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ANNUAL WELL VISIT

Annual Wel] Visits are considered preventive. Therefore, if there is a
need to evaluate and manage a problem outside the scope of normal
Annual Well Visit, an additional charge/office visit may be incurred.
In case your concern needs to be addressed first and in order to avoid
additional charges, we recommend that you change your visit to an
acute or follow-up visit, Please inform the front desk about your visit
change.

Signature of Patient

Print name

Date
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PATIENT HISTORY

Name: Date of birth (DOB):

Hepatitis B; , RSV: 

- 

COVID 19:

Local pharmacy name and crossroads:_- Mail order pharmacy name

Social Historv: Hours and type ol exercise per week:

smokingfiobacco use: Yes/No, Number of packsperday'.- [ ] Quit? When 

- 

Never Smoked:

Alcohol use: Yes/No, Number of caffeinated drinks/day on average: 

- 
Recreational drug sse: Yes/ No

Marital Status: []Married, { Isinele, I I Divorced, [1 Widowed, [ ] Partnered

Occupation; Residence: Home / Apartment / Assisted Living

Memory impairment: Yes/No, HearinS lmpairment: Yes/No, Hearing Ald: Yes/No

Snoring: Yes/No, Dry mouth when wakes up in th€ mornlng? YeslNo, Excesslve Daytime sleepiness: Y/N

Falls: Yes/No, Number of falls in last 1 year: _
oo You Drlve; Yes/No, corre€ted Vislon when driving? (glasses, contads, etc): Yes/No

Medlcal tivlng wiluAdvanc€ directives: Yes/No DNR (oo not resuscitate): Yes/No

Medical Pow€r of Attorney: Yes/No, lf yes: Name and contact information:

serual H€alth Hlstory: sexual partners: Male []/ Female n, Any STls:

Preventive Health History- last screenlns dates:

skin exami cardiac stress tegt:

Diabetic foot exam (if diabetic): Dental exami

Last lmmunlzations (vacclnel dates: please mark N/A if you have not done the vaccines

Flu: Pneumonia{Prevnar 20 or Pneumovax 23):

Tetanus (TDaP): Shingles Gardasil (HPV vaccine):

Specialist name specialty Phone number Fax number

Patient signature Today's dater



Dallas Medical & Mckinney Internal Medicine
Vijaya Murnnradi, M.D., Rachel .Iaisont I..N.p.

99oo S Ccotlal E.\p$.r, Ste 2x5, Dall;rs, 'l'X 752til 8620 Cr)llin ucKinre) t,k\aJ.', llcKinne-v, .lx 
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Please take a moment to answer these questions to better help us help you today.

1. Have you had any tests or labs done that the doctor has not already discussed with you?
Yes / No
lf yes, what tests and when and where were they done?

2. Have you seen any other doctor(s) since you were here last? lf yes, what doctor and why?

4. Do you need any refills today? Yes/No

5. what pharmacy would you prefer to transmit your prescription{s} refills?

6. Has there been any change to address or medical insurance? Yes/No

Patient Nama:

Contact Number:

Date:

3, Have you taken any new medications since your last appointment? It yes, what medication
and why?



Patient Health Questionnaire and General Anxiely Disorder
(PHQ-9 and GAD-7)

Date Patiant Name: Date of Birth:

Over the !3giLzlpglt how often have you been bothered by any of the following problams?
Please circle r answers.

2. Fesling down, d ed, or hopeless

3. Trouble falling or staying asleep, or sleeping too much

4. Feeling tired or having little ene

7. Trouble concentrating on things, such as reading lhe
news er or wa television

9. Thoughts that you would bs better off dead, or ot hurting
rself in some wa

Total Score (add your column scores):

lf you checked off any problsms, how difficult have these made it for you lo do your work, take cara of things at home, or
get along with other people? (Circle one)

Not dltflcult at all Somowhat difficult Very Oifficult Extr€mely Difficult

Please clrcle ur answers.

GAD.7

'1. Feeling nervous, anxious, or on edge

3. Wor too much about ditferent thi

lf you checked off any problems, how difficult have th€se made it fot you to do your work, tako car6 of things al home, or
get along with other people? (Circl6 one)

Not difticult al all Somowhat difflcult Very Ditficull Extremely Oitticult

UHS Rev a/2020

PHQ-9 Not 8t
all

Several
days

More than half
the days

N earl
every v

v
da

1. Little intersst or pleasure in doin thin s. 0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

35. Poor appetite or overeating. 0 ,| 2

3
6. Feeling bad about yorrself - or that you ars a failure or have let

yoursetf or your family down. 0 1

0 1 2 3

8. Moving or speaking so slowly that olher people could have
noticed. Or ths opposite - b6ing so fidgety or reslless that you
have been movinq around a lot more than usual.

0 1 2 3

0 1 2 3

Add lhe scote for each column

Not at all
sure

Several
days

Over half
the days

Nearly
ev€ry day

31 2

1 2 32. Nol being able to stop or control worrying. 0

1 2 30

1 2 34. Trouble relaxing. 0

5. Being so restless that it's hard to sit still 1 2 3

6. Becoming easily annoyed or irriiable. 0 1 3

0 1 2 37. Feeling afraid as if something awful might happen

Add tha score for each column

O€veloped by 016. Roberl L, Spilze., Janet g.W. Williams, Kun K.oonke and colleagues, with an oducatonal grant frorn Pfizer lnc
No pemi$ion roquirsd to roproduce. translat6, display or distribule. 1999.

2

Tolal Score (add your column scores): _

0

0

2



Patient nanre:

Date ofbirth:

Alcohol screening questionnaire (AUDIT)
Drinking alcohol can affect your health and somc medications you rnay takc. Plcasc help us providc you rvith rhe
best medical carc by answering the questions below.

One drink equals: Y?
{/2-li
r"1

12 oz.
beer

5 oz.
winc

J

Q In the past

1.5 oz.
liquor
(one shot)

?. How nuny &inks conlaining alcohol do you havc
on a t)?ical day whcn you are drinking?

5. Horv often during the last year have you failed to
do rvhat was normally expected ofyou bccausc of
drinking?

Have you cver been in treatment for an alcohol problem?

I II III IV
0-3 4-9 l0-r3 14+

40

I. Horv often do you have a drink containing
alcohol?

Never
N4onthly

or less

4 or more
times a
week

0-2 3or4 5or6 7 -9
1.0 or
m ore

3. Horv olien do you have five or morc drinla on
one occasion?

Never
Less than
monthly

Monthly weekly
Daily or
almost
daily

.1. How often during the last year havc you found
that you were not able to stop &inking once you
had startrd?

Never
Less than
monthly

Monthly Weekly
Daily or
almost
daily

Never
Less than
monthly

Monthly weekly
Daily or
almost
daily

6. How ofien during the last year have you needed a
first drink in the morning lo get yourself going
after a heary drinking session?

Never
Less than
monthly

Monthly Weekly
Daily or
almost
daily

7. How offen during the last year hsve you had a
feeling ofguilt or remorse after &inking?

Never
Less lhan
monthly

Weekly
0aily or
almost

d aily

8. Horv often during the last year lrave you been
unable 1o remember what happened the night
before because of your drinking?

Never
Less than
monthly

Monthly Weekly
Daily or
almost
daily

Yes, in th€
last year

9. Have you or sonreone elsc becn injured because
of your drinking?

No
Yes, but

not in the
last year

10. Has a relative, friend, doctor, or other health
care workcr bcen conccrncd aboul your drinking
or suggested you cut down?

No

Yes, but
not in the
last year

Yes, in the
last year

t,

Q Never Q Cunently

times a

month

2-3
times a
week

Monthly



Epworth Sleepiness Scale

Ni.:nre: Tod y's date:

Your agc (Yrs): Your scx (Malc = M, Fernale = F):

How likcly are you to doze off or fall asleep in the following situarions. ia contmsr to feelingjusr
tired?

This reh:rs to youl usunl way of life in recent tintes.

Evcn if you hrven'l done sone of these things recendy tIy to work out how they would havo affeoed
you.

Usc thc lbllowing scale to choosc thc nro6t approprhte number tbr cach situation:

0 = would never doz,e

I = sltghl chsnce of dozing
? = tnoderat€ chalce of dozirg
3 = hlgh chsnce of dozing

Situation

Il is important lhtl lou answer cach qtes,ion os best toa can.

Chance of Dozing (&3)

Si$iug ard reading

Warching TV

Sitling, ina!.(ivr in I public placc (c.9, a the[tre or a meetir]g) 

-

As a passcnger in a car for an hour wilhou! a break

Lying dovn to rest in the aftemoon whcn circumslaoces permit 

-
Sirting and lalking to someone

Siuing quietly aftu a lunch without alcohol

ln d car, while stoppod tbr a t'ew minule$ ill t[e lr{ffic

THANK 
''OU 

FOR YOUR CAOPERATION

@ M.w. Juh* tggo-r7



Dallas Medical & Mckinney Internal Medicine
Vijaya Mummadi, M.D., Rachel Jaison, F.N.P.

99oo N Central Explry, Ste 22S, Dallas, TX 75231 8820 Collin llcKilrney PL-ry, ]lcKinre]., 'fX 75o7o
P:469-646-8880,F:469-646-8884 P;:14-556-o847,F:z14-556-o85o

ln our efforts to comply with the Health lnsurance Portability and Accountability Act
(HIPAA), we need to be certain that we guard your privacy according to your wishes
when it comes to your family, friends, and coworkers.

Please circle vour res nse to lhe followinq:

May we leave messages concerning your appointments with a coworker, receptionist, or
secretary that regularly answers your calls? YES NO N/A

May we leave detailed messages on your voicemail at work? YES NO N/A

May we leave detailed messages on your voicemail at home? YES NO N/A

May we leave detailed messages on your cell phone? YES NO N/A
(Please remember that your ce,l phone is not a secure line)

Please list names of persons wlth whom we have permission to discuss your
appointments, treatments or financial issues:

Name: Relationship:

May we correspond with you via email?

Your email:

YES NO NiA

You must inform us in writing of any changes in your directives. This consent takes
effect on the date indicated below and will be kept in your file along with your
acknowledgement of receipt of your Notice of Privacy Practices.

Signature: Date:

Print Name Date of birth:

6



Dallas Medical & Mckinney Internal Medicine
Vijaya Mummadi, M.D., Rachel Jaison, F.N.P,

99oo N Central lipwy, Ste 2zS, Dallas, TX 7523r 8820 Collin McKi[ney Pkty, ]tcKinney, TX 75o7o
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Patient lnformation - Office Policies and Procedures Revised 04/15/2025

New Patients Appointments for new patients include a comprehensive history and physical examination,
The overall visit takes about one hour. New patients will be asked to arrive 15 minutes before their
appointment to fill out paperwork.

Your apoointment: Your Appointments are scheduled during regular office hours, Monday through
Friday, between 8:30AM to 3:45 PM. Be sure to Check-in at the front desk upon arrival at the office.

While I strive to be on time, emergencies do occur. 50, please be patient with us. lf you are running late, I

will do my best to accommodate you the same day, but on-time patients will be given first priority. It you

are more than 10 minutes late, you may be rescheduled if we cannot accommodate you into an open

appolntment time. As a courtesy, you will receive a reminder call 1 day before your appointment and

you will receive text and email notifications lf you have provided that information when you booked your

appointment (for new patients). lf you need to cancel your appointment, you must give us a 24 hour

notification, Any palient who does not cancel less than 24 hours or "no-shows'' for an appointment may

be charged a 560 fee that must be paid before another appointment is made.

Pavment for Medical Carei Payment is to be made at the time when medical care is rendered, which is

at the time of appointment. The responsibility for the payment of these fees is the direct obligation of
the patient. We accept various payment forms llke checks and various credit cards. We try to avoid

taking payments as cash. Many medical services are covered by health insurance and our office will file
your insurance claim for you. However, you are responsible for payment of your medical bills if insurance

does not pay us as part of deductible or your co-pay. lf you are a cash pay patient, most of the visit

payments will be due at the time of the visit. However, depending on all the services rendered, there

may be an additional balance to be paid later. Any financial benefits you receive from insurance

companies or Bovernment agencies are a matter of settlement solely between you and the agency

involved. Any bills you receive from lab or imaging companies are between you and them. ldo not have

any role in it. However, if you provide us with the invoice you received from these companies, we can

check with their representatives to see if there is any additional coding help we can do to improve the
payment for you. As every insurance is different and each insurance has its own subplan categories, we

will not know every detail of their payments unfortunately including the part of us beint in Network
or not, lt is your responsibility to make sure that we are in network with your insurance and also to
know what serviceg your insurance plan would pay and would not pay and guide us. we do not keep

any credit card on file and hence it is your responsibility to contact us and make a payment when you

rece;ve your statement. After 3 statements if there is still no payment made by you, there is a chance the
balance will be sent to collections

Routine Follow-up Appointments: Many chronic medical conditions such as high blood pressure,

diabetes, thyroid disease, etc. require frequent monitoring by your doctor. You will be asked to schedule

appointments in order to be examined, check blood-wo.k, and adjust medications. Refills on most

Revised 04/15/2025



chronic maintenance medications will be only given for 90 days if you are coming regularly for your visits.

For your own safety, 1 year prescription refills will give only on specific medications and your provider

will discuss that with you at your visit. You must bring a Iist of all your current medications including

dosage to each visit.

Annual Phvsical Erams: All patients need to have annual exams in order to review screenjng and

prevefltative health measures. At this appointment, immunizations, safety measures, new technologies,
and treatments will be discussed. I strongly encourage you to make this appointment within the same

calendar month each year. Routine follow-up and acute problems will not be addressed at this visit,

Problem or Acut€ Aooointments: tor acute problems or illnesses, appointments on the same or next

day will be available. Please call as early in the day as possible to be worked on quickly. lf you have a life

threatening problem, please call 911 or proceed to the nearest emergency room. Antibiotics will not be

called in without seeing you for an appointment as you need to be seen to determine an appropriate
treatment plan.

Hospltalizatlons: I do not admit patients to the hospital, but lwork closely with the in-hospital physician

group at Texas Health Presbyterian lospital, Dallas if you require hospitalization. lf the hospital doctor
contacts us for your records, we will provide them promptly. The in-house hospital group has coverage in

the hospital 2417, so any emergency situation can be taken care of promptly. I do have access to your

hospital records on the hospital portal.

Recordins: Both Audio and video recordings are prohibited in our office which may include but not

limited to provider-patient conversation, office space recording, etc.

Questions: We highly encourage you to call during office hours. The medical assistants will help you out.

Most calls are answered the same day. However, since a normal day is filled with appointments and

emergencies, please be patient while we attempt to handle non-emergency issues as soon as possible.

Retease of PHI (Protected Health informationl Any information you provide us is Protected Health

lnformation and in accordance with HIPAA compliance we do not release any ofyour health informatjon

without your signed consent form to any entity except for your own health insurance company and the

subspecialists that you see regularly.

Chanqe in address. ohone number or lnsurance: lt is your responsibility to update us when there is a

change in these to be able to timely send the balance statements, send you appointment reminders as

well as be able to submit claims for insurance for timely processinS.

lD and lnsurance card: Please always bring your lD card and insurance card with you for your

appointments. We would need these to update your information regularly. You need to at least provide

us with an electronic copy of these before we are able to see you especially if you are a new padent.

A Final Note: lt is my goal to provide you with the best comprehensive adult care in a pleasant

environment. I consider it an honor and privilege to have you in my practice. Please let me know if you

have questions about any aspect of my practice, includlng comments about my staff or the general office

atmosphere. Thank you for your trust

Patient na mei

Revised 04/15/2025

Patient signature: Date: _


