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Efrcotivc D't! ofNoticc: Aprit o,zozz

pRrvAcy NoTIcE ACTGIOWTTEDGMFNT AI\ID,COMMIINIC|TIqN CONSENT

Patient Name: DOB: I
PRNTNAME

Please list the pharmacy you would Hke to ure includlng crosr streetr OR phone number:

Llst Email Address BELOW for use with our secure pedent portal: https://health.healow.com/icareim

g Irlonothavcanenall tr I do not *ich to sharc ny emall or ocsetts my records vta porlal

We must call you rt times to give you what is olassified 8s Fotcat€d healtt informatioa. Please let us know how we oan
contact you witb this information and if we can leave a message,

Crn we lerve dcldled or confldendel ne|trs€| on vour volcemdl?
Yes _ No _ Voice Nunber:

Can we mail test results to vour home?
Yes_ No_
Cen we send you text reminders?
Yes No Cell Number:

Can we lookun/import vour prescription historT electmnicelly from your pharmacv?
Yes_ No_
Erclusiom/Alerts @lease note any information that you do not want released to authorized individuals:

to rnyone otber thrn
yo|r rcgrrdhg hb r.rult, ndlologf re 16 or other luuer rc3rrdhg your hedth?

\AME RErnfloNsI{IP PHONENLTMBBR
t)

Musl Slq, Bclott for all lnformalon glv€n:
My eignature bolow eulhorizos communicotioo coosqrt a8 well ss ac.loowlcdgos th4t I hive r€ceived a eopy ofthe
Mohanmad Janil, P.C., Notice of Privaoy Pnoticee.

I also acknowledge receipt aad bave read and undcrstald the Notice of H€altt Informatio Ptacticcs regarding my
providet's participation in bott the statcvvi& and natioowide Health Information Exchauge (HIE), or I prgviousli r€ceivod
this inforoatioo and decline another copy.

Patient Signatue or Authorized Person to Sign DATE If not patient Print name and relatiouship to patient
(parcnt, legal guardian, personal represcntativ€, etc.)

.**FOR OFFICE USB ONLYIIT
Wc attcmphd to obtain writhn acknowledgcmont of rcccipt of this Noticc of Privacy Practiccs but could not bccausc:

Individual Rofirsed to Sign Communication Barricr Caro providcd was Emcrgcnt
_J_!_
Date

Other:

BmployeaName

Fom 164.520-A



H EALTH HISTORY QUESTION NAIRE
All qustions contained in this questionnaine are stictly confidential and will become part of your medical record.

Mohammad Jamil, M.D.
www.icareimaz.com

Tef 623-670-7772

Todays Date:ilame: Date of Blrth:

INTHRNAL F4ffiMICINE

The rcason(r) lor todrfo vlrltl

tlrt all mcAml condtsonr ton arc bclng loid trawlccnldngnqr{'wld1

Ptdqrtt lea 65+! H!y. you h!! my f.lb In thr H t yrr? NONE I wlth injury 2+ wlth intury 1 $rl$out injury 2+ wlthout injury

?!e?e9,,l!$,qr€ nd tqcen! cite tot !!. followingl,,ri.y h;o
TESr/ExAlt TYPE Date of last exam: SPECIFY: Month I Day lYear
Bone Denclty (age 65+) Date of last o<am:

Pap Smear- Femaler (Age 2f+) Date of last exam: Doctior or Clinlc Name:

Mammogram-Femaler (age tto+) Date of last o<am:

Colon Cancer Scrcenlng: (age 45+)
Colonoocopy, Cologuard, or EIfT
T€st

Date of last oom: Doctor or Clinic Name:

Pneumonia Vaccine (age 65+) last vaccine date:

Shlngleo Vaelne (age 50+) l*stJa:glne date:

Influenza Vaccine (age t8+)

su rgiilt 0., Cr-og ray,.t+ uta iicf foi'.dd tuoi" I

Surgery Type Year

MME' DoB:



Sbength (mg, mq, ml, etc)

Slngle Pafinerd Manled Separated Dlvorced Wdowed

Do you use tobacco?

tr Cigarettes pk./day or
week tr Pipe - _#lday or week

tr #_rAl/eek
Do you curenUy use recreatlonal or street

Do use marljuana or THC

Do you drink alcohol?

How often do you have a tr Never tr Monthly or less tr 24xlmonth tr 2-3Vweek tr 4+/week

How many standard drlnK contalnlng alcohol tr 1-2 tr 3-4 tr 5-6 E 7-9 tr 10+

How often do you have six (6) tr Never
or more drinks on one occaslon?

tr Less than monthly tr Monthly tr Weekly tr

Do you have an Advane Directive or wiil?

SIG I|IFICANT H EALTH PROBIEI,IS

l.lother

Father

Sibllngr

Chlldrcn

Paternal
Grandfather
Paternal
Grandmodrcr
l,laternal
Grandfather
Mabrnal
Grandmother



CARE
INTERNAL MEDICINE

PATTENT HEALTH QUESTIONNAIRE (PHQ-g)

Today's Date:

Name Date of Birth:

1) Little intercst or pleasure in doing things

2) Feling down, depressed, or hopeless

Not rr ail Scvcnldryr 
"Trr,!:lJtt 

Ncrrtv.weu

0123

ntrtrn
trtrtrl

PLEASE ADl, SOORE FOR i AZ ftoLlrcor.b3orhlohcl ocr.d b outttionr 3-9. It vour rcorc i3 2 or 1..! dop h3t!.

3) Trouble falling or staying asleep, or slseping too much

4) Feeling tired or having little energy

5) Poor appetite or overeating

6) Feeling bad about yourself or that you ars a failure, or have
let yourself or your family down

7) Trouble concentrating on things, such as reading the
newspaper or watching television

8) Moving or speeklng so slowly that other people could have
noticed; or the opposite, being so fidgety or resiless that
you have been moving around a lot more than usual

9) Thoughts that you would be better off dead or of hurting
yoursclf in some way
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tr
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List any other providers and / or specialists you are currently seeing:

Provider Reviewed: Date:



CARH
Please read each policy:

Controlled Medlcadons: All narcotic medications will be discussed by aopoinfinent onlv and prescribed
at your providefs discredon, Controlled medlcadons belng refllled requlre an appolntment every 1-3
months and will only be refilled at tlre discredon of Dr. Mohammad famil

Medicadon refllls: Office visits are required every 1-4 mont}s to monitor the conditions in which you
are being treated. At your scheduled office visit the provider will discuss appropriate monitoring
intervals for your medicadons. Some medications are best monitored with laboratory testing in addidon
to an omce visit, These include cholesterol lowering medication blood pressure, diabetes medlcatio&
and thyroid supplements. Your doctor will advise you when to follow up. Please allow up to three
business days for any requests not made during your office appointment We do not refill medications
outside of our business hours.

No Sborvs or Gancellaflons: As a courtesy to other patients needing appointnents, please give us at least
24 hours' notice ifyou will not be able to make your scheduled appoinfinent time. Excessive abuse ofthe
policy will be subJ ectw a $25 fee for each no show and your insurance will be notified.

Payment All CO-PAY$ DEDUCTIBLES and BAIANCES OWED are due at the time ofyour appointrnent
Balances that remain unpaid after 90 days of the inidal statement will be subject to being transferred to a
collection agency and a 33% fee will be added to the amount owed" However, we do accept monthly
payment plans and suggest initiating this so that your account is not sent to collections,

Forms: Dlsability, FMLA" attorney forms, etc, wlll be revlewed by appointment only, You must bring
tlese forms with you at the time of visit We do not currently charge for this seMce; however, we do
requlre all informadon available for the physiclan, Please allow up to 7 buslness days for compledon of
these forms,

Inappropriate Behavlor: Inapproprlate language (profanity, vulgarity), threats, behavior, and/or
harassment (unwelcome contact, whether verbal, nonverbal, physical, or visual that is based on a
person's status such as se& color, race, ancesFy, national origin, age, disability, job status or personal
characterlstics) will not be tolerated and rvlll be grounds for immediate dismissal from pracdce.

New Medlcadons: We do not prescribe new medications without first erraluating a patient This includes
pain medicadons, antibiotics, medications from other provlders or cllnics or any other medicatlons that
have not already been prescrlbed by the physician.

Please inform us of any changes to your health history, pregnancy, new medicadons including andblodcs
or any new surgeries at each visit

Thank you for your cooperadon and understanding of our policies.

Name: Date of Birttr:

Date:

Mohammad Jamil PC dba iCare Internal Medicine Tel: (523) 670-7772

INTfiRNAL M.HffiIfrINffi

$isn4ture: -. . _


