrawn from the jury routine diagnostic procedures. I authorize dispose of bodily fluids and/or tissues.

Acknowledgment of Privacy Practice
DDWLEC notice of privacy practices provides information about how protected information about me, the patient, may be disclosed, including information about HIV, AIDS-related complex, and AIDS; substance abuse treatment records protected under the regulation 42.2, in the code of federal regulations (if any); psychological and social services records; and communication made to me from a social worker or psychologist (if any). 

I have been offered an opportunity to review the notice before signing this consent. I'm aware that it is located on. I understand the terms of the notice may change and I may obtain a revised copy by contacting DDWLEC. By signing this form, I acknowledge that I have been offered and/or received the DDWLEC Notice Of Privacy Practices. 

I understand that you have the following rights and privileges:
· to request restrictions on how my protected health information is used or disclosed for treatment, payment or healthcare operations. My position and the LEC are not required to agree to these restrictions, but if they agree, will be bound by the agreement.
· The right to review the notice prior to the signing of this contest.
· The right to object to the use of my health information for directory purposes
· the right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or health care operations.
I understand that I may revoke this consent in writing except to the extent that the organization has already taken action in reliance thereon.
I also understand that by refusing to sign this consent or revoking this consent, the organization which used to treat me as permitted by section 45 CFR 164.506 of the Code of Federal Regulations.
I further understand that DDWLEC reserves the right to change this notice and practices in accordance with this section 45 CFR 164.520 of the Code of Federal Regulations. Should DDWLEC change it will send a copy of any revised notice to the address (wheteher US mail or if I agree, e-mail).

Authorization to Release Health Information
I understand that a lot of my hope here, originator maintains paper and/or electronic records describing my health history, symptoms, examination and test results, diagnoses, treatment and any  plans for future care or treatment. I understand that DGW at least he may communicate with me via encrypted e-mail regarding my health care. I further understand that my medication history of formulary benefits may be downloaded, secure electronic clearinghouse. This  information serves as: 
· the basis for planning my care and treatment
· a means of communication among the many health professionals who contribute to my care
· a source of information for applying my diagnosis and surgical information to my bill
· a means by which third party payor (if a patient decides to submit a claim to a insurance company) can verify that services bills were actually provided
· a tool for routine health care operations such as assessing quality and reviewing the competence of healthcare professionals 
I authorize the release of health information for individual named below:
Name:______________________________________________________
Relationship:_________________________________________________
Address:_____________________________________________________

I wish to restrict the following use of disclosure of my health information:

I understand that part of this organization, payment or health care operations, it may be necessary to disclose my protected health information to another entity, and I consent to such disclosure for the permitted uses including disclosure of facts and encrypted e-mail.
I have read or had read to me and fully understand this consent; I have had the opportunity to ask questions and have had these questions addressed. 
Name of patient:________________________________________________
Signature of patient:_____________________________________________
Date:__________________________________________________________

If someone other than the patient is signing, please provide the name of the legal guardian, patient advocate, nearest relative or other:___________________________________
Relationship:____________________________________ Telephone:________________________
Address:_________________________________________________________________________
















Direct Diabetes, Weight Loss and Endocrinology, P.C.(DDWLEC)
Authorization To Release Medical Information

Patient_______________________________________________Date of Birth______________________

I consent to the release of Medical Information (records):

To:
Direct Diabetes, Weight Loss And Endocrinology Consult, PC
Dr. Ronald Pyram
211 Route 100
Allentown, PA 18106
484-375-6557 (tel)
615-622-8978

From (Physician, Clinic or Person:
_______________________________
_______________________________
_______________________________
_______________________________
_______________________________

Information to Be Released:
___ Standard problem list, medication summary, consultation notes, progress note, help history for the past 12 months and if possible from initial visit
___ Laboratory and pathology reports from last two years
___  Other tests or studies:_______________________________________________________________
___ Other (specify):_____________________________________________________________________

Purpose Of Disclosure:


This authorization is valid for six months after the date of signature. The authorization may be revoked at any time (but not retroactive to a release of information made in good faith) by the undersigned if providing written notice of revocation.

Signature of patient or legal authorized representative _________________________Date___________


