Arthritis Care Specialists of Maryland
DR. MELISSA HAWKINS-HOLT, MD, FACR, FAAP

'DR. MOE T. ZAN, MD , FACR

To our patients: All co-pays and balances are due at the time of service. If your insurance requires a
referral please makes sure you bring a copy with you,

Patient R@gistriﬂ%ﬁi_:

Name: ‘ Social Seeurity #:
Street: ' Date of Birth: Marital Status:
Clity/State/Zip: - ' Tlome Phone: .
Employer/School: Worlc Phone:
Ocounpation; L Cell Phone;

- B-MAIL: _ . Pharmacy: Phone#

Party Responsible if Other Than Patient:

Policy Holdet: Social Security #:

Address: _ Date of Bith:

Employer:

Primary Care Physician: o ' ]
Name; . Address;

Phone: Address con't:

Emergency Contact Person:

Advance Divectives: (Circle One) No  Ves Tlense provide copy if yes,

Medicare Authorization Yoy Assignment of Benefits
T authorize payment of Medical Benefits to the above physician:

Signalure: :Date;

T understand that T am personally responsible for any amounts not covered by my insurance for medical services

rendered and charged for broken appointments. I hereby assign to the above physician all payments received by me, or

my dependants for such medicat services rendered that have not been paid in full.

Signature: Date;

Wrltton Notice nf Disclosuyre: .

This notice is to buform alt patients that (his practice has a parttal ownership end financia! Interest in a phiysiclan office lab and radielogy servies
(kat is available fo some patients. This clinleal [aboratory and radlology service may be used for testing If a valid need exlsts for the service, Ay
paticnt muy clicose to obtain these healtheare services from another health cara entity.




Arthritis Care Specialists of Maryland

Patient History Form

Name:__ - Birth dale: I !
LAST FIRST MIDDLE INTIAL MAIGEN MOMTH DAY YEAR
Bale of firsl appoinlment: ! { Time of appoiniment: Birihplaca:
MONTH DAY YEAR :
Address: Age: Sax: FLIM[]
STREET APTH
‘Telaphone: Home
ary STATE 2P Work
MARITAL STATUS: [ ] Never Marred [ ] Mariied [ } Dlvorced [ ] Separated [ 1 Widowed
Spouse/Significant Gther: { ] Alivelage [ ) Deceased/Age Malor linesses
EDUCATION {clrcle highes! level atiended),
Grade School 7 8 9 10 11 12 College 1 2 3 4 Graduale School
Ogcupalion Number of hour's worked/average per week
Ralerrad here by: {(check ona} [ ]Self [ } Family [} Frlend [ ] Doclor [ } Other Health Professional

Name of persop making referral. __

The name of the physiclan providing your primary medical care:

Do yau have an athepedic surgeon? [ ] Yes [ ] No if yes, Name:

. Describe briefly your present symploms:

Please shade all the locations of your pain ove the
pas! week on Ihe body figures and hands,

Example:

Dale symploms began (epproximatey Example
Diagnosis:

Provious traalment for this problem (include physical therapy,
surgery and injections; medicallons fo ba listed lalar)

Piease Hisl tha names of ofher practilioners you have seen for this

roblam:
Adapled lrom CLINHAC, Wolla ¥ end Placus T, Guirent Commenl - 1. 1sfaning £ lhe
RHEUMATOLOGIC (ARTHRITIS) HISTORY s« A pracicl guldto sal ogoi quasleanaies n cipcolcare. A Hhean
Yourself Relalive Yoursell Rotative
Name/Raisllonshlp Marne/Relatlonship

Aithrifis (unknows iype) Lupus o7 "SLE” .

Ostecarthrills Rheumatoid Arlhiilis

Gout ) AnKYiosing Spondyllils

Chitdhood arthiltis Osieopoiosis

Gther artlyitis condifians:

Patient's Name Date Physiclan Initials




Arthritis Care Specialists
6350 Stevens Forest Rd. Suite 101
Columbia MD 21046

Adult Rheumatology
Pediatric Rheumatology

Notice of Privacy Practices

At Arthritis Care Specialists we have always kept your health information confidential, The law

requires us to continue maintaining your ptivacy, and to give you this notice and to follow the terms of this
notice,

The law permits us to use or disclose your health information to those involved in your treatment, We may
use your health information te obtain payment from your lnsurance company, and/or to report your
progress to them. We may use or disclose your healtheare information for our normal healtheare operations.

We may share your healtheare information with our business associates, such as our billing service, We
have a written contract with each business associate thal requires them to protect your privacy.

We may call to remind you of your appointinents, if you are not hoine, we may leave a message with this
information on your answering machine. We may use your information to contact you.

If the practice Is sold, your information will become the property of the new owner unless the practice
notifies you otherwise.

Except as described above, this practice will not use or disclose your health information without your prior
written authorization.

You have the right (o transfer copies of your health information to another practice, We will mail your files
for you, after written authorization is ebtained from you.

You have the right (o see and obtain copies of your healthcare information, after written authorization is
obtained.

You have the right Lo request your health information be amended ot changed, You must reqnest
amendments or changes in writing. You have the right to copies of your bealth infonmation. Written

authorization must be obtained before copies can be released. We may charge you a reasonable fee for this
service,

You have a right to receive a copy of this notice. 1f this practice chauges the details of this notice, you will
be notified in writing.

Acknowledgement: I have received a copy of the Notice of Privacy Practices from Arthritis Cave
Specialists

Signed: Print Name!

Date: : If signing as a parent or guardlan, please provide the patlent name;




Arthritis Care Specialists of Maryland
6350 Stevens Forest Rd. Suite 101
Columbia MD 21046

Adult Rhenmatology
Pediatric Rheumatology
Physical Medicine/Pain Management
Office Billing Pelicy

1. Payment is due at the time of service unless other arrangements have been made in advance.

2. For those patients who sign an Assignment of Benefit form and the insurance companies pay us .
directly, a co-payment will be required at the time of the office visit.

3. An interest of 1.5 % per month will be added to patients’ balance 30 days after insurance payment
is received, should there be no payment or arrangements for payment previously worked out with
the office.

4.  For those patients with outstanding balances, it is the patient’s responsibility to contact the office
and make payment arrangements that are mutually agreed upon. In the event full payment or
payment arrangements are not made, after 90 days, accounts will be forwarded o a collection
agency,

5. Missed appointments will be subject to a $55.00 charge for new patients, and a $235.00 charge for
follow-up patients unless reasonable notice (24 hours) is given, or an appropriate explanation is
obtained.

6. Any checks returned will be subject to a returned check fee.

7. If for any reason your services are sent to collections or litigation there will be an additional fee
added to your bill. Patients sent to the collection agency may be subject to dismissal from the
practice. Patients being dismissed will be given 30 days to acquire a new Rheumatologist,

Balances and co-payments may be made payable by cash, check, or credit card, The office will be happy to
discuss any questions at the patient’s request. We ook forward to providing you with quality health care.

Patient Signature: Date:

Revised September 2010




Arthritis Care Specialists of Maryland

Adult Rheumatology  Pediatric Rheumatology
6350 Stevens Forest Rd., Suite 101, Columbia, MD 21046

Phone (410) 992-7440 Fax (410) 992-4441

Stephen W. George, MD, FACR, FAAP  Thornas J. Lang, MD, PhD, FACR  Melissa Hawkins-Holt, MD, FACR, FAAP
Moe T. Zan, MD, FACR  Marlyn Lorenzo, M[), FACR  Shabnam Ali, MD, FACR  David Arconti, C-PA  Alyssa Metzler, C-PA

We have chosen to participate in the Chesapeake Regional Information System for our Patients
(CRISP), a regional health information exchange serving Maryland and D.C. As permitted by
taw, your health information will be shared with this exchange in order to provide faster access,
better coordination of care and assist providers and public health officials in making more
informed decisions. You may “opt-out” and disable access to your health information available
through CRISP by calling 1-877-852-7477 or completing and submitting an Opt-Out form to
CRISP by mail, fax or through their website at www.crisphealth.org. Public health reporting
and Controlled Dangerous Substances information, as part of the Maryland Prescription Drug
Monitoring Program {PDMP), will still be available to providers.

We are also participating with Surescript Care Quality Record Locater Service.
If you do not want to participate you can call our office and opt-out.

DISCLOSURE TO FAMILY/FRIENDS
TREATMENT AUTHORIZATION

____1do not want Arthritis Care Specialists of Maryland (“Provider”) to disclose any information
concerning my care or treatment by Provider to individuals without my express written
consent or legal autharization.

____ | Authorize Provider to disclose information related to my care and treatment to the
following individuals




SYBTEMS REVIEW

As you review the followlng fist, please checl any of those problems, which have signiflcantly affected you.

Dale of lasl mammogram ! / Date of las| oye exam { /
yate of lasl bone densllomelry I !

Date of last Tuberculosis Test

Constitutional
1 Recenl weight gain
amount

{1 Recent weight loss
amount

O Fatigue

O Weakness

Q Fever

Eyes

{3 Pain

0 Radness

[ Lass of vlgion

O Double or blurred vision
Q Dryness

[l Feals like something in eye
[ liching ayes
Ears~-Nose-Mouth~Throat
13 Ringing in ears

(3 Loss of hearlng

O Nosebleads

U1 Loss of ameil

03 Drynass in nosa

T} Runny hose

Ul Sore tongue

(1 Bleeding gums

1 Sores In mouth

0 Loss of taste

0O Dryness of mouth

{1 Frequent sore throats

Q) Hearseness

O Difficully In swaliowing
Gardlovascular

O Paln in chest

Q Irregular heart beat

1 Sudden changes In heart beat
{1 Hlgh blood pressure

0 Hearl murmurs
Resplratory

0 Shorlness of brealh

O Difiicully in hreathing at night
O Swollen legs or fest

{1 Cough

0 Coughing of blood

01 Wheezing (asthma)

Pallsnt's Name

Gasfirointesfinal
0 Nausea

@ Vomiting of bload or coffee ground
malerial

[ Stomach paln refieved by food or milk

0 Jaundice

& fncresasing constipation

0 Persistent! diarrhoa

{1 Blood in slools

0 Biack slools

(1 Heartouen

Genltourinary

Q Difflcult urination

€3 Pain or burping on urination

( Blood In urine

0 Cloudy, "smoky” urlne

Q Pusin urine

Q Discharge [rom penlsivagina

[ Gelling up at night lo pass urine

[ Vaginal dryness

O Rashfulcers

£l Sexual dilicultles

4 Prostate frouble

For Women Only:

Age when periods began:

Perlods regular? 1 Yes U o

How many days apart?

Dale of last perfod? / ! !

Date of tast pap? ! {

Bieeding aller mencpause? & Yes O No

Number of pregnancles?

Number of miscariages?

Musculoskeletal

3 Moming sliffness
Lasting how long?

Minutas _____ Hours

£ Joink pain
&1 Muacle weakness
{1 Muscie tenderness
U Jolat sweliing
Lisl Joints affected In the lasl 6 mos,

[ate

Dale of last chest x-ray ) f

Integumentary [skin andfor breast)
Q) Easy bruising

I Redness

(1 Rash

Q Hives

1 Sun sensitive {sup allergy)

O Tightness

£ Nodules/oumps

01 Halr loss

Q1 Coler changea of hands or feel in the
cold

Neurclogical Systam

{ Headaches

0 Dizziness

O Fainting

3 Muscle spasm

O Loss of consclousness
1 Sensitivily or pain of hands andfor fest
Q Memory loss

O Nighl sweals
Psychlatric

0 Excessive worrles

a Anxiely

0 £aslly losing termper

Q Depression

[ Agilalion

Q Difficulty falling asleep
O Dilficully siaying aslesp
Endocrine

'} Excessive thirsl
Hemalologie/Lyinphatic
( Swoilen glands

{ Tender glands

0O Anemia

(3 Bieeding tendency

3 Transfusion/when
Allergic/immunslogie

8 Frequenl sneezing

Q1 Increased susceptibility to fnfection

Phiyslclan Inlllals

Patlan! Hislory Form © 1999 Amerlean Collage of Rheumalatogy




Drug allergles; U Ne QOYes  Towhal?

MEDICATIONS

Type of reaclion:

PRESENT MEDICATIONS (Lisi any medicatlons you are laking. Include such ltems as asplin, vitamins, laxatlves, caleium and other supplemanls, elc.)

Nama of Drug

Dose {include
strangth & number of
plils per day)

Please check: Helped?
Alot Some Not At Al

How Jony have
you taken this
medication

o

npingingisRingingingin}ing)s]
[nRIn)[=RisRinginkingin)
[sRiskinginbinfingind{agal s

o

comments in he spaces provided,

PAST MEDICATIONS Please raview this list of *arthritis" medicalions. As accurately as possible, Iry lo remember which medizalions you have
taken, how fong you were taking the medication, the results of taking the medication and list any reactfons you may have had, Record your

Drug tamas/Dosage Length of Pleasa check: Helped? Reactlons
time Alol  Bame _NotAtAll
Non-Stergldal Ant-nfiammatory Drugs (NSAIDs) =) o | o
Clrela any you have taken In the past
Ansaid (Hurbiprofen) Arthrolac (diclofanac + misoprost)  Asplin (Including coalad asplrin Celebrax (velecoxtn)  Glinodd {sulindac)
Daypro (oxapiozln} Disalold (safsalale)  Dolobid {diflunisal)  Feldena (plroxicam)  Indocin {Indomethacln) Lodine (eludolac)
Meclomen (meclofenamais)  Molin/Rulen {huprofen) Nalfon {fenoprofen)  Maprosyn (naproxen)  Oruvail (ketoprofen)
Tolectin {tohneiing Trillsala (choline magnesium krlsallcyfale}  Vioxx {refecoxib) Voltaren (dislafenac)
Paln Rellevers
Acetaminophen (Tylenol) a ] [w]
Caodalne {Vicodin, Tylencl 3) Q Q [w]
Propoxyphene {Darven/Darvacet) Q [»] a
Other: a [»] [m]
Olher: %] %} a
Dsease Modifylitg Anllrhevmaite Drugs (DMARDS)
Auranodin, gold p¥ls {Ridaura) [ ] M) ]
Gold shels (Myochrysine or Solganad) 9] =] aQ
Hydroxychlaroguine {Plaguenily Q 2] [}
Penlcllemine_(Guprimina ar Depean) O a "
Methoirexale (Rheumalrax) Q a 5]
Azalhfoprine (imugan) a [} ]
Sulfasalazing (Azulidine;) [w] 0 8]
Quinasiine {Alabrine) = ] Q
Cyclophosphamide (Cyloxan) a [u] Q
Cyclospatlae A (Sandimmune or Neoral) n] =] 3]
Elanercept {Enbral) 0 u] jn]
Infliximab {Remicade) [m] =) [}
Prosorba Column [N} (W] [A]
Other. u] Q Q
Ofher: ™) W] Q

Pallant's Name

Dale

Physician Inifials

Pallent History Forn © 1999 American College of Rhaumatotogy




PAST MEDICATIONS Gontinued

Osteoporosis Medlcaliong
Eslrogen (Premarln, alc.} Q a a
Alendronale (Fosamax) a Q [w]
Elldrgnale (Didronel) [a] (8] [w]
Raloxlfene (Evisla) o [m] o}
Fluozlde 2] | %] Q
Calcltonin Infeclion or nasal [Mlacaleln, Calchmar) a =] [m]
Risedronale {Aclongl} o] [n) [m]
Othar: u} a a
Olher; Q =] %]
Gout Medications
Prohenecld (Banemid) o] o] [n]
Colalilcine w] ] u]
Allopun®) (ZyloprimiLopurin) 9] ju] [#]
Olher: [m] 1 ¥]
Other: a a 8]
Olhers
Tamoxifan {Molvadax) a O c
Tiiudronale (Skelld} "] O ]
Comlsone/Prednlsone o] ™| ]
Hyalgan/Synvisc Injections Q u] u}
Herba! or Nufrifonal Supplemenis o [w] "}
Please fisi supplements:

Have you parilcipaled in any clintcal trlals for new medications? O Yes QO Ne
I you, list: :

Pallond's Name _ Dale Phwslcian Inillals
’ Patient Hislary Form © 1999 Amerlean Collage of Rheumalology




SOCIAL HISTORY

Do you drink calleinated beverages?
Cupsiglasses por day?
Do you smoke? [ Yes O No O Pasl ~ How long ago?
Do you drink afcohol? O Yas O No Mumber per week

Has anyone ever lold you lo cul down on your diinking?
(1 Yes 0 No

Do you use drugs for reasons that are not medical? O Yes O No
if yes, please list:

Do you exerclse regularly? Q Yes O No

Type
Amotint per week.
How many howss of sleep do you get at night?

O Yes (1 Mo
1 Yes O No

Do you gel enough sleep al night?
Do you walte up fealing rested?

Pravicus Operalions

PAST MEDICAL HISTORY
Do you now or have you ever had: (check if “yes")

Q Cancer 3 Heert problems U Asthma
[ Golter 3 Leukemia (i Strefe
0l Cataracts C} Diabeles B Epllapsy

0 Mervous breskdowa 1) Slomach uteers & Rheumatie fever

O Bad headaches £ Jaundice £} Colitis

0 Kidney disease 0 Pneumonta (3 Psoriasis

O Anemla 01 HW/AIDS €} High Biood Pressure
0 Emphysema G Glaucoma Q Tuberoutosls

Othet sfynificant iliness (please lis)

Naturat or Allernalive Theraples (chiropractic, magnels, massage,
over-the-counler preparations, ele.)

Type Year | Reason
1.
2,
3
4,
5.
6,
7.
Any previous fraciures? O No U Yes Describe;
Any other serlous Infurles? 8 Ne 0 Yes Deserlbe:
FANILY HISTORY:
IF LIVING {F DEGEASBED
Age Heallh Age at Death Cause
Father
Mother
Numbar of siblings Number living Number deceased
Nurmber of children Number living Number degeased LIst ages of each

Health of children:

Da you krow of ahy blood relative who has or had: (checlcand glva relationship)

1 Cancer O Hear dizease

O Leukemta d High blood pressure
Q Stroke U] Bleeding tendency
€l Colilis C Alcoholism

Patient's Name Data

LI Rheumatic fever, U Tubarctlosls

[ Epilepsy CI Diabetes
Q Asthma a Goiter
O Peorlasis

Physician inkials

fatient Mistory Form © 1999 Amarcan Collage of Rheumalology




ACTIVITIES OF DAILY LIVING
Da you have stalrs {o ollmb? O Yes {1 No Il yes, how many?

How many people in household? Relalionship and age of each

Who does most of the housework? Who does most of the shopping®? Who does most of the yard work?

On the scale balow, clrcle a numbar which best dascribes your shuation; Mast of ths lime, / funclion...
1 2 3 4

VERY POORLY 0K WELL
POORLY

Because of health problams, do you have difficully:
(Pleasa check the appropriate respanse for each quesliion.)

Using your hands to grasp small objects? {huttens, loothbrush, pencil, e10.)...cmn i nionnmm s,
CIMBING SEAITA ..ottt s ras s e bt b b0 bbb et s ba bbb nes e am (PR SRS R T bbbty
DASCENAING SUBITE T, emivr e irsemreererersrecnsnss e saresass et sem sy e s aeb e TRE SR 03 058 LR R RO b e OTFERA AR ERI RS 1L O eR O A0S
SIHING GOWNZereestinrnrnitsrierssmirensbrerss iaaebstt s be s saen s sh bbb b b Tes s s amee s b S ra €0 F 3 ARE S0 E 03 e R e BTN LS E L0000 PR Ao TR TS E S g smbmrte

GERING UP FTOM CHAIE T siererrcrvernnr e st e bbb s L e s R R e et
Tauching your feel while seated?

REACHING BERING YOUP DBEKT 1r1rrrsreernreectonsarmmtrtssanesnerseisbasesies rosmutresstessbeberes i ecs rerbomeret b ssast b Tt sempepa s cos e banes 40
Reaching BeNING YOUr BBAAT . ...vi v vevm ot et et e re s s er s s e b e b LRSI T
DIASSING YOUISBIT 1.veereitinit et seertrest bbb e 84418180 e 18RS R b PSR TS SRR S Py e s b e e S E Lk chR R
GO 10 SIBBPT oo errcsrri et b a1 SRR3R 07 e TR I LSRR PR ST B RS SRS

Slaying asleep dUe (0 PAMNT .. s s s

Oblaining resiful sleep? ...,
BAIIINGT e ev it riets i iesesss s asirs st st saa e sbde sass bbb aas S bbb T DA e e

BBLINGT 11 1ntverasreetemtiesemsiraeceespaebeme s saberesetassesd s an e e s b T PSSR ER €A 941 081140147 150410 PR F IR SR LA SLE S84 IL BB ESL R E RS AR ShEs s
WVOTKITIG? vt vevsetsirestersmee st esessb e syaseabba s oderhbenb b ho0E 0100 s een ek s sb e e 4241342 08 Lo bab4 b oS re e b b acen b e hemats e rmesn b mrne b rbens
Getting along With FAMIY MEBNIDEIST ..vriamimiie i i e e 1S b s b e es st b oms s
In your sexUal FElalioNSHIT ... s b e s SR

Engaging in lelsure lime aciivities?

WWIth MOTNING SUHNEEET ..ottt s ey s er i b o7 U a8 po bR T AR T E TR PRV E AR E RS PRSP AT pn b b
Do you use a cane, crulches, as wallier ar a whaelohalr? {ele ORB e e et b

What ig the hardest thing for you to do?

Is

VERY
WELL

Usually  Somelimes
€l

{

cococogoo

DoocoCco

oongogooao
OooeoOoeCgogOoCoCOoODO0DO0O0CD00D0O0O

[}

-
I~

ocoood oo ooQ0ooQC oo oogdgaogcoooaon

Are You racelving diSaDIIY 7., i e s
Are you applying For AlSablly T, s

Da you have a medically related lawsuit pending?.......ocimecnmne-

LLYes O No O
weYes O No {0

WYes O Ne 1

Pallent's Name Dale Physiclan Inltiais

Patlerd History Form @ 1999 American College of Rheumatolagy




Name Date
The following guestions are designed to help us assess how yaur liness affects your ability to function In dally lfe,

Please mark “x” In the response that best
describes your usual abilities OVER THE PAST WEEK:

Witheul  With SOME Wilh MUCH  Unalle
ANY difficulyy difculty  dlfficulty fodo

Dressing and Grooming ¢ 1
Are you able te; —Dress yoursall, Including tyving shoelaces and doing buttons? D

—Shampoo your halr?

[
L]

'
i
H
i

|
L
]
i

Arlsing
Are you abile to: —Stand up from a straight cheir?

—Get In and out of bed?

i

00 000 | OO0

!

DD;DDD@DD

Eating et e enees ettt
Are you able to; —Cut your meat?

~LIft & full cup or glass to your mouth?

000 0O oO-

—Cpen & new milk carton’?

Walking
Are you able to: —Walk outdoors on flat ground?

--Climb up five steps?

Ennlisnnlinnlinn

Ptease mark ' in any AIDS or DEVIGES tha’c you usually use for any of these actiulﬂes'

D Cans D Wheaichair I:] Built-up or special utensils [:l Other (Specily):

E‘ Walker Devices used for I:] Speclal or bullt-up chair
dressing {butten
D Crutches hook, zipper pull,
long shoehorn, etc)

P|ease marlc “x“ in any categurias far which you usually need HELP FRONE ANOTHER PERSON:

[:I Drassing and grooming D Arising D Fating |:| Weldng  Continued on other side b




PFlease mark "x” in the response that best desaribes your usual abilities OVER THE PAST WEEK:

Without AHY With SOME With MUGH
diftlculty  difflenlty  dlfffewity
2

Hygiene ]

Are you able tar —Wash and dry your body?

[]
-
L]

-Talke a tub bath?
—@Gat on ancl off the tollat?

L

]

h
i

Reach

Are you able to: —Reach and get down a 5—pouﬁd object

(such as a bag of sugar) from Just above your head?

i
i
RN

—Band down and plclc up ciothing from the flcor?

pible
1o do

3

[]

c
i
i
|
i
I
|
i
i
H
i
;
i

Are you able to: —Open car doors?
—Qpen jars which have besn previcusly opened?

~Turn faucets on and off?

CO0
ninn
I

H
i
r
I
i
|
{
i

Activities

Are you able to: —Run grrands and shop?

-~Gel in and out of a car?

OO
I
Inimn
Injmm

i

Do chores such as vacuuming or yard work?

H

P!ease mark “x" in any AIDS or BEVICES that you usually use for any of these actiwhes.

|:| Bathtub bar

D tang-handled appliences for reach

L3

D Jar opaner {for lara previcusly opened) D Long-handled appliences in bathroom

Please mark oy in any categorles for WhECh you usually need HELP FROM ANOTHER PERSON

D Hygiene D Reach I:I Gripping and opanfng things

Woe ate also interested In lsarning whether or not you are affected by pain because of your iliness.

How much pain have you had because of your lliness IN THE PAST WEEK-

NO PAIN SEVERE PAIN &

Other (Speclfy):

D Errandis and chores

|
¥
i

gDDD'DDgDD

i

i
i
i 0 100

PLAGE A VERTICAL () MARK ON THE LINE TO INDICATE THE SEVERITY OF THE PAIN.

e fn-.-m




DIRECTIONS TO 6350 STEVENS FOREST RD., SUITE 101

From | 95, take exit for Route 32 West. In 2.5 miles, take exit for Route 29
North. Take exit for Broken land Parkway East and make first right turn
onto Stevens Forest Road. We are in the large brick medical building on
the right side, just past the gas station.

From West Baltimore, take 695 to | 70 West. Take exit for Route 29

South. In about 6 miles, take exit for Broken Land Parkway and stay to the
right to go east. Make right at the first traffic light onto Stevens Forest

Rd. We are in the large brick medical building on the right side, just past
the gas station.

From Clarksville,Sykesvilie, Eldersburg or Westminister, take Route 32
South (past Clarksville) to Route 29 North, Take exit for Broken Land
Parkway East, Turn right at the first light onto Stevens Forest Rd. We are
in the large brick medical building on the right side, just past the gas
station.

From Frederick, Take | 70 East to Route 32 South. Take exit for Route 29
North. Take exit for Broken Land Parkway East. Turn right at the first light
onto Stevens Forest Rd. We are in the large brick medical building on the
right side, just past the gas station.

From Silver Spring, take Route 29 north. Take exit for Broken Land
Parkway East. Turn right at the first light onto Stevens Forest Rd. We are
in the large brick medical building on the right side, just past the gas
station,

From Bay Bridge or Annapolis, take Route 50 West to 97 North to Route 32
West to Route 29 North, Take exit for Broken Land Parkway East. Turn
right at the first light onto Stevens Forest Rd. We are in the large brick
medical building on the_%{ght side, just past the gas station.




