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NAME:   PREFERRED NAME:   SEX:   

 

DATE OF BIRTH:   AGE:   E MAIL:   

 

GENDER IDENTITY 
 

GENDER IDENTITY (MALE, FEMALE, TRANSGENDER, OTHER):   SEXUAL ORIENTATION:   

 

PREFERRED PRONOUNS (CIRCLE ONE SET) 

HE/HIS SHE/HER THEY/THEIR 

 
PERSONAL INFORMATION 

 

ADDRESS:   
 

CITY:   STATE:   ZIP CODE:   

 

CELL PHONE:   OTHER PHONE:   
 

REFERRED BY (CIRCLE ONE): 

SELF FAMILY FRIEND PRIMARY CARE OTHER 

 
 

NAME OF THE PERSON WHO REFERRED YOU:   
 

PRIMARY CARE PROVIDER:   

 
PRIMARY CARE PROVIDER PHONE NUMBER:   

 

 

DO YOU HAVE A CURRENT ORTHOPEDIC PROVIDER?   YES  NO 

 

IF YES, NAME AND PHONE NUMBER:   

 

 
PREFERRED PHARMACY:   
 

PHARMACY ADDRESS AND PHONE NUMBER IF KNOWN: 
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ETHNICITY 

❏ HISPANIC OR LATINO 

❏  NON-HISPANIC OR LATINO 

❏ DECLINE 

RACE 

❏  AMERICAN INDIAN OR ALASKAN NATIVE 

❏ ASIAN 

❏  BLACK OR AFRICAN AMERICAN 

❏ NATIVE HAWAIIAN/PACIFIC ISLANDER 

❏ CAUCASIAN 

❏ OTHER 
 

 

INSURANCE INFORMATION 

 

PRIMARY INSURANCE COMPANY:   

 

SUBSCRIBER NAME:   DATE OF BIRTH:   

Relationship: _____________________________ Phone: ____________________ 
 

CONTRACT/POLICY #:  GROUP #:  CO-PAY:   

 

 

SECONDARY INSURANCE COMPANY:   

 
SUBSCRIBER NAME:   DATE OF BIRTH:   

 

CONTRACT/POLICY #:  GROUP #:  CO-PAY:   
 

 

 

 

EMERGENCY CONTACT INFORMATION 

PLEASE INFORM US OF ANY CHANGES 

 

NAME:  RELATIONSHIP:   

 

PHONE:   
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BRIEFLY DESCRIBE YOUR SYMPTOMS 
 

 

 

 

 

 

 
 

DATE SYMPTOMS BEGAN:   

 

PREVIOUS TREATMENTS: (E.G., PHYSICAL THERAPY, SURGERY, INJECTIONS) 
DO NOT INCLUDE PRESCRIPTIONS OR MEDICATIONS 

 
 

 

 

 

 

 

 
 

LIST THE PROVIDERS WHO HAVE TREATED OR ARE CURRENTLY TREATING YOU FOR THESE CONCERNS 
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PAST MEDICAL HISTORY 
 

CONDITION ✓ YEAR(S) SOLVED 

RHEUMATIC FEVER 
   

TUBERCULOSIS 
   

HEPATITIS 
   

HIV 
   

GONORRHEA 
   

CHLAMYDIA 
   

UVEITIS/IRITIS 
   

CANCER 
   

FOOD POISONING 
   

OSTEOPOROSIS 
   

FRACTURE OR BROKEN BONE 
   

MENTAL ILLNESS 
   

BLOOD CLOT 
   

 
 

PLEASE LIST ANY SIGNIFICANT MEDICAL HISTORY NOT MENTIONED ABOVE 
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ALLERGIES 
❏ I HAVE NO KNOWN ALLERGIES 

 

NAME OF MEDICINE/OTHER ALLERGY TYPE OF REACTION 

  

  

  

  

  

  

 

SURGICAL HISTORY 
INCLUDE INPATIENT AND OUTPATIENT OPERATIONS HERE 

 

PROCEDURE YEAR REASON 

   

   

   

   

   

 
PAST HOSPITALIZATIONS 

ONLY INCLUDE HOSPITAL ADMISSIONS IN WHICH NO SURGICAL INTERVENTION OCCURRED 
 

HOSPITALIZATION YEAR REASON 
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FAMILY MEDICAL HISTORY 
PLEASE SPECIFY MATERNAL OR PATERNAL GRANDPARENTS, MOTHER, FATHER, SISTER, BROTHER 

❏ I WAS ADOPTED 

 

CONDITION RELATIVE(S) 

DIABETES 
 

CANCER 
 

CROHN'S/ULCERATIVE COLITIS 
 

PSORIASIS 
 

ANKYLOSING SPONDYLITIS 
 

FIBROMYALGIA 
 

OSTEOPOROSIS 
 

RHEUMATOID ARTHRITIS 
 

GOUT 
 

CELIAC DISEASE 
 

OTHER AUTOIMMUNE DISEASE (PLEASE SPECIFY) 
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SOCIAL HISTORY 
 

MARITAL STATUS  

 NEVER MARRIED  MARRIED  DIVORCED 

 SEPARATED  WIDOWED 

SPOUSE/SIGNIFICANT OTHER 

 
ALIVE? YES OR NO AGE:   

 

NUMBER OF CHILDREN:   

 

 

MAJOR ILLNESS:   

 

NUMBER OF CHILDREN LIVING AT HOME:   

 

HIGHEST LEVEL OF EDUCATION COMPLETED:   

 

OCCUPATION 

 

❏ I AM UNEMPLOYED 

 

❏ I AM ON DISABILITY 

 
OCCUPATION:   HOURS PER WEEK:   

 

CAFFEINE INTAKE: MILD MODERATE HEAVY 

 
ALCOHOL INTAKE: MILD MODERATE HEAVY 

 
HAS ANYONE EVER ASKED YOU TO CUT DOWN ON DRINKING? YES OR NO 

 
ARE YOU A CURRENT SMOKER? YES OR NO 

 
DID YOU EVER SMOKE? YES OR NO DATE QUIT:   

 

DO YOU USE DRUGS FOR ANY NON-MEDICAL REASON? YES OR NO 

 
IF YES, PLEASE LIST:   

 

DO YOU EXERCISE REGULARLY? YES OR NO 

 

HOW MANY TIMES A WEEK?   

 

HOW MANY HOURS DO YOU SLEEP PER NIGHT?   

INTENSITY: (MILD, MODERATE, HEAVY)

DO YOU GET ENOUGH SLEEP AT NIGHT? YES OR NO DO YOU RESTED WHEN 

YOU WAKE UP? YES OR NO 

DO YOU FEEL SAFE IN YOUR HOME ENVIRONMENT? YES OR NO 

 
IS YOUR SEX LIFE SATISFACTORY? YES OR NO 

 
IF NOT, PLEASE ELABORATE:   
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CURRENT MEDICATIONS 
PLEASE LIST ALL CURRENT PRESCRIPTION MEDICATIONS, OVER-THE-COUNTER MEDICATIONS, AND SUPPLEMENTS 

❏ I DO NOT TAKE ANY MEDICINE 

 

NAME DOSE FREQUENCY 

   

   

   

   

   

   

   

   

   

 
PAST MEDICATIONS 

PLEASE CHECK ALL MEDICATIONS THAT YOU HAVE TAKEN IN THE PAST. 
ALSO INDICATE WHETHER THEY WERE TOLERATED AND HELPFUL. 

IF THEY WERE DISCONTINUED, WRITE THE REASON. 
NOTE ONLY WHAT YOU ARE NOT ALREADY TAKING. 

 

MEDICATION TAKEN TOLERATED HELPFUL REASON DISCONTINUED 

ARAVA (LEFLUNOMIDE) 
 

YES/ NO YES/ NO 
 

Sulfasalazine (Azulfadine) 
 YES/ NO YES/ NO  

Methotrexate 
 

YES/ NO YES/ NO 
 

Plaquenil (Hydroxychloroquine) 
 

YES/ NO YES/ NO 
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Adverse Childhood Experience (ACE) Questionnaire 
BEFORE YOUR 18TH BIRTHDAY: 

1. DID A PARENT OR ANOTHER ADULT IN THE HOUSEHOLD OFTEN OR VERY OFTEN... SWEAR, INSULT, PUT YOU DOWN, OR HUMILIATE YOU? OR ACT IN 

SUCH A WAY THAT YOU WERE AFRAID THAT YOU MIGHT BE PHYSICALLY HURT? 

 
NO  IF THE ANSWER IS YES ENTER 1  

 

2. DID A PARENT OR ANOTHER ADULT IN THE HOUSEHOLD OFTEN OR VERY OFTEN... PUSH, GRAB, SLAP, OR THROW SOMETHING AT YOU? OR EVER 

HIT YOU SO HARD THAT YOU HAD MARKS OR WERE INJURED? 

 
NO  IF THE ANSWER IS YES ENTER 1  

 

3. DID A PARENT OR ANOTHER ADULT IN THE HOUSEHOLD OFTEN OR VERY OFTEN... TOUCH OR FONDLE YOU OR HAVE YOU TOUCH THEIR BODY IN A SEXUAL 

WAY? HAVE OR ATTEMPT TO HAVE ORAL, ANAL, OR VAGINAL INTERCOURSE WITH YOU? 

 
NO  IF THE ANSWER IS YES ENTER 1  

 

4. DID YOU OFTEN OR VERY OFTEN FEEL THAT... NO ONE IN YOUR FAMILY LOVED YOU OR THOUGHT YOU WERE SPECIAL OR IMPORTANT? OR YOUR FAMILY 

DIDN’T LOOK OUT FOR EACH OTHER, FEEL CLOSE TO EACH OTHER, OR SUPPORT EACH OTHER? 

 
NO  IF THE ANSWER IS YES ENTER 1  

 

5. DID YOU OFTEN OR VERY OFTEN FEEL THAT... YOU DIDN'T HAVE ENOUGH FOOD, HAD TO WEAR DIRTY CLOTHES, AND HAD NO ONE TO PROTECT YOU? 

OR WERE YOUR PARENTS TOO DRUNK OR HIGH TO TAKE CARE OF YOU OR TAKE YOU TO THE DOCTOR IF YOU NEEDED IT? 

 
NO  IF THE ANSWER IS YES ENTER 1  

 

6. WERE YOUR PARENTS EVER SEPARATED OR DIVORCED? 

 
NO  IF THE ANSWER IS YES ENTER 1  

 

7. DID YOUR MOTHER OR STEPMOTHER: OFTEN OR VERY OFTEN PUSH, GRAB, SLAP, OR THROW SOMETHING AT YOU? OR SOMETIMES, OFTEN, OR VERY 

OFTEN KICKED, BITTEN, HIT WITH A FIST, OR HIT WITH SOMETHING HARD? OR EVER REPEATEDLY HIT OVER AT LEAST A FEW MINUTES OR THREATENED WITH A 

GUN OR KNIFE? 

 
NO  IF THE ANSWER IS YES ENTER 1  

 

8. DID YOU LIVE WITH SOMEONE WHO WAS A PROBLEM DRINKER OR ALCOHOLIC, OR WHO USED STREET DRUGS? 

 
NO  IF THE ANSWER IS YES ENTER 1  

 

9. WAS A HOUSEHOLD MEMBER DEPRESSED OR MENTALLY ILLNESS, OR DID A HOUSEHOLD MEMBER ATTEMPT SUICIDE? 

 

NO  IF THE ANSWER IS YES ENTER 1  

 

10. DID A HOUSEHOLD MEMBER GO TO PRISON? 

 
NO  IF THE ANSWER IS YES ENTER 1  

NOW, ADD UP YOUR "YES" ANSWERS:   
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PATIENT HEALTH QUESTIONNAIRE (PHQ-9) 
 

HOW OFTEN HAVE YOU BEEN BOTHERED BY THE 

FOLLOWING OVER THE PAST 2 WEEKS? 

 
 

NOT AT 

ALL 

 
SEVERAL 

DAYS 

MORE 
THAN 

HALF 

THE 

DAYS 

 
NEARLY 
EVERY 

DAY 

1 LITTLE INTEREST OR PLEASURE IN DOING THINGS? 
    

2 FEELING DOWN, DEPRESSED, OR HOPELESS? 
    

3 TROUBLE FALLING OR STAYING ASLEEP, OR SLEEPING TOO MUCH? 
    

4 FEELING TIRED OR HAVING LITTLE ENERGY? 
    

5 POOR APPETITE OR OVEREATING? 
    

6 
FEELING BAD ABOUT YOURSELF — OR THAT YOU ARE 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 SPEAKING SO SLOWLY THAT OTHER PEOPLE COULD HAVE NOTICED? OR SO 

FIDGETY OR RESTLESS THAT YOU HAVE BEEN MOVING A LOT MORE THAN USUAL? 

    

9 
THOUGHTS THAT YOU WOULD BE BETTER OFF DEAD, OR THOUGHTS OF HURTING YOURSELF 

IN SOME WAY? 

    

 
FOR OFFICE CODING  +  +  +   

 

TOTAL SCORE =   
 

 

 

 

 

 

 

IF YOU CHECKED OFF ANY PROBLEMS, HOW DIFFICULT HAVE THESE PROBLEMS MADE IT FOR YOU TO 

DO YOUR WORK, TAKE CARE OF THINGS AT HOME, OR GET ALONG WITH OTHER PEOPLE? (CIRCLE ONE) 

 
 

NOT DIFFICULT AT ALL 

SOMEWHAT DIFFICULT 

VERY DIFFICULT 

EXTREMELY DIFFICULT 

 



Name and DOB:   11 

 
Pine Hollow Partners, LLC                                                                               Iris Zink, MSN, ANP-BC, APRN 
6200 Pine Hollow Dr Suite 400                                                              Christopher Title,MSN, FNP-BC, APRN  
East Lansing, MI 48823                                                                                   Claudia Rivera-Salas, DNP,APRN, NP-C 
PH: 517-339-1676                                                                                            Katherine Bursma, MSN, FNP-BC, APRN 
Fax: 517-339-2716     
 

 

HIPAA PATIENT CONSENT  

 
OUR NOTICE OF PRIVACY PRACTICES PROVIDES INFORMATION ABOUT HOW WE MAY USE AND DISCLOSE PROTECTED 

HEALTH ABOUT YOU. THE NOTICE CONTAINS A PATIENT’S RIGHTS SECTION DESCRIBING YOUR RIGHTS UNDER THE LAW. 

YOU HAVE THE RIGHT TO REVIEW OUR NOTICE BEFORE SIGNING THIS CONSENT. THE TERMS OF OUR NOTICE MAY 

CHANGE. IF WE CHANGE OUR NOTICE, YOU MAY OBTAIN A REVISED COPY BY CONTACTING OUR OFFICE. 

 
YOU HAVE THE RIGHT TO REQUEST THAT WE RESTRICT HOW PROTECTED HEALTH INFORMATION ABOUT YOU IS USED OR 

DISCLOSED FOR TREATMENT, PAYMENT, OR HEALTH CARE OPERATIONS. WE ARE NOT REQUIRED TO ACCEPT THIS 

RESTRICTION, BUT IF WE DO, WE SHALL HONOR THAT AGREEMENT. 

 
BY SIGNING THIS FORM, YOU CONSENT TO OUR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION ABOUT YOU 

FOR TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS. YOU HAVE THE RIGHT TO REVOKE THIS CONSENT, IN 

WRITING WITH A WRITTEN CONSENT SIGNED BY YOU. HOWEVER, SUCH REVOCATION SHALL NOT AFFECT ANY DISCLOSURE 

WE HAVE ALREADY MADE IN RELIANCE ON YOUR PRIOR CONSENT. THE PRACTICE PROVIDES THIS FORM TO COMPLY WITH 

THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996 (HIPAA). 

 
THE PATIENT UNDERSTANDS THAT: 

 
● PROTECTED HEALTH INFORMATION MAY BE DISCLOSED OR USED FOR TREATMENT, PAYMENT, OR HEALTH CARE 

OPERATIONS. 

● THE PRACTICE HAS A NOTICE OF PRIVACY PRACTICES AND THAT THE PATIENT HAS THE OPPORTUNITY TO REVIEW 

THIS NOTICE. 

● THE PRACTICE RESERVES THE RIGHT TO CHANGE THE NOTICE OF PRIVACY PRACTICES. 

● THE PATIENT HAS THE RIGHT TO RESTRICT THE USE OF THEIR INFORMATION, BUT THE PRACTICE DOES NOT HAVE 

TO ACCEPT THOSE RESTRICTIONS. 

● THE PATIENT MAY REVOKE THIS CONSENT IN WRITING AT ANY TIME AND ALL FUTURE DISCLOSURES WILL THEN 

CEASE. 

● THE PRACTICE MAY CONDITION RECEIPT OF TREATMENT UPON THE EXECUTION OF THIS CONSENT. 

 
THIS CONSENT WAS SIGNED BY: 

 

PRINTED NAME OF PATIENT OR RESPONSIBLE PARTY 

 

 

PATIENT SIGNATURE OR SIGNATURE OF THE RESPONSIBLE PARTY 

 

 

RELATIONSHIP TO PATIENT (IF OTHER THAN PATIENT) 
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WELCOME! 

 
WELCOME TO IRIS ZINK'S NURSE PRACTITIONER OFFICE. NURSE PRACTITIONERS (NPS) ARE ADVANCED PRACTICE NURSES 

WITH AT LEAST A MASTER'S DEGREE WHO WERE SUPERVISED BY A PHYSICIAN DURING THEIR EDUCATION AND MUST PASS 

SPECIALTY CERTIFICATIONS IN ORDER TO PRACTICE. 

 
BASED ON THE PUBLIC ACT 499 OF 2016 (HB 5400), THE PASSAGE OF HB 5400 (SIGNED BY GOVERNOR SNYDER ON 

JANUARY 9, 2017 WITH NEW TERMS AS OF APRIL 9, 2017) IMPROVES NP PRACTICE IN MICHIGAN IN THE FOLLOWING 

WAYS: DEFINED ADVANCED PRACTICE REGISTERED NURSE (APRN), AUTHORIZED NPS TO PRESCRIBE NON-SCHEDULED 

PHARMACEUTICALS INDEPENDENTLY, AND AUTHORIZE NPS TO ORDER PHYSICAL THERAPY, SPEECH THERAPY, AND 

OCCUPATIONAL THERAPY. 

 
IRIS ZINK HAS BEEN A RHEUMATOLOGY NURSE PRACTITIONER SINCE SEPTEMBER 2000. SHE HAS BEEN THE PRESIDENT OF 

THE SOCIETY OF THE RHEUMATOLOGY NURSES SOCIETY, WHICH IS A NATIONAL POST AND IS CONSIDERED A KEY OPINION 

LEADER IN THE RHEUMATOLOGY COMMUNITY. SHE IS AN ADJUNCT FACULTY AT MICHIGAN STATE UNIVERSITY AND HAS 

GIVEN MORE THAN 100 LECTURES AND PUBLISHED MANY ARTICLES ON VARIOUS TOPICS IN RHEUMATOLOGY. 

 
 
 
 

BY SIGNING THIS AGREEMENT, 
 
 
 
 
 

SIGNATURE 

 

 

YOU AGREE THAT YOUR CARE WILL BE PROVIDED BY A NURSE PRACTITIONER. 

 

IF AT ANY TIME IRIS ZINK, CHRISTOPHER TITLE, CLAUDIA RIVERA-SALAS, OR KATHERINE BURSMA HAVE 

QUESTIONS ABOUT YOUR CARE, WE WILL CONSULT WITH ANOTHER RHEUMATOLOGIST IN THE UNITED STATES. 

 
IF AT ANY TIME YOU WISH TO SEE A RHEUMATOLOGIST OR GET A SECOND OPINION, 

WE WILL GLADLY ASSIST IN PROVIDING A REFERRAL TO ANOTHER PRACTICE. 
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PATIENT AUTHORIZATION FOR PERSONAL REPRESENTATIVE FORM 
 

PATIENT NAME:   

 

 

PURPOSE OF THE FORM: 
 

I AUTHORIZE LANSING RHEUMATOLOGY/NPRC TO DISCLOSE OR PROVIDE MY PROTECTED HEALTH INFORMATION TO THE FOLLOWING INDIVIDUAL WHO IS 

AUTHORIZED TO ACT AS MY PERSONAL REPRESENTATIVE FOR THE PURPOSES OF RECEIVING ALL PROTECTED HEALTH INFORMATION ABOUT MYSELF. AS MY 

DESIGNATED PERSONAL REPRESENTATIVE, HE/SHE MAY EXERCISE MY RIGHT TO INSPECT, COPY, AND REQUEST AMENDMENTS TO MY PROTECTED HEALTH 

INFORMATION. HE/SHE MAY CONSENT TO OR AUTHORIZE THE USE OF THE DISCLOSURE OF MY PROTECTED HEALTH 

INFORMATION: 
 
 

NAME OF PERSONAL REPRESENTATIVE RELATIONSHIP PHONE NUMBER 

   

   

   

 

❏  I DO NOT AUTHORIZE ANYONE TO ACT AS MY PERSONAL REPRESENTATIVE AT THIS TIME 

 

▪ DESCRIPTION OF THE INFORMATION TO BE DISCLOSED: I AUTHORIZE LANSING RHEUMATOLOGY/NPRC TO 

DISCLOSE ALL OF MY PROTECTED HEALTH INFORMATION TO MY DESIGNATED PERSONAL REPRESENTATIVE. 

▪ EXPIRATION OR TERMINATION OF AUTHORIZATION: THE AUTHORIZATION WILL REMAIN IN EFFECT UNTIL 

TERMINATED BY YOU, YOUR PERSONAL REPRESENTATIVE, OR ANOTHER INDIVIDUAL(S) OF LEGAL ENTITY TO DO SO BY 

COURT ORDER OR LAW. 

▪ RIGHT TO REVOCATION OR TERMINATION: AS STATED IN OUR NOTICE OF PRIVACY PRACTICE, YOU HAVE THE 

RIGHT TO REVOKE OR TERMINATE THIS AUTHORIZATION BY SUBMITTING A WRITTEN REQUEST TO OUR PRIVACY 

MANAGER. THIS CAN BE DONE IN-PERSON OR BY MAILING A REQUEST TO LANSING RHEUMATOLOGY/NPRC. 

▪ RE-DISCLOSURE: WE HAVE NO CONTROL OVER THE INDIVIDUAL YOU HAVE INCLUDED AS YOUR PERSONAL 

REPRESENTATIVE. THEREFORE, THE PROTECTED HEALTH INFORMATION DISCLOSED UNDER THIS AUTHORIZATION 

WILL NO LONGER BE PROTECTED BY THE REQUIREMENTS OF THE PRIVACY RULE AND WILL NOT BE THE 

RESPONSIBILITY OF LANSING RHEUMATOLOGY/NPRC. 

 
 

SIGNATURE OF THE PATIENT:   DATE:   


