
 
 
 
 
 

Northern California ArthriƟs Center 
Rajiv K. Dixit, M.D., F.A.C.P.              Rashmi B. Dixit, M.D., Ph.D. 
Zuzana U. Foster, M.D., F.R.C.P.(C)    David W. Wu, M.D., F.A.C.R. 
Anthony S. Padula, M.D., F.A.C.R.     Saba M. Ziaee, M.D.   
Atul Agrawal, M.D. 
 

PATIENT INFORMATION SHEET 

DATE: ______________________________ (H) phone: (___) ______________________□ 

Name: _____________________________ (C) phone: (___) ______________________□ 

Address: ____________________________ (W) phone: (___) ______________________□ 

____________________________________ Check preferred phone number for reminder calls. 

____________________________________Birthdate: ___/___/_____ 

Email: _______________________________ 

 Sex: M F Marital Status: S M D W Race: _______________Ethnicity: __________________ 

Preferred Language: _________________________ 

Emergency Contact Person: ___________________ Phone: ________________________ 

Insurance: _________________________________ 

Subscriber Name: ___________________________ Subscriber Date of Birth: ___/___/____ 

 (if other than self) 

Referring Physician Name: ________________________________ Phone: __________________ 

Primary Care Physician Name: _____________________________ Phone: __________________ 

We will make every effort to protect your privacy. Do we have your permission to leave messages  

regarding your appointment and/or treatment on your voicemail? ___Yes ___No 

Please provide the names of persons allowed to receive informaƟon regarding your visit and/or  

treatment by our physician(s). _____________________ relaƟonship ___________________ 

______________________________________________ relaƟonship ___________________ 

 

***Please review and sign pracƟce policy at the back*** 
 

 

 


