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For our new patients:


We look forward to seeing you!  


We are located at 127 Fairfax Ave., Louisville, KY 40207.  Fairfax Ave. intersects with Shelbyville Rd. 
across from Trinity High School.


There is on-street parking on both sides of Fairfax in front of the office and additional parking in a lot 
behind the building (if coming down Fairfax from Shelbyville Rd, turn L on Nanz Ave., L into the alley 
behind St. Matthews Exterminating and L into the first parking lot).  A sign with our address is attached to 
the fence.  For patients with significant mobility issues, there is a ramp that extends from the back lot to 
our front door.


Please bring your insurance card(s), your completed new patient forms, a photo ID and any pertinent 
records with you to your first visit. 


Check out our website at joint-endeavors.com or Joint Endeavors on Facebook to learn more about our 
practice.  We look forward to serving as your home for arthritic care.


Sincerely,


Dr. Carolyn Gleason, Dr. Lisa June and Staff at Joint Endeavors Rheumatology





Joint Endeavors

Specialists in Rheumatology

http://joint-endeavors.com


JOINT ENDEAVORS RHEUMATOLOGY

NEW PATIENT INFORMATION


Please print neatly. 

Full Name: ______________________________________________________________________________________________


Mailing Address: _________________________________________________________________________________________


Social Security #: _____________________________________	Birthdate: __________________________________________


Phone Number: Home _______________________ Work ________________________ Cell ____________________________


E-mail: ___________________________________  Marital Status:  Single     Married    Separated     Divorced     Widowed


Race:  African-American   Asian-American   Caucasian   Native American   Hispanic/Latino   Multiracial   Decline to Specify


Place of Employment: _____________________________________________________________________________________


Referring Provider: _________________________________   Primary Care Provider: _________________________________


Pharmacy Name and Phone #: ______________________________________________________________________________


When did you last see your primary provider?:  _________________________________________________________________


Emergency Contact Name, Relationship to You and Phone #: ______________________________________________________


Insured Party Information


What is your primary insurance company and ID #?: _____________________________________________________________


What is your secondary insurance company and ID #?: ___________________________________________________________


If insured party's insurance is different from patient information above, please complete the following:


Insured's Full Name: ________________________________   Insured's Birthdate: ____________________________________


Insured's Employer: _______________________________________________________________________________________


Insured's Age: ______________________________________ Insured's Social Security #: ______________________________


Insured's Contact Numbers:  Home _______________  Work____________________  Cell______________________________


I authorize release of any information concerning my health care, advice and treatment provided for the purpose of evaluation and 
administering claims for insurance benefits.  I authorize payment of insurance benefits otherwise payable directly to me to the 
physician.


I authorize Joint Endeavors PLLC to charge my account $50 if I fail to show for a follow-up appointment or cancel an appointment 
without at least 24 hours notice.  


By signing below, I certify that I have read, understand and agree with the office's policies stated above.


Signature of Patient or Power of Attorney for Healthcare: ____________________________  Date: _______________________




 

JOINT ENDEAVORS RHEUMATOLOGY

PATIENT HISTORY FORM


Date of first appointment: ______________________________  Time of appointment: __________________________________


Full Name: __________________________________________  Birthdate: ___________________________________________


Referred here by:  	 Self	 	 Family	 	 Friend	 	 Doctor	 	 Other Health Professional


Name of person making referral: _____________________________________________________________________________


Do you have an orthopedic surgeon?	 Yes	 No	 If yes, name: _______________________________________________


Described briefly your present symptoms: __________________


____________________________________________________


____________________________________________________


____________________________________________________


____________________________________________________


____________________________________________________


Date symptoms began (approximate): _____________________


Diagnosis: ___________________________________________


Previous treatment for this problem (include physical therapy, 
surgery and injections; medications to be listed later):


____________________________________________________


____________________________________________________


Rheumatologic (Arthritis) History:


Patient's Name: ___________________________________  Date: ______________________ MD's initials: ________________



 	 	 


Systems Review

Patient's Name: ____________________________  Date: ______________________ MD's initials: ________________



Patient's Name: ____________________________  Date: ______________________ MD's initials: ________________






Patient's Name: ____________________________  Date: ______________________ MD's initials: ________________

Tramadol

Leflunomide 

Rituximab

Abatacept



Vaccine History


Month and year of last flu shot: ___________________________________________________________________


How many COVID vaccines have you had?: _________  Month and year of last COVID vaccine: _______________


Month and year of last pneumonia vaccine (Pneumovax or Prevnar): _____________________________________


Have you had the Shingrix series for shingles prevention?: Yes No 


If yes, month and year of 2nd Shingrix: _____________________________________________________________


Patient's Name: ______________________________ Date: ____________________  MD Initials: _____________



Patient's Name: ____________________________  Date: ______________________ MD's initials: ________________



JOINT ENDEAVORS RHEUMATOLOGY

HIPAA COMPLIANCE PATIENT CONSENT FORM

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your 
signature that you have reviewed our notice before signing this consent.
The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.
You have the right to restrict how your protected health information is used and disclosed for treatment, payment or 
healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. 
The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of the information for 
treatment, payment, or healthcare operations.
By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially 
anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such 
a revocation will not be retroactive.
By signing this form, I understand that:
Protected health information may be disclosed or used for treatment, payment, or healthcare operations.
The practice reserves the right to change the privacy policy as allowed by law.
The practice has the right to restrict the use of the information but the practice does not have to agree to those
restrictions.
The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.
The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments? Yes No

May we leave a message on your answering machine at home or on your cell phone? Yes No

May we discuss your medical condition with a member of your family or another? Yes No

If YES, please name the members allowed and provide their best contact number: 

___________________________________________________________________________________________

___________________________________________________________________________________________
 
___________________________________________________________________________________________

This consent was signed by (print): _______________________________________________________________

Signature: __________________________________________________________________________________ 

Date: ______________________________________________________________________________________


