
Denlon RheumulologY

.fonathan D. Reyes, M.D., P.A
14,11 West ()al< Strcct, Suitc 100 bcnton, Tcxas 76201 Phone: (940)565-0600 Fax:(9'1(l)165 15 j8

I)ear I'atient.

Wc ar.e pleased that vou hale choscn Denton Rheuntatologl' fbr 1.'our evaluation. Dr. Re.v-cs $ill concluct a complete evaluation ott

your lirst 
'isit 

including a phl,sical examination ancl lab uork rvliich rvill takc one hour. Our ofllcc *ill schedLrle an appointrr.rent lbr

loLr in 2 $ccks a11cr vour llrst Visit to discttss the lindings 01'1our cvaluation.

llasecl on the insurance inlbrmation providccl to our otllce. ue rvill verili'coverage and bencflts hclbre 1-our llrst visit. Veriltcatiorl is

donc as a courtesY to ),ou. hut il is'nol ct gllEJllllrc-EketelaEg-- we will require You to pay whateYer amount Your insurance

,lo.rnot.ou..aith.'tirn.ofyor.oppointr.nt, weaccepicashanclcretlit/debitcardsonlv.wedonotaccerrtCHliCKSOR
American Express.

. please be advised that Dr. Reves DOES NOT accept new patients.with illnesses ot.iniuries related to: DisnbilitY.
nder no circumstances will Daperwork be completed related

to anv ofthe above.

['lcasc call us i1-1ou have anl qucstions' We look lbrsard to seeing 1'ou'

S incerc lr'.
'I he Stall-ofl Dcnton Rhe trrratolog)' -

A Few Reminders Aboul Your Appointment:
o Morning appointments: Please last l0 hours prior to 1'our appointment. You may have \\'atcr. plain collee or plain tea. You

mal also bring a snack to lravc after your blood is drawn.

o Afternoon appointments: No fiistirrg is requirccl. 'l'hc otllcc is closed firr lr.rnch bctrvcen l2:00-l:00 p.nl.

o Weather perrnitting: please rvear loose. comlbrtable clothing such as at-shi11 ancl shorts. ll1'ou have concerns about lacial

skin rashcs or lrngirnail changes/abnorrralities. please do not \vear an1 ntakcup or nail polish 1() )our appointment

o llring anl lab and/or x,ra) reports done rvithin the past 3 months. Your physician can f-ix the,sc to our olllce il'r'ou rcclucst

the6 to do so at least J tlays rrrior to vour appoiniment. [t is no1 necessirr)i to bring C] I or MI{l images. but narratirc

rcports arc helptirl.

Failure to notify our office within 48 hours of your appointment for a cancellation will result in a missed

appointment fee of $100.00. We will catl you to confirm your appointment I week in advance. If we are unable to

speak with you, we will leave a message requesting that you call theoffice to confirm. ln the event that we do no(

hear from you. we will automaticallyiancel your appointment. Ur-rtbrtunatcll. ue harc to implement this pollcf ilue to

the lcngth ol'our taiting list
Your appointment is: Day: Date:

N. BONNIE BRAE ST.

Presbyterian
Hospital

Texas Health
Resources

Premier Pain

Care

2,{45 W. Oak St., Ste 100

Denton Rheumatology

Jonathan Reyes, NI.D.

Denton
Prescription

Shop

-\
-/



lmportant lnformation for Prospective New Patients:

1) Jonathan D Reyes MD PA / Denton Rheumatology does not participate in
the evaluation, validation, verification, or certification of Long Term

Disability claims. Denton Rheumatology will, upon request and in

accordance with standard HIPPA guidelines make available any and all

medical records within 30 days of request.

2) Forms requiring completion by Jonathan D Reyes MD PA / Denton
Rheumatology including but not limited to: FMLA, Short Term Disability,
Recurrent or Extended work releases will be accepted and considered on an

individual basis. A Fee for Form / Document Completion (amount to be

determined by acuity of forms /document) will be assessed. Payment in full
will be required prior to completion of Forms /Documents.

3) Jonathan D Reyes MD PA / Denton Rheumatology does not provide nor
participate in treatment plans consisting of ongoing opiate analgesics for
long term or chronic pain management. tndividuals requiring ongoing or
recurrent opiate analgesic prescriptions will be referred to appropriate
alternative Pain Management Specialty Physicians.



Last Name:

Street Address:

Home Phone: (

EmailAddress:

Patient lnformation
First Name:

Cell Phone: (

Middle lnitial:

zip:City: State:

Work Phone: (

Date of Birth:

r: Female r Male

Marital Status: r Single n Married
l Caucasian n Black

Emergency Contact Person's Name:

ncy Contact Person's Phone Number:
Contact Person's Relationship to Patient:

Name of Employer:
Employer Address
Employer Phone:

Name of Referring Physician:

Street Address:
Phone: ( )

Name of lnsurance Company:

Referring Physician I nformation
r: MD nDO

State:

Fax:

Primary lnsurance lnformation

r Divorced

r Hispanic

Widowed
r American indian

nPA r Nurse Practitioncr

lnsurance Company Phone Number (for Providers):

lnsured's Name:

lnsured's Date of Birth:

lnsured's Relationship to Patient:
lnsurance lD #:

lnsurance Group #:

Second lnsurance Information
Name of lnsurance Company:

I nsu ra nce

lnsured's Name:

lnsured's Date of Birth:

lnsured's Relationship to Patient:
lnsurance lD #:

I nsu ra nce

Pharmacy Name:

Phone Number (for Providers):

Name of Mail Order Pharmacy if applicable:

Pharmacy lnformation

Pharmacy Address:
Pharmacy Phone: (

Pharmacy Fax: ( )

Race: ir Asian

zip:



Aenton Kfi.eumatofog1

YOUR tIEALTH HISTORY, In order to provide you with more effective medical care, your doctor needs certain basic informatrc,n

about your medical history, PRINT firmly using a ballpoint pen. Please complete both sides of this form.

Nams Date of Birth Sex Marital Status

Strect City State Zip Code

Day,time Telephone Evening Telephonc

RE\{[EW OF SYSTEMS: po you have, or havc you ever had, any of the lollowing conditions? PLEASE CHECIC

Difficulty sleeping

EXTREME tircdness, weakress or fatigue

Frequcnt or sovere headaches

Hesrt attack or angina

Kidney ston€s

PaJpitations or fluttering heart

Shortness ol brerth

PAST MEDICAL HISTORY: Havc you sver had the following conditions'/ PLEASE CIRCLE the appropnate ones and writc the yt;ar

you wcre diagnoscd in thc blank provided.

Anemia

Asthma

Cancer

l)iabctes

Gonorrhea

Jaundice./Flepatitrs

K.rdncy Disease

High Blood Pressuro Nervous Breakdown

Rhcumatic Fever

Stomach tllcer

Stroke

TubcrculosisSURGERY or OPERATIONS: Please list your operations and the approdmate year of occurance.

I

)

MEDICATIONS
Current Medications Dosage Strength Eow Oftcn Taken

ALLERGIES: Please list ALL medicines you are allergrc to.

l. 3. J.

SOCIAL HISTORY: How much do you smoke per day? l)o you drink two or more aicoholic bevcrages per day?

FAMILY HISTORY:
What is the health status of your mother'

What rs the health status of your father?

IIorv manv brothers and sisters do you have? Whut rs lhe health status ofyour siblings? Good _ Fair 

- 

Poor

Horv many children do you have? Wltat are their ages?

What rs the health stahrs of vour chiidren'r Cood l;air Poor

l.
4.

1

I)eceascd Year

Deceased Year

IIas anvonc in vour t-amily been diagnosed with an arthritis discasc'/ lf so. rvhom atrd what is their diagnosis?

5

6.



ACTMIIES OF DAILY LfyING' ln order to provide you

rvith more effective medical care, you doctor needs certain basic

information about your Activities of Daily Livurg

rvvhich of the following best describes you TODAY? Please "X" only one'
vY nrcrt 

i:J:: "r*lrrrt, -* 
,*;. 

'- - ' 
I can do most of rhe rtungs I want to do, but have some lirnitattt:ttts'

I can hardiv do any of the things I want to do'

Names and TelePhone

Ourrcntly Seen:

Numbers of Ali Other PhYsicians

Relsor for Visit (Which joints/muscles hurt most):

1

2

3.

,,2

3

4.

5.

6

'7

8

and fastening buttons?

Turn regular faucets on and ofl

Open cans or jars?

Walk?

Get in and out of bed?

Get up from a chair?

Get in and out of a car'l

Go up or down stairs?

IIow do you feel ToDAY compared to oNE.MONTH AGO? Please "x" only one'

Better today than one month ago. The same today as one month ago. 

- 

worse today than one monti ago'

I)lease indicate the degree of difficulty you have performing the following activities'

Mark an "X'i in all that appiy' Are You Able To: Some Great Unable

DfficultY DificttltY to Do

1. Dress yourself, including tying shoelaces'

d..v"n'!ru ,gr.

'L,fr.r
,rranrtrla 'f!'-',--

,fl;-*-- t1
c&n--



Patient Financial Policy

Jonathan Reyes, M.D.

In order to reduce confusion and misunderstanding between our patients and our practice. uc
have adopted the following f-rnancial policies. If you have any questions regarding these

policies. please discr.tss them with the office manager. We are dedicated to providing the best

possible care and service to you and regard your complete understanding of your flnancial
responsibilities as an essential element of your care and treatment.

Unless either your or your health insurance carrier has n-rade other arrangemenls in
advance.full puyment is dtte at the time of service. For your convenience. we accepl

cash. checks, Visa. MasterCard and Discover.

Your Insurance
We l-rave rnade prior arrangements with many insurers and health plans to acccpt

assignment ol.beneflts. 'l'his means that we will bill those plans for which w'e har"e an

agreement and will only require you to pay authorized co-payment and/or co-insurancc eLt

the time of service. It is the policy of our office to collect this co-payment when you

arrive fbr your appointment.

. If'you have insurance coverage with a plan for which we do not have a prior agreemcnt.
we will prepare and send the claim for you on an unassigned basis. This means that y'or.rr

insurer will send the payment directly to you. Consequently. the charges lbr your care

and treatment are due at the tirne of service.

In the event that your health plan determines a service to be "not covered". you n'ill be

responsible for the complete charge.

We will bill your health plan fbr all services provided in the hospital. Any balance dr,re

is yor"rr responsibility and is due upon receipt of a statement from our office.

I l.rave read and understand the flnancial policy of the practice and I agree to be bound by its tcnns. I

also understand and agree that such tenns may be amended from time to time by the practice.

Printed Patient Name

Signature o1 Patient or Responsible Party

Datc


