DR. RIND PATIENT GUIDELINES AND EXPECTATIONS

Patients who require or would like extra time with Dr. Rind beyond the allotted appointment length will be accommodated as the schedule allows.  There will be an additional charge for extra time.  If you do not wish to pay an additional charge, please inform the medical assistant during the intake, and the appointment will be kept to the allotted time.
The following guidelines will help us better serve your needs:

· Make the reason for your appointment clear to the scheduler, as well the time needed for the appointment (i.e. multiple labs will take longer to review). Be aware that you are expected to arrive (or call if a phone consult) ½ hour before your scheduled time with Dr. Rind (for your intake).

· Take lab tests well in advance of your appointment so the results would be available for the appointment.

· Any labs to be reviewed with Dr.Rind need to be in our system two business days before your visit.

· As much as possible, limit your visit to the reason the appointment was made.

· Physician services beyond the scheduled scope of your visit are subject to an additional charge.

· There is no way to compartmentalize good medicine; be aware that Dr. Rind is frequently behind in his schedule because, as you might be aware from a previous visit with him, he may need to spend more time if the visit is complex or if there is an emergency. Please bring whatever you require to feel comfortable in the event that you need to wait to see Dr. Rind.

Between Appointments:

· If there is anything that needs Dr. Rind’s immediate attention, do not hesitate to call us. If there is an emergency, call 911. 

· If there is a need for a prescription refill, ask your pharmacy to send us a request or let us know at the time of your appointment. Please allow 2-3 business days for a refill to be processed after we have received the request from your pharmacy.
· Dr. Rind cannot refill prescriptions for patients he has not examined in the past twelve months.

·  Prescriptions not written by Dr. Rind should be discussed at the time of your appointment.

· Specific lab tests desired should be discussed with Dr. Rind at the time of your appointment.

· Our staff is happy to answer any questions that they are legally allowed to answer (i.e. no medical advice, lab-work interpretation or diagnoses can be provided by staff). If you need medical advice, an appointment should be made with Dr. Rind (phone consultation or office visit). Please be aware that Dr. Rind has only one assistant who is with patients most of the day; calls will be returned as soon as possible (usually within two days).

· Although we can provide a copy of lab test results, if you desire an interpretation of the lab test, an appointment must be scheduled.

· Dr. Rind is not a primary care physician. Your primary care physician should write letters of necessity for work release, disability, insurance and so on. If Dr. Rind has agreed to write the letter that you need, draft a letter (that will be modified by us) and email it to the Rind Team email (see below).

Before you leave your treatment room/NIHA:

· Make sure you have with you all prescriptions, lab orders, office notes, handouts and any supplies or supplements you wish to acquire.
Bruce Rind, M.D.

5225 Wisconsin Avenue, Suite 402
Washington, DC 20015  
Tel: (202) 237-7000
Fax: (202) 237-0017         
Coordinator, Ali Hammer, ext 122: rind_team@nihadc.com, alison.hammer@nihadc.com
Assistant, Michael Taylor, ext. 121: rind_team@nihadc.com 
Our concern is that you feel comfortable with this intake process.  Although all information is helpful, please do not include anything that you are uncomfortable with disclosing at this time.
We have found that having a global narrative history of our patients helps us to recognize any patterns or causes of illness that may normally be hidden. 
Patient’s Name: YOUR NAME HERE
Chief Complaint:  

· (Issues that you would like the Doctor to address with this visit – listed in bullet format)
· Please read this form in its entirety for a general idea before attempting to write your own history.
Childhood:
Please list history in chronological order (bullet format) beginning each statement with a date or an age (i.e. at age 8 I fell down a flight of stairs.)

Example:

· On 07/25/1959 patient was born by NSVD with no complications.  He is not sure, but believes he was breast-fed.  He received all of the normal childhood vaccinations.
· At age 8, he fractured his left arm which was placed in a cast for healing (received no surgery and was not hospitalized).

· He reports having a happy childhood with no major illnesses.
· At age 11, he fractured his left arm which was placed in a cast for healing (received no surgery and was not hospitalized).  
Sample questions to answer in your childhood history:

· Were you born by natural vaginal delivery (or c-section/forceps...etc) 

· Were you breastfed, did you receive all the normal childhood vaccinations (any dental interventions including usage of mercury?) 

· Did you have a happy childhood, was it stressful? (.i.e. traumatic events). 

· Did you have any major illnesses/major injuries?
Adolescence:
Example:
· At age 12/13 puberty began.
· He enjoyed high school and was a good student, as well as socially active.
· At age 17/18, he had a tonsillectomy. Up until this age, he would frequently get strep throat, but stopped after having a tonsillectomy.
Sample questions to answer in your adolescence history:
First time you got your period (menstruation began)?  Was it light/heavy, pain associated (i.e. abdominal cramps), last long in duration? (Women only) 

· Did you enjoy high school, good student? Were you socially active?  Did you sustain any injuries/major illnesses? 

· Any stressful events?
Adulthood:
Example:
· At age 35, he had a daughter (currently divorced).
· At age 40, he tore the bicep tendon of his Rt. Humerus (did not have medical intervention or MRI/testing done at this time but testing done recently to confirm this).  Upon receiving the injury he reports visualizing “the blood raising to the top most layer of his skin”, traveling to the distal most aspect of his arm (including fingertips).  Initially he lost 15-20% strength in his Rt. arm, but reports that he is almost back to normal (Rt. arm presently slightly weaker than Lt.)
· At age 41, he had a bunion removed from his large Lt. Metatarsal with a scar that is still present due to him remaining active on his feet.

· On January 27th while biking he slipped and fell on black ice (retracting his arms while falling) causing a complete tear of the Supraspinatus tendon of his Rt. arm causing limited function and minimal discomfort (limited ROM when holding arm at side and attempting to raise his hand to his face/adduction) (scheduled for surgery March 5th).

Sample questions to answer in your adulthood history:
· Did you attend college? 

· Talk about any stressful events during adulthood/any major life changes e.g. divorce, having a child, etc. 

· Did you sustain any injuries/major illnesses? 

· When did your symptoms first begin? 
History can also include any of the following:
· Physical 

· Vaccinations

· Major Injuries (e.g. head traumas, motor vehicle accidents, fractures, lacerations)

· Major Illnesses (e.g. mononucleosis, chronic strep throat) 

· Medication changes (including Antibiotics, Birth Control Pills)

· Dietary changes (e.g. vegetarian, vegan, lacto-vegan)

· Menstrual difficulties
· Surgeries

· Changes in energy levels (e.g. fatigue, hyperactivity)

· Emotional 

· Life traumas (e.g. divorce, death, abuse – mental/physical/sexual)

· Stressors (moving, career changes, marriage, divorce, etc.)

· Education (social interactions, difficulties)

· Travel (e.g. exposure to infectious diseases or stressful situations)

· Difficulty in relationships (parents, spouses, friends, children, workplace)

· Toxic exposures (Pesticides, environmental, chemical, recreational drug use)

· Dental interventions (e.g. Mercury fillings)

· Mold exposures (home or workplace)

In addition to the narrative history we also ask the patient fill out registration and consent forms (New Patient Medical download forms) which can be found at: http://www.nihadc.com/new-patients/.   
In order to best serve our patients, we ask that all forms, lab results, and narrative history be submitted (by fax, email or mail) to our office at least two days prior to the office visit. 
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