PROFESSIONAL ORTHOTIC
& PROSTHETIC SERVICES

&
»

Patient ID Number Today’s Date / /

Section 1 - General Patient Information

1) First Name Middle Name Last Name Preferred Name

2) Date of Birth 3) Gender: [0 Male [ Female 4) Social Security Number
/ - )

5) E-mail Address

6) Vocational Category

OEmployed Full Time COEmployed Part Time OStudent Full Time OStudent Part Time

OHomemaker OUnemployed [JOn Disability [JOn Leave of Absence

[CIRetired [JPediatric Patient [JOther

7) Driver License Number and State 8) Preferred Language

9) Marital Status: [Single [OMarried [ODivorced OWidowed [OOther

10) Hispanic/Latino:  [OYes [ONo [PreferNotto Answer

11) Race

[JAmerican Indian or Alaskan Native [INative Hawaiian or Other Pacific Islander [JAsian

[IWhite [CIBlack or African American C1O0ther

[(OIPrefer Not to Answer

12) Highest Level of Education Achieved

OSome High School [(OHigh School/GED OSome College or Tech Degree

[dCollege Degree [Graduate Degree [(OPrefer Not to Answer

13) Armed Forces Service

CJActive Service Member [CJReserve Service Member [IVeteran |

[ONot a Member OPrefer Not to Answer

14) Ifyou have served, in whatbranch did youserve? ~ [JAir Force [OArmy [OCoast Guard [IMarines

15) Please check beside your preferred contact phone number.
[0 HomePhone O Mobile Phone 0O WorkPhone

ONavy

16) Is it okav to leave a message on your voicemail? O Yes O No

17) Home Address:

City State Zip Code

18) Are you currently admitted to a hospital, rehabilitation center, or nursing facility? O Yes

O No



Section 2 - Patient Contacts

1) Responsible Party O Patientis the responsible party
Name E-mail Address
Relationship to Patient: O Parent [0 Guardian [ Other
Home Phone Mobile Phone Work Phone
Home Address [0 Address Same as Patient
City State Zip Code
2) Emergency Contact O Emergency contactsame as responsible party
Name Relationship to Patient
Home Phone Mobile Phone Work Phone
Home Address [0 Address Same as Patient
City State Zip Code

Section 3 - Insurance Information

1) Is this a workman’s compensationcase? [ Yes [ No
Case Manager’s Name Case Manager Phone Number

2) Primary Insurance Company

ID Number Group Number

Relationship to Subscriber [ Self [ Spouse [ Child [ Other
*If patientis not the subscriber, please complete the subscriber information section below.

3) Secondary Insurance Company

ID Number Group Number

Relationship to Subscriber [ Self [ Spouse [ Child [ Other
*If patientis not the subscriber, please complete the subscriber information section below.

4) Subscriber Name Subscriber Employer
Date of Birth Gender: [ Male [ Female Social Security Number
/ - -
Home Phone Mobile Phone Work Phone
Home Address:

City State Zip Code




Section 4 - Prescription Information

1) How did you hear about our facility? O Referring Physician O Friend or Relative
O Therapist O Insurance Company [ Other:

2) What general category of service/device are you comingin for today?
[0 Orthosis (orthopedic brace or footwear) [ Prosthesis (artificial limb)

3) Whicharea of thebody? [0 Arm [J Leg [ Torso [ Other

4) Whichside? [ Left [ Right [ Both [0 N/A

5) Name of Referring Physician Group or Practice Name Phone Number
6) Name of Primary Care Physician Group or Practice Name Phone Number
7) Name of Physical Therapist Group or Practice Name Phone Number

Section 5 - Patient Medical History

1) Height
2) Weight Recent changes in weight? [0 Yes [0 No
0 Gained O Lost lbs
3) Tobacco Use:
O Currently Use Tobacco  Type of Tobacco Used?
O Used, but Quit When did you quit?
O Never Used
[0 Prefer Notto Answer
4) Fallsin the Last 6 Months? [0 Yes Ifyes, how many?___ O No

5) Have you been hospitalized, to the emergency room, to an urgent care center, or in any type of care facility in the
last 6 months? O Yes O No

Ifyes, wasitrelated toafall? [0 Yes 0 No
Details:

6) General Health [ Poor [0 Fair [0 Good [ Excellent
7) Activity Level [0 Sedentary [ Limited Activity [0 Active [ Very Active

8) Please checkall that apply:

OYour conditionis a result of an accident from employment
OYour conditionis a result of an auto accident

OYour conditionis a result of any other type of accident

01 have had this condition since birth



9) If your condition is the result of an accident or injury:

Date of accident/injury /

State where accident occurred

Description of accident

10) Have youreceived any orthotics or prosthetic device(s) within the past fiveyears? [0 Yes [ No
If so, please list item(s) and date.
11) Have youhad anamputation? [ Yes [ No
Location of Amputation: Date of Amputation:
Reason for Amputation:
12) List any knownallergies (including contact materials).
13) List any medications youare currently taking.

Medication Dosage Frequency
14) Please list all majorsurgeries and their dates.

Surgery Date of Surgery

15) Have youhad or do you have any of the following? Please checkall that apply.

[JAlcoholism [OHigh Blood Pressure OPacemaker/Defibrillator
OJAlzheimer’s or Dementia OHIV OParkinson’s Disease
[JAnxiety OInfections [JCurrently Pregnant
[JAsthma OlIntestinal Problems [OPsychiatric Problems
[OBrain Injury/TBI [OKidney Disease OPulmonary Disease (TB)
[JCancer [(dLiver Disease [ORheumatoid Arthritis
[dDepression [OMigraines [Seizure Disorders
[Diabetes Typel [JMRSA [JSkin Problems
[ODiabetes Typell ONeurological Problems [OStomach Problems
[OHearing Loss [JObesity OStroke/TIA/CVA
[OHeart Problems [JOsteoarthritis [OVascular Disease
OHepatitis A Bor C (please circle) | [10steoporosis OVision Problems

16) List any other conditions youfeel might affectyour treatment.




