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Dear Patient, 
 
 
 
Welcome to University Rheumatologists.  We are located at 1725 West Harrison Street, 
Suite 1017 of the Professional Building at Rush University Medical Center.  Directions 
have been included for your convenience.  Parking is available at the garage (lot) on the 
corner of Paulina and Harrison Street or, if you choose, valet parking is available in the 
front of the Professional Building.  If you park in the garage, our receptionist is available 
to validate your parking ticket at a discounted rate. 
 
Please arrive 30 minutes prior to your appointment time to complete the registration 
process.  Rush University Medical Center provides interpreter services when advance 
notice is given.  If you require an interpreter, you may contact us at 312-563-2800.  
Please call 312-563-2800 if you would like to change or cancel your appointment.  We 
request that you notify us of your change or cancellation no less than 24 hours in 
advance.  A timely notification will permit patients that are waiting to schedule a sooner 
appointment. 
  
In order to help you prepare for your first appointment, we have enclosed a checklist to 
offer some tips that will assure that your visit is as trouble-free as possible.  Please 
bring this entire packet with you on your appointment date. 
 
Thank you for choosing University Rheumatologists.  We look forward to seeing you 
and participating in your care. 
 
 
Sincerely, 
 
University Rheumatologists 
 
 



 

 

CHECKLIST 
 
WHAT TO BRING TO YOUR VISIT: 
 
• Copies of medical records.  This includes blood tests, x-ray reports or any other 

tests that might be of helpful to your doctor.  You may have these records faxed 
to ATTN:  Medical Records 312-942-5351.  A release of information form is 
enclosed; if requested by your hospital and/or doctor, submit the completed form 
to your provider so your records may be sent to us. 

• A list of medications (name & doses). 
 
 

 
• IMPORTANT INFORMATION ABOUT HOW YOU WILL BE BILLED FOR YOUR 

TREATMENT:  Kept this handout for your records. 
• RUSH UNIVERSITY MEDICAL CENTER FINANCIAL RESPONSIBILITY 

AGREEMENT AND RELATED AUTHORIZATIONS (PBC):  Please familiarize 
yourself with this form. You will be asked for an electronic signature upon check-
in.  

• Please bring your current insurance card and photo ID to each visit. 
• Your co-pay will be collected upon check-in at each visit.  We accept cash, 

check, Visa, MasterCard and Discover credit cards.  If you will not be using 
insurance, please be prepared to pay the full fee for services. 

• HMO/Managed care plan:  Please obtain a referral prior to your visit from your 
primary care physician and bring it with you.  The referral must be valid for the 
date of your appointment and should indicate the services authorized. 

 
 

 
• UNIVERSITY RHEUMATOLOGISTS LEARNER FORM:  Complete questions 1 

through 4 
• MULTI-DIMENSIONAL HEALTH ASSESSMENT QUESTIONNAIRE:  The 

questionnaire consists of 4 pages; please complete pages 2 through 4 prior to 
your visit and page 1 the morning of your visit. 

 
 
 

• RUMC NOTICE OF PRIVACY PRACTICES:  Keep this handout for your records. 
• RUMC ACKNOWLEDGMENT:  Please familiarize yourself with this form.  You 

will be asked for an electronic signature upon check-in. 
• AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH 

INFORMATION FOR FUNDRAISING AND RELATED COMMUNICATION:  This 
form is optional. 



UNIVERSITY RHEUMATOLOGISTS 
PATIENT REGISTRATION 

 

Name:    
Address:  
 Street  Apt#  City State Zip 
Home phone #: Work phone #: 
Date of Birth:  Social Security #:     
Marital status: M (    ) S (    ) W (   ) D (    ) Sex: M (    ) F (    ) 
Patient Employer:    Phone #:  
Emergency contact: Phone #:    
Relation:  
Referring Physician: Phone #: 
Primary Physician: Phone #:  
PRIMARY INSURANCE: 
Name of policyholder:   
Relationship to patient:  
Date of Birth:  Social Security #:  
Employer: Phone #:   
Insurance company name:  
ID # Group #:  
SECONDARY INSURANCE: 
Name of policyholder:   
Relationship to patient:  
Date of Birth: Social Security #: 
Employer: Phone #:  
Insurance company name:  
ID #:  Group #: 

AGREEMENT AND AUTHORIZATION 
FINANCIAL RESPONSIBILITY:  I AGREE TO PAY UNIVERSITY RHEUMATOLOGISTS AND RUSH UNIVERSITY MEDICAL CENTER THE 
ESTABLISHED CHARGES FOR ALL SERVICES, FACILITES AND SUPPLIES PROVIDED TO ME OR MY DEPENDENTS.  I UNDERSTAND THAT 
PAYMENT MAY BE REQUIRED AT THE TIME OF SERVICE.  I AGREE TO PAY ANY BALANCE NOT PAID BY MY HEALTH PLAN, FOR 
WHATEVER REASON, SUBJECT TO THE PLAN CONTRACT.  I UNDERSTAND THAT I WILL BE BILLED FOR SUCH SERVICES AND AGREE TO 
MAKE PROMPT PAYMENT. 
RELEASE OF INFORMATION:  I UNDERSTAND AND AGREE THAT IT IS NECESSARY THAT MEDICAL AND FINANCIAL INFORMATION 
PERTAINING TO ME AND MY DEPENDENTS MAY BE EXCHANGED BETWEEN MEDICAL PRACTITIONERS PROVIDING SERVICES AND 
INSURANCE COMPANIES AND/OR PAYING AGENCIES AND I CONSENT TO THE RELEASE OF INFORMATION AS MAY BE NEEDED WITHOUT 
FURHTER WRITTEN AUTHORIZATION. 
ASSIGNMENT OF BENEFITS:  I HEREBY ASSIGN UNIVERSITY RHEUMATOLOGISTS THE MEDICAL AND SURGICAL BENEFITS TO WHICH I 
AND MY DEPENDENTS ARE ENTITLED UNDER MY HEALTH INSURANCE PLAN. 
 
 
Patient Signature or Parent Guardian signature if patient is a minor Date  
RUMC(   ) RNS(   ) 
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UR-0022 REV 10/05 

Name:  Date:   
 
 

In order that we may better serve you, please answer the following questions: 
 

1. When learning new information about your health, do you have any difficulty because of the following: 
 

O I cannot hear well 

O I cannot see well 

O I do not speak English well 

O I cannot read English well 

O I have trouble remembering things 

O No difficulties 

O Other, specify  
 
 
2. If there is someone needed to help you for any reason (ex: interpreter), what is the person’s name:   

 
 
 

3. How do you prefer to learn? 
 

O Written instructions 

O Oral instructions 

O Demonstrations 
  
 

4. Do you have religious or cultural beliefs you want us to consider when we are planning your care 
(circle one):   YES     NO 

 
 
 

 
 

MD Reviewers signature:  Date:   
 
 

O No limitations or barriers to learning 

O Limitations noted above 
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Authorization for Use and Disclosure of Protected 
Health Information for Fundraising and Related Communication 

 
Patient’s Name: 
 
Address: 
 
 
Phone#:      Birth Date: 
 
I authorize the Section of Rheumatology to use and disclose to Rush University 
Medical Center (RUMC) the name of my physician and the name of the department in 
which I was treated.  
 
I understand that this authorization will permit RUMC to contact me about 
opportunities to support RUMC in fundraising events that may pertain to my personal 
health concerns.  In addition, I understand that I may be provided with relevant 
information on health developments and programs through newsletters, press 
releases and other materials. 
 
The above-name practice and RUMC fully support the protection of health information.  
Only the above-named practice and RUMC will use my health information to contact 
me.  My name will not appear on any patient list that will be loaned or sold by RUMC 
or medical practice or used for telemarketing purposes.   
 
This authorization is voluntary.  My failure to sign this authorization will not affect my 
treatment, payment or eligibility for benefits in any way. 
 
This authorization is valid until revoked.  I may revoke this authorization at any time by 
submitting a request in writing to Rush University Medical Center, Philanthropy Office, 
1700 W. Van Buren, Chicago, IL 60612.  The revocation will be effective except to the 
extent that RUMC has already relied on my authorization. 
 
 
 
Date      Signature (patient or authorized personal representative) 

 
 
Approved by the Rush Privacy Office 9/2005 
 




