
PRIVIA – Star Family Medicine. 3925 Old Lee Hwy, #52C 

MEDICAL HISTORY 

NAME DOB INFORMANT NAME: 

   

 

DRUG ALLERGIES:  Yes   No Reaction ("e.g.": hives, rush, fever…….) Severity  ("e.g." mild, moderate, sever, fatal) 

1.   

2.   

3.   

 

CURRENT MEDICATIONS:   Please list any medications that you are now taking. Include non-prescription medications & vitamins or supplements: 

Name Dose, strength, pills/ day For how long? Name Dose, strength, pills/ day For how long? 

1.   4.   

2.   5.   

3.   6.   

 

Most recent vaccines dates:  Td/TDaP:_____________;  Pneumovax:______________;   Flu Shot: ______________; 

Date of Last:    Pap Smear:_________________  ;       Mammogram:_________________ ;         Bone Density Scan__________________;           

 

SURGERIES/PROCEDURES DATE SURGERIES/PROCEDURES DATE 

1.  Colonoscopy:   Yes   No  4.  
2.  5.  
3.  6.  

 

PAST MEDICAL HISTORY/DIAGNOSIS 

Acne ADHD  Anemia  Angina  Anxiety  Asthma   Cancer (type)__________________   Cardiovascular Disease  

Cataracts   Crohn’s disease   GI Disease  COPD  CVA  Depression   Diabetes   DVT  Emphysema   Epilepsy  

Glaucoma  Goiter  Gout   Heart problems______________________   Hepatitis ______   HIV/AIDS   GERD 

Hyperthyroidism Hypertension   High cholesterol    Hypothyroidism   Jaundice    Kidney disease  Leukemia   

Lung Disease  Mental Illness_________________ MI  Migraines  Multiple Sclerosis  Osteoporosis  Pneumonia   

Psoriasis  Pulmonary embolism   Sleep disorder   Stomach ulcer  Stroke   Tuberculosis 

Other medical conditions (please list):  ___________________________________________________________________ 

 

 

SOCIAL HISTORY     

Exercise: How many times a week? ___;    Prescription Medication Abuse: Yes  No;  E-cigarette use yes  quit  never; 

Smoking Status: Never Smoked; Quit _____years ago; Years smoked______;    Passive smoke exposure: yes  no; 

Heavy Drinking Consumption: How many times in the past year have you had more than (4-female, 5-male) drinks at once? ______;     

Alcohol: How many drinks_____ per:  day; week;  month; Diet: regular,  vegetarian, gluten free, vegan, diabetic,  

Illicit Drugs Use: Never;   Quit _____years ago;   Currently use_______________;     Want to quit? ____; 

Marital Status:  Single   Married Divorced Widowed Domestic Partner;      Number of children____; 

 

FAMILY MEDICAL HISTORY (list illnesses) 
Mother: 

 

 

Father: 

 

 

Siblings: Br.Si. 
 

Children: 

 

Other: 

 

 

Patient / Informant Signature:  _____________________   Date: _____________________ 

STAR FAMILY MEDICINE 
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‭STAR FAMILY MEDICINE‬
‭Asdollah Livani M.D.ABFM‬

‭Cancellation Policy‬

‭At Star Family Medicine, we strive to provide excellent medical care to our patients. To ensure‬
‭that we can accommodate all individuals seeking our services, we kindly request adherence to‬
‭our cancellation policy.‬

‭24-Hour Notice Requirement‬‭: We require patients to‬‭notify us at least 24 hours in‬
‭advance if they need to cancel or reschedule their appointment. This allows us the opportunity to‬
‭allocate the time slot to someone else who may be in need of care.‬

‭Cancellation Fee‬‭: In cases where a patient fails to‬‭provide at least 24 hours' notice for‬
‭cancellation, or in instances of a‬‭'no call, no show‬‭'‬‭,‬‭a‬‭cancellation fee of $100‬
‭will be applied. This fee is necessary to cover the costs associated with the unused appointment‬
‭time. The fee will need to be resolved in order to book a new appointment‬

‭Same-Day Cancellations‬‭: We understand that emergencies‬‭happen. However, same-day‬
‭cancellations, unless due to a genuine emergency, will also incur a cancellation fee.‬

‭We appreciate your understanding and cooperation with this policy. It helps us maintain the‬
‭highest standard of care and service for all our patients.‬

‭For any questions or to cancel or reschedule an appointment, please contact a Star Family‬
‭Medicine staff at‬‭703.385.6070 or‬

‭Thank you for choosing Star Family Medicine for your healthcare needs.‬

‭Name:‬

‭Signature:‬

‭Date:‬

STARFAMILYMEDICINE3925@GMAIL.COM
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STAR FAMILY MEDICINE 
            Asdollah Livani M.D.ABFM     

____________________________________________________________________________ 
         AUTHORIZATION TO RELEASE MEDICAL RECORDS  

  HEALTH INSURANCE PORTABILITY & ACCOUNTABILITY Act of 1996 (HIPPA) Privacy Standards. 

 

I, _____________________ (Patient or Legal Guardian of patient) do hereby request the 

release of My Medical Records as below: 
 
FROM:  (Your old Provider)               TO: Star Family Medicine 

NAME: _____________________________________           Dr. Asdollah Livani        

ADDRESS: ___________________________                       

______________________________________            Fairfax, VA 22030 

P: _________________________                                                              P: 703.385.6070 

F: ___________________________                 F:  703.385.6073 

 

___ Summary of patient record including Immunization Records  

___ All records pertaining to ___________________________________________________ 

___ ENTIRE PATIENT RECORD 

 

RESTRICTIONS: Items not to be released if any: _________________________________ 

____________________________________________________________________________ 

 

Reason for release of information: 

____ Change of Physician  

____ For Insurance Purposes 

____ Other: If So Explain Why Below. 

__________________________________________________________________________ 

__________________________________________________________________________ 

 
I understand that the medical information released by this authorization may include information concerning treatment of physical and 

mental illness, alcohol/drug abuse and past medical history. 

I understand this authorization will expire, without my express revocation, either ONE year from the date of signing, or if I am a Minor, 

on the date I become an adult according to state law, whichever occurs first. I understand that I may revoke this authorization in writing 

at any time except to the extent that action has been taken based on it. I understand that revocation will not apply to information that has 

already been released as specified by this authorization or to my insurance company when law provides my insurer with the right to 

contest a claim under my policy or the policy itself. 

I understand that authorization for the disclosure of this health information is voluntary and I can refuse to sign this authorization. The 

provider cannot condition treatment, payment, and enrollment in the health plan or eligibility for benefits on the signing of an 

authorization, except as otherwise permitted by law.  

I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not 

be protected by federal confidentiality rules. 

 

Patient Name: ________________________   Date of Birth: _______________ 

Signature: ____________________________  Today’s Date: _______________ 

Witness: _____________________________  Today’s Date: _______________ 

 

 

         

9683 MAIN ST 
SUITE A & B 

FAIRFAX, VA 22031


