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Robert S. Katz, M.D.

•  Master - American College of Rheumatology Award

•  Professor of Medicine, Rush Medical College

•  Professor of Medicine, Northwest University’s Feinberg School of Medicine

•  Senior Attending Physician, Rush University Medical Center and Northwestern Hospital

•  B.A., Columbia University, NY

•  M.D., University of Maryland

•  Internal Medicine Internship and Residency, Barnes Hospital, Washington Univ. School of Medicine, St. Louis

•  Rheumatology Fellowship, Johns Hopkins Medical School

•  U.S. News and World Report, recognized as Top 1% of Rheumatologists in the U.S. 2012-

•  Castle Connolly Guide “America’s Best Doctors”, 1999-2019 (National and Chicago Editions)

•  Best Doctors in America (Woodward and White, Publishers)

•  “Chicago’s Top Doctors”, Chicago Magazine, all “best doctors” issues, 2004-2019

•  Guide to Top Doctors, all editions

•  Leading Physicians of the World, 2013-2019

•  Editorial Board, Journal of Clinical Rheumatology

•  Chair, Abstract Selection Committee, American College of Rheumatology

•  Editorial Review, Arthritis & Rheumatism, Journal of Rheumatology, Journal of Clinical Rheumatology,

Arthritis Care and Research

•  Chair, Medical Advisory Board, Lupus Foundation of Illinois

•  Board Member, Lupus Foundation of Illinois

•  Board Member, Lupus Research Institute

•  Board Member, Arthritis Foundation

•  Professional Achievement Awards, Lupus Foundation of Illinois

•  Former Medical Editor, WBBM TV, WFLD TV; Reporter, CNBC TV

•  Former Chair, Chicago Sun-Times Medical Advisory Board

•  Former Chair, Medical & Scientific Committee, Arthritis Foundation

•  Former President, Chicago Rheumatism Society

•  R.S. Katz, M.D. and Rubschlager Chair for Arthritis Research, Rush Medical College

•  Public Service Award and Professional Achievement Award, Arthritis Foundation

•  The Institute of Medicine, Fellow 2014-

•  Patient Choice Award 2009-2019

•  Compassionate Doctor Award 2011-2019

•  Written more than 300 original academic research abstracts and papers

•  Conducted over 100 research studies on new medications in rheumatology

•  Rheumatologist, Chicago White Sox
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RHEUMATOLOGY ASSOCIATES, S.C.

Patient Consent for Use and Disclosure of Protected Health Information

With my consent, Rheumatology Associates, S.C. may use and disclose protected health information (PHI) about 
me to carry out treatment, payment and healthcare organizations (TPO). Please refer to Rheumatology  Associates, 
S.C. Notice of Privacy Practices for a more complete description of such uses and disclosures.

I have the right to review the Notice of Privacy Practice prior to signing this consent.

Rheumatology Associates, S.C. reserves the right to revise its Notice of Privacy Practices at any time. A revised 
Notice of Privacy Practices may be obtained by forwarding a written request to Carlen Katz, Privacy Officer, at 1725 
West Harrison Street, Suite 365, Chicago, Illinois 60612.

With my consent, Rheumatology Associates, S.C. may call my home or other designated locations and leave a 
message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, such as 
appointment reminders, insurance items and any call pertaining to my clinical care, including laboratory results, 
among others.

With my consent, Rheumatology Associates, S.C. may mail to my home or other designated location any items 
that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements, as long as 
they are marked Personal and Confidential.

With my consent, Rheumatology Associates, S.C. may e-mail to my home or other designated location any items 
that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements. I have the 
right to request that Rheumatology Associates, S.C. restrict how it uses or discloses my PHI to carry out TPO. How-
ever, the practice is not required to agree to my requested restriction, but if it does, it is bound by this agreement.

By signing this form, I am consenting to the use and disclosure of my PHI by Rheumatology Associates, S.C. to 
carry out TPO.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reli-
ance upon my prior consent. If I do not sign this consent, Rheumatology Associates, S.C. may decline to provide 
treatment to me.

 RASC Consent Form 04.14.0

Signature of Patient or Legal Guardian

Patient’s Name

Print Name of Patient or Legal Guardian

Date
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Patient’s Name ___________________________________________________  Date ______________________________  Physician Initials ________
Patient History Form © 1999 American College of Rheumatology

Patient History Form
Date of first appointment: _______/_____/______	Time of appointment: ________________	 Birthplace: ___________________________
	 MONTH	 DAY	 YEAR

Name: _________________________________________________________________________	 Birthdate: _______/_____/_________
	 LAST	 FIRST	 MIDDLE INITIAL	 MAIDEN	 MONTH	 DAY	 YEAR

Address: ________________________________________________________________	 Age: __________ Sex:  F     M
	 STREET	 APT#

________________________________________________________________________	 Telephone:	Home (______)____________________
	 CITY	 STATE	 ZIP

		   Work (______)____________________

MARITAL STATUS: 	  Never Married 	  Married 	  Divorced 	  Separated 	  Widowed

Spouse/Significant Other: 	  Alive/Age _______ 	  Deceased/Age ______________ 	 Major Illnesses ___________________________

Referred here by: (check one)	  Self	  Family 	  Friend 	  Doctor 	  Other Health Professional

Name of person making referral: _______________________________________________________________________________________

Describe 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) ______________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

Please list the names of other practitioners you have seen for this. problem:_ ____________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________
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SYSTEMS REVIEW

Constitutional

 Recent weight gain

	 amount ______________________

 Recent weight loss

	 amount ______________________

 Fatigue

 Weakness

 Fever

Eyes

 Double or blurred vision

 Dryness

 Feels like something in eye

Ears–Nose–Mouth–Throat

 Loss of hearing

 Sores in mouth

 Dryness of mouth

 Difficulty in swallowing

Cardiovascular

 Pain in chest

 Irregular heart beat

 High blood pressure

 Heart murmurs

Respiratory

 Shortness of breath

 Swollen legs or feet

 Cough

Gastrointestinal

 Nausea

 Vomiting of blood or coffee ground

    material

 Increasing constipation

 Persistent diarrhea

 Blood in stools

 Black stools

 Heartburn

Genitourinary

 Pain or burning on urination

 Blood in urine

Musculoskeletal

 Morning stiffness

	 Lasting how long?

	 ________ Minutes ________ Hours

 Joint pain

 Muscle weakness

 Muscle tenderness

 Joint swelling

List joints affected in the last 6 mos.

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

lntegumentary (skin and/or breast)

 Rash

 Sun sensitive (sun allergy)

 Color changes of hands or feet in the

    cold

Neurological System

 Headaches

 Dizziness

 Fainting

 Memory loss

Psychiatric

 Excessive worries

 Anxiety

 Easily losing temper

 Depression

 Agitation

 Difficulty falling asleep

 Difficulty staying asleep

Hematologic/Lymphatic

 Swollen glands

Patient’s Name ___________________________________________________  Date ______________________________  Physician Initials ________
Patient History Form © 1999 American College of Rheumatology
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Patient’s Name ___________________________________________________  Date ______________________________  Physician Initials ________
Patient History Form © 1999 American College of Rheumatology

Other significant illness (please list) ______________________________________________________________________________________

__________________________________________________________________________________________________________________

Natural or Alternative Therapies (chiropractic, massage, acupuncture)___________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

PAST MEDICAL HISTORY

Do you now or have you ever had: (check if ‘yes’)
 Cancer

 Nervous breakdown

 Bad headaches

 Kidney disease

 Anemia

 Emphysema

 Heart problems 

 Diabetes

 Stomach ulcers

 Asthma

 Stroke

 Epilepsy

 Colitis

 Psoriasis

 High Blood Pressure

SOCIAL HISTORY
Do you smoke?  Yes  No  Past – How long ago? ______________________________________________________________________

Do you drink alcohol?  Yes  No  Number per week ______________________________________________________________________

Do you exercise regularly?  Yes  No

Type ________________________________________________________________________________________________________

Amount per week ______________________________________________________________________________________________
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MEDICATIONS

Ustekinumab (Stelara)

Apremilast (Otezla)

Circle any you have taken in the past
Lodine (etodolac) 
Voltaren (diclofenac) 
Daypro (oxaprozin)

Meclomen (meclofenamate)
Aleve
Aspirin (including coated aspirin)

Feldene (piroxicam)
Motrin/Rufen (ibuprofen)
Advil

Celebrex (celecoxib)
Naprosyn (naproxen)
Mabic (meloxicam)
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