SportsMedicine Atlantic Orthopaedics

PATIENT INFORMATION

Account#:
Name: Date of Birth:
Address One: Social Security #:
Address Two: Sex:
City: ' Marital Status:
State: Zip: Employer:
Home Phone#: Employer Addr:
Work Phone#: Employer City:
Cell Phone#: Employer State:
Beeper #: Employer Zip:
PCP: Referring Physician:

‘GUARANTOR INFORMATION
Name: Date of Birth:
Address One: Social Security#:
Address Two: Relationship to Patient:
City: Employer:
State: Zip: Employer Address:
Home Phone#: Employer City:
‘Work Phone#: Employer State:
Cell Phone#: Employer Zip:

INSURANCE INFORMATION

Is this Worker’s Compensation? [] Yes

0 No If yes, fill out additional form.

Primary Insurance: Secondary Insurance:
Certificate#: ‘Certificate#:

Group Number:

Group Number:

Group Name:

Group Name:

Copay:

Copay:

Subscriber Name:

Subscriber Name:

Subscriber Date of Birth:

Subscriber Date of Birth:

EMERGENCY/ OTHER INFORMATION

Emergency Contact:

Emergency Home Phone#:

Emergency Relationship:

Emergency Work Phone#:

I certify that the above information is true and complete.

Signed (Patient or legal guardian): . ' Date:

Authorization To Pay Benefits To Physician: I authonze the release of medical or other mformatlon necessary to process health
insurance claims. I also request payment of benefits to myself or to my Provider, SportsMedicine Atlantic Orthopaedics when he
accepts assignment.

Authorization To Release Medical Information. I hereby authorize my Provider, SportsMedicine Atlantic Orthopaed1cs to release
- any information necessary for my course of treatment.- - -

Signed (patient or legal guardian) Date
No Insurance — I understand that I am fully responsible for payment of services rendered to me today.

Signed (patient or legal guardian): ' Date:




SPORTSMEDICINE
A T LANTIC
ORTHOPAEDICS

professional association

Date Called for Appt Caller Where did you hear about us?
Date last Seen? Is Injury work Related?
Which State of WC Injury? First Report of Injury Filed with Employer ? [ ] Yes [ | NO

Motor Vehicle Accident? [ ] YES [ ] NO Provider Preference:

Patient Name: ( Last) (First) Age? DOB

Injury? Date of Injury? How did it happen?

Previous Treatment for current injury?[ ] Yes [ ] NO If YES by Whom?

Previous Surgeries? [ [YES [ |NO If YES when? Type of Surgery

Diagnostic Testing? [ ] YES [ NO If YES when and where?

Type of Testing done? Primary Care Physician?

Referring Doctor? Address and phone if out of state

PAST MEDICAL HISTORY: PLEASE CHECK ALL THAT HAS APPLIED TO YOU

YES NO YES NO YES NO YES NO

AIDS/HIV Ulcer Hepatitis Diabetes

Blood Clots Osteoporosis Seizures/Epilepsy Hypertension

Anemia Asthma Bleeding Stroke
Disorder

Cancer Cardiac Elevated

Disease Cholesterol

Lung Urinary

Disease Problems

Other.

CURRENT MEDICAL CONDITION CURRENT MEDICATIONS PAST SURGERIES/DATE

ALLERGIES

SOCIAL HISTORY

Job Description Do you live alone? YES NO

Smoke currently? YES NO Packs per day for Years

Drink Alcohol? YES NO Amount




REVIEW OF SYSTEMS

Please check mark all that apply to vou at this time.

Yes | No Yes | No Yes | No Yes No
Asthma Angina Difficulty Joint Pain
Breathing
Chest Pain Papitations Stroke Weight
Loss
Hiatal Ulcer Balancing Shortness
Hernia Problems of Breath
Anesthesia Bleeding Infection Difficulty
Difficulties Tendency Urinating
Heart Fever/Chills Stiffness Depression
Murmur
Loss of Night Embolism Dizziness
Appetite Sweats
Latex Bruise Anemia Leg
Allergy Easy Swelling
Muscle
Weakness
FAMILY MEDICAL HISTORY  Please check mark all that apply to your family:
YES NO YES NO YES NO
Arthritis Bleeding Diabetes
Problems
Anesthesia Death before age Heart Disease
Problem of 30
Hypertension Stroke
PATIENT SIGNATURE: DATE:
TO BE COMPLETED BY PHYSICIAN
HISTORY:
EXAMINATION: RIGHT LEFT
GENERAL
ROM
MOTOR
NEURO
SPECIAL TEST
SPINE
MOTOR REFLEXES
EHL
FHL 9
AT
KNEE EXTENTION
SENSORY

STUDIES: (X-RAY, MRI, CT, LAB, ect)

PHYSICIAN SIGNATURE

DATE:




