ACCT#H: AHLFELD SPORTS MEDICINE
PATIENT INFORMATION
NAME: ,
LAST FIRST {LEGAL} MIDDLE
ADDRESS:
STREET CITY STATE ZiP
HOME PHONE: { ) CELLPHONE: { )
WORK PHONE: { ) EMAIL ADDRESS FOR PORTAL:
MARITAL STATUS: GENDER: DATE OF BIRTH: SOCIAL SECURITY:
EMPLOYER: OCUPATION:
SPOUSE’S NAME: DATE OF BIRTH:
SPOUSE EMPLOYER: WORK PHONE: ( )|
EAMILY PHYSICIAN NAME:
PHYSICIAN ADDRESS/PHONE:
HOW WERE YOU REFERRED?

DO YOU AUTHORIZE AHLFELD SPORTS MEDICINE TO DISCUSS YOUR MEDICAL/BILLING RECORDS WITH ANYONE?

NAME: RELATIONSHIP:

NAME: RELATIONSHIP:
STUDENT INFORMATION SECTION

SCHOOL NAME: SPORT(S})

COACH'S NAME: TRAINER'S NAME:

NAME:

RESPONSIBLE PARTY FOR MINORS UNDER 18
DATE OF BIRTH:

LAST
ADDRESS:

FIRST({LEGAL) MIDDLE

STREET
HOME PHONE: { )

Iy STATE
CELLPHONE: { )

zip

RELATIONSHIP TO PATIENT:

INSURANCE POLICYHOLDER INFORMATION

NAME OF INSURANCE: ID#:
POLICYHOLDER NAME: DATE OF BIRTH:
POLICYHOLDER ADDRESS:
STREET cITy STATE ZIP

RELATIONSHIP TO PATIENT:




AHLFELD SPORTS MEDICINE ORTHOPEDIC CENTER

HISTORY AND PHYSICAL
PLEASE PRINT AND FiLL OUT COMPLETELY
ACCT#:
NAME DATE
AGE HEIGHT, WEIGHT. HAND DOMINANCE: [ LEFT  RIGHT

HISTORY OF INJURY
WHAT IS YOUR CHIEF COMPLAINT TODAY? BODY PART:
— LEFT . RIGHT

—d

IS THIS THE RESULT OF AN INJURY? T YES [, NO *IF YES, DATE OF INJURY/HOW IT OCCURRED:

IS THE INJURY WORK RELATED? | YES _ NO MOTOR VEHICLE ACCIDENT?  YES  NO

IF NO INJURY, HOW LONG HAVE YOU HAD THIS CONDITION?

RATE YOUR PAIN ON SCALE OF 1 TO 10 (10 BEING MOST PAINFUL):
DESCRIBE YOUR PAIN: . CONSTANT _ OCCASIONAL T SHARP _ DULL _ ACHING T STABBING _, THROBBING -

WHAT SYMPTOMS ARE YOU EXPERIENCING? — LOCKING ™ CATCHING _ GIVING AWAY  GRINDING _WEAKNESS
™ OTHER

WHAT, IF ANYTHING, MAKES YOUR SYMPTOMS BETTER?
WHAT, IF ANYTHING, MAKES YOUR SYMPTOMS WORSE?

HAVE YOU SEEN ANOTHER PHYSICIAN FOR THIS CONDITION? —YES _ NO
IF SO, WHO AND WHEN?

WHAT PREVIOUS TREATMENT HAVE YOU TRIED? __ PHYSICAL THERAPY " EXERCISE ,_, ACUPUNCTURE
™ CHIROPRACTIC [, INJECTIONS (SPECIFY: ESI, FACET, SACROILIAC, SELECTIVE NERVE ROOT BLOCK, SYNVISC, HYALGAN])
WHAT MEDICATIONS HAVE YOU TRIED?

HAVE YOU HAD ANY OF THE FOLLOWING TESTING FOR THIS CONDITION?
IF SO, PLEASE SPECIFY WHEN AND WHERE:
™ X-RAYS

. MRISCAN

., CTSCAN

— EMG/NCV

PLEASE SPECIFY MOST RECENT YEAR THE ITEMS BELOW WERE RECEIVED:
~ MAMMOGRAM

— COLONOSCOPY

— INFLUENZA VACCINATION — PNEUMOCOCCAL VACCINATION

*+CONTINUE ON NEXT PAGE




PAGE 2

PHARMACY NAME/ADDRESS/PHONE:

PAST SURGICAL HISTORY
PLEASE CHECK ANY PREVIOUS SURGICAL PROCEDURES:

" APPENDECTOMY [, HERNIA REPAIR ' ARTHROSCOPY (LOWER EXTREMITY) OO Right O Left

™ ARTHROSCOPY {UPPER EXTREMITY) I Right o Left | SPINE/BACK SURGERY ™ HEART SURGERY
™ TOTAL JOINT REPLACEMENT o Right oleft LOCATION: D Hip oKnee o« Shoulder

™ OTHER ORTHOPEDIC SURGERY/FRACTURE REPAIR

SOCIAL HISTORY

SPECIAL DIET: ™ YES __ NO *ANY RESTRICTIONS?

TOBACCO USE? ™ YES _ NO *TYPE *FREQUENCY
ALCOHOL USE? T YES T, NO *FREQUENCY

DRUG USE? T YES _.NO *TYPE * FREQUENCY
CAFFEINE USE? T YES . NO *TYPE * FREQUENCY
EXERCISE REGULARLY? __YES _ NO *TYPE * FREQUENCY
ALLERGIES

— NO KNOWN DRUG ALLERGIES " SULFA LATEX L PENICILLN T CODEINE [ MORPHINE
" OTHER:

MEDICAL HISTORY

PLEASE CHECK CURRENT OR PREVIOUS MEDICAL CONDITIONS FOR YOU:
™ ANEMIA  DEPRESSION _ HEPATITISA/B/C _ OSTEOPOROSIS ™ ARTHRITIS . DIABETES [ ASTHMA
~ HIGH BLOOD PRESSURE __, RHEUMATOID ARTHRITIS [ EMPHYSEMA T HIV T, STROKE/SEIZURES

"~ BLOOD CLOTS _ HEART DISEASE _ THYROID [ CANCER " LIVER DISEASE

™ CHEMICAL DEPENDENCY/ALCOHOLISM T OTHER
HAVE YOU EVER HAD A BLOOD TRANSFUSION? TJYES [ NO *IFYES, WHEN?

MEDICATIONS (USE BACK OF SHEET OR GIVE LIST TO RECEPTIONIST TO COPY)

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING. INCLUDE ANTIBIOTICS, BLOOD THINNERS, INSULIN, HEART
MEDICATIONS, ASPIRIN, AND ANY OVER THE COUNTER, VITAMIN, MINERAL AND HERBAL SUPPLEMENTS.

NAME OF MEDICATION DOSAGE FREQUENCY

GASTROINTESTINAL HISTORY :

HISTORY OF PEPTIC ULCER DISEASE? ., YES [ NO *IF YES, WHEN?
HISTORY OF GI/STOMACH BLEED? TIYES . NO *IFYES, WHEN?
DO YOU TAKE ANY MEDICATION FOR YOUR STOMACH? (TUMS, ZANTAC, PEPCID, ETC)  _ YES [Z NO
*|F SO, LIST DOSAGE AND FREQUENCY
HAVE YOU EVER TAKEN ANTI-INFLAMMATORY MEDICINE FOR A PERIOD GREATER THAN 30 DAYS? _ YES L. NO
(*INCLUDING ADVIL, ALEVE, ASPIRIN, OR ANY PRESCRIBED MEDICATIONS SUCH AS CELEBREX, VOLTAREN, ETC.)

**CONTINUE ON NEXT PAGE
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FAMILY HISTORY

PLEASE CHECK ANY MEDICAL CONDITIONS OF PARENTS AND CIRCLE WHICH PARENT DIAGNOSED:

™ BLOOD CLOTS {MorF) o DIABETES (MorF) . HYPERTENSION (M or F} T RHEUMATOID ARTHRITIS (M or F)
~ HEART DISEASE (MorF} | CANCER(MorF)  _ OSTEOPOROSIS (MorF) ™ STROKE/SEIZURES (M or F)

LIST ANY OTHER IMMEDIATE FAMILY MEDICAL CONDITIONS/TYPE OF CANCER: '

REVIEW OF SYSTEMS

CHECK IF YOU HAVE CURRENT SYMPTOMS OR CURRENT KNOWN MEDICAL PROBLEMS IN THE FOLLOWING AREAS. PLEASE
MARK NONE IF NOT APPLICABLE.

1. GENERAL ™ NONE " WEIGHT LOSS  INSOMNIA [ CHRONIC FATIGUE ~ WEIGHT GAIN
" OTHER
2. EYES — NONE [ VISION CHANGE _ GLASSES/CONTACTS ™ CATARACTS _ GLAUCOMA

T PAIN T DISCHARGE ., OTHER

3. EARS, NOSE, = NONE " LOSS OF HEARING ) SEASONAL ALLERGIES [ SINUS PAIN [ RINGING
THROAT ' NOSE BLEEDS _ OTHER

4. CARDIOVASCULAR ' NONE TCHEST PAIN T EDEMA _ HYPERTENSION TPALPITATIONS . FAINTING
" HIGH CHOLESTERAL | OTHER

5. RESPIRATORY — NONE T ASTHMA _WHEEZING [ FREQUENT COUGH
™ OTHER '

6. GASTROINTESTINAL ~ NONE ~ HEARTBURN — INDIGESTION _ ACID REFLUX T VOMITING [ NAUSEA
— ABDOMINAL PAIN  PEPTIC ULCER [, GI/STOMACH BLEED
™ OTHER

7. MUSCULOSKELETAL T NONE _ ARTHRITIS _ MUSCLE WEAKNESS ™ JOINT PAIN __ BACK PAIN
™ OTHER

8. SKIN — NONE — RASH  SKIN ULCER [ SCARS _ OTHER

9. NEUROLOGICAL — NONE ) HEADACHES  SEIZURES _ NUMBNESS [ DIZZINESS

 OTHER
10. PSYCHIATRIC " NONE " DEPRESSION _ CRYING _ ANXIETY [ MOOD SWING
T OTHER
11. ENDOCRINE — NONE T DIABETES . HYPOTHYROID [ HYPERTHYROID — HOT FLASHES
. OTHER
12. HEMATOLOGY ~ NONE T EASY BRUISING . BLEEDING  ANEMIA T OTHER

13. GENITOURINARY ™ NONE © FREQUENCY _ HESITANCY  FLANK PAIN T, PAINFUL URINATION
™ BLOOD N URINE _ OTHER

PATIENT/GUARDIAN SIGNATURE

DATE




CONSENT AND ASSIGNMENT

1 hereby authorize divect puyment of medical benafits to Steven 1. ARlfeld, M.D. for services rendered fo ayself or my
dependent (s). I alse anthorize Steven I Ahlield, MLD. io release any medical or incidental information thal may be necassary
for medical care to my Insurance Carrier. 1 also hereby auihorize and consent fo the giving of all treatmenis, exsminations,
medications and any procedures deemed necessary by Steven ¥, Ahifeld, M.D. that may be considered necessary o advisable
fur diagnosis or tragiment.

Responsibla Pary Mame:

Plense priat

Signatura: Thate:

FINANCIAT RESPONSIBILITY

1 undérstand that payment for medical services rendered is to he paid af the time of service for ali nop-contracted insuvance
plans. These include but are nat iimited to traditional insurance plans, aute aceident liability, non-authorized Worker's
Compensations cinims as well as non-insured’s.

If1 am covered under s Insuracee plan thet Dr. Steven K. Ahlield has contract with, 2 claim will be Gled on my_hehsli: aszl i
will be respansible for any deductible, co-pay smounts and/or any non-covered services which conid incinde but is not iimited
1o any services thet my insurance fompany desms nol medically nosesenry. agree thetany up front office ¢o-puys will be
peid ef thut Hme of serviee, Farthermars, if Lam covered under 21 josurance plan that requires prior authr{nz:rmun pefore
seeing a speciatist, 1 have obiained this prior authorization. I7 this has pot been obteined, I understand thet I will ba
responsible for payment of all fees 2f the time of service.

{ aiso understand that if | have not met nty deductible for any ealendar year that { will be responsible to pay any fees up o my
policy amonnt at tie Hme ol servicg,

Tt cases of Divorce, it is the FULL RESPONSIBILATY of the parent who brings their child in and signs for authorization of
treatinent for full payment of sprviees. .

T the event that any uapsid balsnce is referred for colizctions, 1zgree io be responsible for any and all collections fees,
witorney fees and eourt costs if necessary-

REPSONEZIBLE PARTY NAME:

Please Print

HESPONSIBLE PARTY SIGNATURE: DATED




Vou iy sovoke ttus 3“ ﬁlﬁﬁ?’?ﬁﬁﬂa ﬁ‘iﬁﬂv‘ﬂmﬁ, in vwrifing, exceptio ﬁlbﬁmﬂnt thag your physfolan or the physician’s
practice hiesialen an action fn raliance on the wise or diselosre tndicateddn the authorization.

. ¥purRighiz @ ) _
- Foliowlingis s sigtement of your Hights with respest to yous protected health infarmetion.

oz tualthy inforptation. Under federal 1o, howaver, yourmay not

hspuctar copy the following teaords; psychofherany notes, marmation eompiled in reasonable anticipation of, or use n, 2

aivil, criminal, ar atrfizeative setion or procseding, and pmtenfed henlth Information that i subject to Jow that prohibits

acoess w0 protected bealth Iformarion.

Yﬁlﬂ" vethe vighi fh it tmdeﬁ

ol igye the ight 46 yhayest » restierion of nopy Dreteated health Infyrmotion, Thil (02ANS YOU TAY ASIC U5 1GT 0 USE or
‘Uiscloss auy povt uf your provected hoalth inforeesion for e purposss of eaent, payiment or heaiticare operaiions. You
" may nlso request thatany pare of your protected healih information nox be selosed to-family members or fends who may be
involved in yaur care or for soiifeation purposes as degeribed in this Mofice of Privagy Fraetices. ¥ seguestrmnsalae thal
specific resiction requested and i whom vos want the resriedon to apply. g

Your pisician is ot required to agrea 1o ¢ Fesiriotion diatyon tay request, Tfyour physicien balisves 31 in your hes:
inteiest to germit uss and disclosurs of your protected hesith informeiion, your protected haatth information will ot be
. vesticted, Yourthen hove fig right to use angther HeslMesre Professional. o _

. AHYE
hawvee ngraed v accapl

¥ i in Pght & our ohysielan Sm i protesrsi heal ny. §Fwa deny yoursequestfor
amendsmisnt, you have the Fight to £16 & statement of disagrsement with us and wa may prepare 2 Tebutial to your statement and

eqith

informetion.
" We tezerve the sight tn cliange the terms of this netios and wil informs you by meil of any changes. You hén have the right 10
abjou arwilidravy as provided in this noties.
* Gomplaints X
ou tray comglatn to s or'to the Searetary of Heelth ing Himan Servises i yan beliove yaue privacy righishave been
violnted byus. Yousnay fle s complaint whtis by nodfylog our privecy vontact afyour complnint. Wesillnoe reintiste
This aotlce v:zns published and hecomes effentive onfor before JANUARY 13011,
e aro required Ly ¥ 50 atsmatn-Gie privacy of; oad provide individusls wid, tis naize of gur iagal dndies and P*l‘;;%=>‘
. priclices it respect to protesled health information. fyon have any objgctions to this form, pleas ask 0 speali with our
 UTEP A Compitonco OFicer in peratn ot by phane oz ourbeln Phone Nomber.
"Sigpat'ufe bafovr is paly acknowledgemant tiat you bave recalved s Natfes of gur Brivaey Proctioas.

Print Blame,, oS e e Datn,_.
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