NEW HAVEN RHEUMATOLOGY, P.C.
Meaningful Use Form
Patient’s Full Legal Name: __________________________________________ Date of Birth: ____________

We are now required to collect Race, Ethnicity, and Language.  If you prefer not to report that information, you may choose ‘Refused to Report/Unreported.’
(Please check ONE in EACH CATEGORY that applies.)

	PREFERRED LANGUAGE
	RACE
	ETHNICITY

	□ English

□ Chinese

□ French

□ Italian

□ Spanish

□ Other : __________________

□ Refused to Report/Unreported
	□ American Indian

□ Asian

□ Black

□ Native Hawaiian

□ Type Unknown

□ White

□ Refused to Report/Unreported
	□ Hispanic or Latino

□ Not Hispanic or Latino

□ Unknown
□ Refused to Report/Unreported


	Surescripts Consent


I, _______________________________, agree that New Haven Rheumatology, PC may request and use my prescription medication history from other healthcare providers or third-party pharmacy benefit payers for treatment purposes for the duration of my care at New Haven Rheumatology.

_____________________________________

__________________________

Signature of Patient, Guardian or Legal Representative

Date

	Preferred Pharmacy Information


Pharmacy Name: ____________________________________________________________________

Pharmacy Address: _________________________________ City: _______________ Zip code:_____

Pharmacy Phone: _____________________________
	Smoker Status

	□ Current every day smoker      □ Current some day smoker     Start Date:___________________
□ Never a smoker      
□ Former smoker      Begin Date: ____________________      End Date: ____________________


	Have you had your flu vaccine this season? (Sept-March) (circle one):                YES        NO

	Have you had your pneumonia vaccine this year? (circle one):                             YES        NO


_________________________________________________
_______________________
Signature of Patient, Guardian, or Legal Representative


Date
