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PATIENT INFORMATION











     Please print and answer all questions

        CHECK IN TIME:__________

Date: ______________________________

Patient name: ________________________________________________________________________________________________


Last name




First name




Middle name

Mailing address:  _____________________________________________________________________________________________



Street





Apt. #

City

State

Zip

Home phone: ______________________ Cell. phone: ____________ Age:  _____  Birthdate: _______________   (  Male  (  Female

Social Security No.  ____________________________Marital Status:  (  Single  (  Married  (  Widowed  (  Divorced  (  Separated

Employer:  __________________________________________  Phone: ________________Occupation/Dept ___________________

Spouse’s name:  ________________________________ Social Security No. ______________________  Birthdate:  ______________

Spouse’s employer:  __________________________________________________________   Phone:  ________________________

Person to contact in case of emergency (not at the same address) ____________________________ Relationship: _______________

Address _________________________________________________________________________ Phone: _____________________

                            
Street



City

State

Zip

IF PATIENT IS A MINOR– Please complete the following information:

Responsible parent’s name:  ________________________________________ Social Security No. ____________________________

Address:  ________________________________________________________________________ Phone: _____________________



Street
                           Apt #

City

State

Zip

Employer:  _______________________________________________________________________ Phone: _____________________

MEDICAL / INJURY INFORMATION

Condition being seen for today _____________________________________ ( Left  ( Right  ( Both  ( N/A       Injury:  ( Yes (  No

If yes, how did injury occur? _______________________________________ Date of injury: _______________ Location: __________

Referred by:  ( Doctor _________________________________________ Address: _______________________________________


        ( Self   ( Friend    ( Other: ________________________________________________________________________

INSURANCE INFORMATION

Name of primary insurance:__________________________________________________ Effective date: _______________________

Subscriber’s name: ________________________________________________________ Birthdate: ___________________________

ID# ___________________________________________________ Group # ______________________________________________

Name of second insurance: __________________________________________________ Group # ____________________________

Subscriber’s name: __________________________________ ID# ___________________________ Birthdate: __________________

                                                             ON THE JOB INJURY?    
(  Yes    (  No
(If yes, complete below)

Industrial claim number: ______________________________________ Date of injury: _____________________________________

Employer at the time of the injury: _____________________________________ Address: ___________________________________

Name of industrial carrier: ____________________________________________ Address: __________________________________

OFFICE POLICY ON THIRD PARTY CLAIMS

Our office will not wait for settlement on third party claims.  Payment arrangements are required for any balance more than 30 (thirty) days past due.

IF PATIENT BEING SEEN IS BROUGHT BY SOMEONE OTHER THAN THE PARENT OR GUARDIAN, PLEASE COMPLETE THE FOLLOWING:

Name:  _________________________________________________________________ Phone: __________________________________________

Divorced parents: It is the policy of this office that the parent accompanying the child for treatment will be responsible for all bills.  We do not bill the other parent.   

Authorization, assignment, and agreement:  I authorize my doctor to release information that may be necessary to request claim reimbursement from any source that I have submitted a claim for these services and assign benefits payable to my doctor.  I understand I am responsible for any charges that are not payable by the insurance company.  Charges 60 (sixty) days old are past due and will accrue a service charge of 1% per month     (per RCW 19.52).

Signature of patient or guardian: __________________________________________________ Patient name: ________________________________

PLEASE COMPLETE OTHER SIDE

MEDICAL INFORMATION AND HISTORY

Name of regular or family doctor: ________________________________________________ Phone: __________________________

List all medication allergies: _____________________________________________________________ ( No known allergies

List MEDICINES YOU ARE CURRENTLY TAKING: ________________________________________________________________      















( None
List previous operations: _______________________________________________________________________________________       ___________________________________________________________________ ( None    Height: _________ Weight: _________
DO YOU HAVE OR HAVE YOU EVER HAD:

1. Anemia or other blood disorder?
Yes  No

2. Prolonged bleeding due to a slight cut?
Yes  No



3. Kidney disease?
Yes  No

4. Diabetes?
Yes  No

5. Stomach or duodenal ulcer?
Yes  No

6. Liver disease?
Yes  No

7. Tuberculosis?
Yes  No

8. Emphysema?
Yes  No

9. Thyroid or parathyroid disease?
Yes  No

10. Heart trouble / Heart attack?
Yes  No      If yes, when? _________________________________
11. High blood pressure?
Yes  No

12. Stroke?
Yes  No

13. Shortness of breath on mild exertion?
Yes  No      If yes, why? __________________________________
14. Chest pain on mild exertion?
Yes  No

15. Asthma?
Yes  No
Hayfever?
Yes  No

16. Emotional problems or tension?
Yes  No     
If yes, anxiety or depression?            Yes  No
17. Psychiatric treatment? 
Yes  No     
If yes, bipolar or schizophrenia?        Yes  No
18. A tumor or abnormal growth?
Yes  No

19. Glaucoma?
Yes  No

20. Prostate disorders (if male)?
Yes  No

21. Gout?
Yes  No

22. Arthritis?
Yes  No

23. Epilepsy?
Yes  No

24. Other illnesses?  Specify _______________
Yes  No   
HIV or Hepatitis C/B?
Yes  No  
25. Do you smoke?
Yes  No

26. Do you drink alcoholic beverages?  
Yes  No
If yes, how many per week? ____

ARE YOU:
1. Presently being treated for any illness?

Yes  No

2. Aware of a change in your general health in the past year?
Yes No

3. Aware of any recent weight change?
Yes  No

4. (If female) Pregnant?
Yes  No

5. (If female) Taking birth control pills?
Yes  No

6. Taking cortisone of any kind?
Yes  No

7. Currently taking aspirin?
Yes  No

Have you seen any of our doctors before?  If yes, please check which one(s):

( Dr. Stogin (relocated)  ( Dr. Lang (relocated)  ( Dr. Hoover (ret.)  ( Dr. Mueller (ret.)  ( Dr. Bosch (ret.)  ( Dr. Wyman (relocated)
( Dr. Ozolin    ( Dr. Stewart     ( Dr. Gray     ( Dr. Jiganti     ( Dr. Krumins     ( Dr. Hassan     ( Dr. Kunkle     ( Dr. Yearian
________________________________________________________
________________________

Name of patient
Date

AUTHORIZATION TO OBTAIN HEALTH CARE INFORMATION

I hereby consent and authorize all doctors who have treated me and hospitals in which I have been a patient to disclose to Tacoma Orthopaedic Surgeons, Inc. information from my health care records.  I understand the specific type of information to be disclosed includes but is not limited to physician and consultation reports, clinic records, lab, x-ray, and other test results.  

I understand that my express consent is required to obtain any health care information relating to testing, diagnosis, and/or treatment for HIV (AIDS virus), sexually transmitted diseases, psychiatric disorders/mental health, or drug and/or alcohol use.  If I have been tested, diagnosed, or treated for HIV (AIDS virus), sexually transmitted disease, psychiatric disorders/mental health, or drug and/or alcohol use, Tacoma Orthopaedic Surgeons is specifically authorized to obtain all health care information relating to such diagnosis, testing, or treatment.

This authorization for disclosure of information is effective for one year.  This consent or photocopy of this authorization shall be as valid and effective as the original.

___________________________________________________________________


_______________________________

Signature of patient or patient’s authorized representative





Date signed

