
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

PRPROOFOOF

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

R
L

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)

PRPROOFOOF

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.

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.

Patient Signature

Date

Authorized Representative of Patient

Relationship to Patient

Date

PRPROOFOOF

This is an authorization for treatment.

EMAIL ADDRESS:_______________@______.com


