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Ref. No: G 174304095

Orthopaedic Initial History Survey

Date:

Patient Name (Please Print)

Patient Signature

Age

Who requested that you visit this office?

Chart# Provider:

M F Height Weight/

Doctor (Name)

Did you bring x-rays? Y N

Self-Referral Attorney

BP

Temp.

/

/H W

Pulse

What is the main reason for this visit? Pain Numbness Weakness Other (Chief Complaint)

What body part is involved?

Neck

Back

Shoulder

Arm

Elbow

Wrist

Hand

Finger

Pelvis

Hip

Knee

Ankle

Foot

Toe

(Location)

R
L

R
L

R
L

R
L

R
L

R
L

R
L

R
L

R
L

R
L

R
L

R
L
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How long has this problem been present? Days Weeks Months

Check the box which best fits how your problem started. Then answer the one question below the box you
checked.

Use as much space to the right as needed.

NO INJURY (Onset was:

INJURY - (NOT AUTO OR WORK)

INJURYA T WORK

WORK RELATED - (BUT NO INJURY)

AUTOA CCIDENT

Why do you think it started?

Date

Date

Date

Date

Gradual or Sudden)

, Where and How did it happen?

, Where and How did it happen?

, How did your job cause this problem?

, Where and Howw as your car hit?

ANSWER:

Please check the box below which best describes your problem:

The pain is

Severity

What is the quality ofthepain?

Are thereassociated symptoms?

Since my problem started, it is:

Does your pain wake you from sleep?

What makes your symptoms worse?

Which make you feel better?

What medications have you taken or been prescribed for this problem?

Check which treatments you have tried: Injection

Constant Comes and goes (Intermittent)

of pain Mild Moderate Severe Extremely Severe

Sharp Dull Stabbing Throbbing Aching Burning Other

Swelling Numbness Weakness

Getting better Getting worse Unchanged

Yes No

Activity Exercise Work Other

Rest Heat Ice Elevation Other

Y N Brace Y N Therapy Y N Cane/Crutch Y N

(Duration)

(Severity)

(Quality)

(Assoc Symp)

(Context)

(Timing)

(Modify)

(Modify)

(Modify)

(Modify)
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Ref. No: G 174304096

Patient Name:
Date Of Birth:
Chart Number:

List Current Medications You Are Taking:
Please provide the MG and Dosage information for each medication

List Any Current Allergies:

Patient’s Signature:

MEDICATION AND ALLERGY LIST

Date:

PRPROOFOOF

Ref. No: G 174304097

5838 Harbour View Blvd, Suit 100, Suffolk, VA 23435 (757) 673-5680
3300 High Street, Portsmouth, VA 23707 (757) 673-5680

2012 Meade Parkway ~ Suffolk, VA 23434 ~ (757) 673-5680

Workers Compensation Program
Injury/Work Status Report

WorkersRestrictions

No lifting great than lbs.

No prolonged standing or sitting

No squatting, kneeling, or crawling

No use of stairs

Sedentary (desk type) work

No use of Right/Left:

Limited use of Right/Left:

Right/Left:

No pushing or pulling

No Bending and/or stooping

No climbing of ladders

No overhead work

No use of gun/weapon

arm

arm

hand

hand

leg

leg

eye

Leg use only

Judgment may be impaired because of injury or medication. No operating of, or proximity to, dangerous machinery or equipment.

Hand use only

(For example, avoid dangerous heights, operation of forklift, or motor vehicle)

Faxed to:

Limit total hours worked daily to

Other restrictions

Physician Name

Signature Date

Name

Fax #

Date Faxed

Patient/Employee Name

Initials

Employer

Employee was treated for:

Physician

Diagnosis

Social Security #

Fax #

Initial Visit Follow-Up Visit

Employee may return to work:

Full Duty: Effective Date

Modified Duty (see restrictions below) from

Off work from

to

to

Comments:

Follow-up Visit Discharged

Ref. No: G 174304098

WRITTEN ACKNOWLEDGMENT FORM

THIS NOTICE IS OF JANUARY 1, 2010, AND APPLIES TO Person’s Orthopaedic Sports
Medicine & Joint Replacement Center

Our Notice of Privacy Practicesprovides information about how we may use and disclose medical
information about you. As provided in our notice, the terms of our notice may change. If we
change our notice, you may request a revised copy.

Patient Signature

Date

Authorized Representative of Patient

Relationship to Patient

Date

PRPROOFOOF

Ref. No: G 174304093

Patient’s Name:

Home Telephone:

Address:

City:

Date of birth:

Race:

Preferred Language:

Patient’s SSN:

Emergency contact:

Phone number:

Primary insurance:

Work Telephone: Cell Telephone:

State: Zip:

Age: Sex: M F Marital status:

Ethnicity: Hispanic or Latino Not Hispanic or Latino

Relationship:

Last First MI

Policy ID #:

Policyholder DOB:

Secondary insurance:

Policy ID #:

Policyholder DOB:

Work related:    Yes     No         Date of injury:_____________

Policyholder:

Relationship to patient:

Policyholder SSN:

Policyholder:

Relationship to patient: 

Policyholder SSN:

Patient/Guarrdian signature Date

   NOTICE OF PRIVACY PRACTICES

BILLING INFORMATION

PATIENT REGISTRATION

I, (Please print patient name) have been provided a
copy of the Medical Practice’s Notice of Privacy Practices.

I have had an opportunity to read the Notice of Privacy Practices.

I understand that I may ask questions to the Medical Practice if I do not understand any
information contained in the Notice of Privacy Practices.

This is an authorization for treatment.

2) ARE YOU ALLERGIC TO ANY MEDICATIONS?

PRPROOFOOF

Ref. No: G 174304099

REVIEW OF SYSTEMS: Do you have now, or have you ever had, any of the following health problems?

1)  M/S • Have you had a prior problem with this same Orthopaedic condition in the past?

• Have you had prior Back Pain Joint Swelling Prior Fracture Arthritis

Y N If yes, please list

3) ARE YOU A DIABETIC? Y N TREATMENT:N Insulin Oral Meds Diet None

(Please check any that apply, or mark None)

4)   CON

5)   EYE

6)   ENT

7)   CV

8)   RS

9)   GI

10) GU

11) SK

12) NEU

13) PSY

14) HEM

Weight Loss

Glasses

Hearing Loss

High Blood pressure

Asthma

Stomach Ulcer

Pain with Urination

Skin Ulcers

Seizures

Depression

Easy Bleeding

Loss of Appetite

Contacts

Hoarseness

Heart Attack

Cough

Hepatitis Blood in Stool

Blood in Urine Kidney Disease

Rash Lumps

Stroke Balance Problem Headaches

Double Vision Cataract

Nervousness Sleep Disorder

Easy Bruising Anemia

Fever Cancer

Ringing in Ears

Blood Clots

Pneumonia Short of Breath TB

PAST MEDICAL HISTORY

WHAT MEDICATIONS DO YOU TAKE? None Please list with dosage:

ARE YOU TAKING,OR HAVE YOU EVER TAKEN, BLOOD THINNERS?

PAST HOSPITALIZATIONS (Not for surgery)

PAST SURGICAL HISTORY: What operations have you had? When?

None

None

Y N Ify es, (type)

Have you ever had a reaction to anesthesia? Y N

FAMILY HISTORY: Have any direct relatives had any of the following disorders? if so, which relative?

Any direct relative with the same Orthopaedic condition you are being seen for today?

Diabetes Y N High Blood Pressure Y N Y N Y NHeart disease Arthritis

SOCIAL HISTORY:

Do you use tobacco?

Marital History:

Occupation:

Are you currently working?

Y N Packs per day Y NAlcohol use? How often? Daily Other /week

Student Employer:

Y N If no, how long have you been off work?

M S D W How many people live with you?

For Office Use Only

Reviewed for completeness by

Reviewed by MD

Date

Date

/

/

/

/

Reviewed MD

Reviewed MD

Date

Date

Explain Details/Comments

Y N (explain below)

Y N

YearNone

/

/

/

/

Ref. No: G 174304092

OUR FINANCIAL POLICY

Thank you for selecting Persons Orthopedic Sports Medicine & Joint Replacement Center as your health care provider.

In an effort to keep your patient information as current as possible, we ask that you present your insurance card at each visit and

notify us as soon as possible of any changes in your insurance coverage, address and/or telephone numbers. Co-Payments and

Deductibles are due at the time of service. We accept Cash, Checks or Credit Card.

PARTICIPATION
We participate with most HMO’s, PPO’s and other health insurance plans. Each insurance plan has unique rules and
regulations that must be followed by patients and physicians. Please familiarize yourself with the particular benefits and rules of your
healthcare plan.

NON-PARTICIPATION
If your insurance plan is one with which we are not a participating provider, you will be responsible for payment in full at time of
service. In the event your insurance company pays our office directly, we will refund the payment to you as soon as possible.

REFERRALS
Certain health insurance plans require that you obtain a referral from your Primary Care Physician before visiting a specialist’s office.
It is the patient’s responsibility to acquire this referral. Alternative payment arrangements or rescheduling of your appointment may be
necessary if proper authorization is not obtained.

WORKERS COMPENSATION
We require approval/authorization by your employer and/or worker’s compensation carrier prior to your initial visit. If your claim is
denied, you will be responsible for payment in full. If you have health insurance, we request that you provide us with the information
and a copy of your insurance card in the event that workers compensation denies your claim.

SELF PAY
Payment in full is expected at time of service.

RETURNED CHECK FEE
We charge a $25.00 fee for all returned checks.

NO SHOW CANCELLATION POLICY
A no-show cancellation policy has been established to ensure all patients timely and efficient availability to our providers.W e reserve
the right to charge our patients a $25.00 charge for failure to attend an appointment without contacting our office in advance to cancel
or reschedule your appointment.Your insurance company will not be held responsible for this charge.

FINANCIAL AGREEMENT

I have read, understand and agree to this financial policy. I understand that I am financially responsible for all charges incurred by me for
services rendered by Persons Orthopaedic Sports Medicine & Joint Replacement Center, whether or not these services are covered
by insurance, including all costs incurred to collect delinquent charges, as well as collection agency and attorney’s fees of 33 1/3%.

Signature of Patient/Guarantor Date

***********************************************************************************************************************

ASSIGNMENT OF BENEFITS/AUTHORIZATION TO RELEASE MEDICAL RECORDS

I authorize the release of any medical or other information necessary to process this claim. I authorize payment of medical benefits to
Persons Orthopedic Sports Medicine & Joint Replacement Center.

Signature of Patient/Guarantor Date


