AMERICAN ORTHOPEDICS & SPORTS MEDICINE

Patient Information Form

TODAY’S DATE:                     /2009.    IF REFERRED BY A DOCTOR, WHAT IS THE DOCTOR’S NAME:                         
WERE YOU REFERRED BY A PHONE CALL FROM YOUR DOCTOR’S OFFICE:    □ YES     □ NO   

PATIENT INFORMATION





New Medical Record #               

Patient’s Name (Last):                                          (First)                                         (Middle)                                       
Date of Birth:                                Age:                    Driver's License # :                                                   State:                      

Social Security # :                                                                                 

Address:                                                                                                                                                                                   

City:                                                                                                                         State:                   Zip                                

Home Phone:                                                            Work Phone:                                                      

Cell Phone:                                                           
Own:           Rent:           How long at this address?                                                                            

□ Male     □ Female               

□ Married   □ Single     □ Widow(er)     □ Separated     □ Divorced
Employer:                                                                                                      Phone:                                                               

Address:                                                                                                                                                                                   

Patient Health Insurance Information – Patient or parent of patient to complete – required for billing
1.  Primary Health Insurance Company Name:                                                                                                                        


Policy Number:                                                         Group Number:                                                                    

Address of Insurance Company:                                                                                                                          

Name of Policy Holder as it appears on the health insurance card:                                                                 


Date of Birth of Policy Holder:                                              (Required by your Insurance Company)
             Is this health insurance policy still in effect?:  □ YES     □ NO 

If you have Blue Cross Blue Shield, is it? □ Network P      □ Network S  (Check your insurance card to be sure)
2.  Secondary Health Insurance Company Name:                                                                                                                   


Policy Number:                                                        Group Number:                                                                    


Address of Secondary Insurance Company:                                                                                                      

Name of Policy Holder as it appears on the health insurance card:                                                                 


Date of Birth of Policy Holder:                                               (Required by your Insurance Company)
Is this health insurance policy still in effect?:  □ YES     □ NO   
3.  Will Worker’s Compensation be paying for your medical bills?  □ YES     □ NO   

        If YES, Name of Worker’s Compensation Company:                                                                                              

        Address of Worker’s Compensation Company:                                                                                                      

        Phone Number of Worker’s Compensation Company:                                                     

 (Continued on next page)
NAME:                                                                     Medical Record #             
Today’s date:                            2009
NOTE:  Insurance plans we currently do not accept include Network S of Blue Cross Blue Shield and Windsor Health Insurance.     Please notify receptionist if you have these plans.  

Nearest Relative or Friend (NOT living with you)

Name:                                                                                                                                                                                       

Relationship:                                                                                                     Phone:                                                            

Spouse Information

Name:                                                                                                                                                                                       

Date of Birth:                                                                       Social Security # :                                                                         

Employer:                                                                                                         Work Phone:                                                   

Employer Address:                                                                                                                                                                   

IF THE PATIENT IS A MINOR (you may write in “Same as Above” if correct.


Father:                                                               Date of Birth:                                    Home Phone:                                       

Social Security Number of Father:                                         
Address:                                                                                                                                                                                   

Employer:                                                                                                                     Phone:                                                 

Address:                                                                                                                                                                                   

Mother:                                                               Date of Birth:                                    Home Phone:                                      

Social Security Number of Mother:                                         
Address:                                                                                                                                                                                   

Employer:                                                                                                                     Phone:                                                 

Address:                                                                                                                                                                                   

Nane of Gaurdian or Other-Relationship:                                          Date of Birth:                                    
Home Phone:                                                          Social Security Number of Gaurdian:                                         
Address:                                                                                                                                                                                   

Employer:                                                                                                                     Phone:                                                 

Address:                                                                                                                                                                                   

(continued on next page)
NAME:                                                                     Medical Record #                   Today’s date:                            2009
ALLERGIES: (Medications/Dyes/Food/Latex/Materials/Tape) and Type of Reaction:                                                      
SOCIAL HISTORY: Working now:  □ Yes   □ No       Most recent occupation:                                                                       

Disabled?  Yes               No              Reason why disabled?                                                                                               

Married:           Single:             Divorced:              Widowed:             Children/Ages/Sex:                                                         

Do you live alone? Yes            No            Who do you live with?                                                                                             

Smoking: Yes         No           Packs per Day            How Long            Quit/When                               Chew Tobacco           

Alcoholic Beverages: Never            Rarely           Occasionally            Daily                Alcoholic               Recovered       

Past/Present use of street drugs or drug abuse: Yes            No            If yes give details:                                                      

Do you exercise regularly? Yes            No            If yes, what type/how often:                                                                        

Please check if you use:  Cane                Walker             Crutches            Wheelchair               Stretcher        

Please check if you wear: Prosthesis                 Any Splints                    Braces                      Other           

FAMILY HISTORY: Parents/Grandparents/Siblings: Please list any medical problems. If deceased, please give cause of death:                                                                                                                                                                                        

Hereditary Illnesses:                                                                                                                                                               

Family History of Malignant Hyperthermia (extremely high temperature during anesthesia):  No   Yes

Psychiatric History(Please circle):     Any history of treatment:  No   Yes.        Admissions to a hospital: No   Yes. 

Suicide attempts:  No   Yes    If Yes, please give details:                                                                                                         

PAST MEDICAL HISTORY:  Please circle “Yes” if you have experienced, been treated for, or diagnosed with any of the following and explain below.  Please circle “NO” if you have not had any of these:

	No   Yes
	Headaches
	No   Yes
	High Blood Pressure
	No   Yes
	Bowel Problems

	No   Yes
	Fainting/Dizziness
	No   Yes
	Heart Problems
	No   Yes
	Stomach Problems

	No   Yes
	Seizures
	No   Yes
	Heart Attack
	No   Yes
	Ulcers 

	No   Yes
	Wear Glasses/Contacts
	No   Yes
	Chest Pain
	No   Yes
	Hiatal Hernia

	No   Yes
	Wear Hearing Aids
	No   Yes
	Blood Sugar/Diabetes
	No   Yes
	Gastric Reflux

	No   Yes
	Wear Dentures/Partials 
	No   Yes
	Liver Problems
	No   Yes
	Skin problems

	No   Yes
	Nose/Sinus Problems
	No   Yes
	Hepatitis
	No   Yes
	Cancer

	No   Yes
	Difficulty Swallowing
	No   Yes
	Cirrhosis
	No   Yes
	Mental/Nervous Problems

	No   Yes
	Thyroid Problems
	No   Yes
	Jaundice
	No   Yes
	RSD/Regional Pain Syndr

	No   Yes
	Swollen Lymph Nodes/gland
	No   Yes
	Kidney Problems
	No   Yes
	Depression

	No   Yes
	Breathing Problems
	No   Yes
	Anemia
	No   Yes
	Anxiety

	No   Yes
	Asthma/Wheezing
	No   Yes
	Blood Clots
	No   Yes
	Bipolar

	No   Yes
	Coughing up Mucus
	No   Yes
	Slow Clotting
	No   Yes
	Pregnant Now

	No   Yes
	Sleep Apnea
	No   Yes
	Sickle Cell Blood disease
	No   Yes
	Arthritis(Where:                 )

	No   Yes
	Infections
	No   Yes
	HIV+/- AIDS
	No   Yes
	Gout

	No   Yes
	Smoker’s cough
	No   Yes
	Venereal Disease
	No   Yes
	Pain clinic patient

	No   Yes
	COPD/Emphysema
	No   Yes
	Fractured Bones
	No   Yes
	Addiction(Alcohol/Drugs)

	No   Yes
	Stroke
	No   Yes
	Birth defects
	No   Yes
	Bladder Problems


List any other medical problems you have?:                                                                                                                            
Signature of Person Completing this Form:                                                                        Date:                                             

Reviewed by Dr. Larson:                                                                        Steven B. Larson, M.D.         Date:                                 2009

NAME:                                                                   Medical Record #                
  Today’s date:                              2009
Please list all MEDICINES, VITAMINS, OR FOOD SUPPLEMENTS that you are now taking. 

Past SURGICAL HISTORY (type/date):  □ None   □ Yes, if YES, please list surgeries and approximate date below.
Surgical complications:   □ NONE     □ YES, if YES, please explain:                                                                                       
Malignant Hyperthermia (extremely high temperature during anesthesia or surgery):   NO    YES

Have you or anyone in your immediate family had any problems with anesthesia, such as running a high
       temperature, difficulty breathing or waking up?                No              Yes

If yes, please give details                                                                                                                                                          
Medical Review of Body Systems:  Please circle NO or YES, if YES please list symptoms.

NO    YES   Eye Problems:                                                                                                                                                       

NO    YES   Ears, Nose, Mouth, Throat Problems:                                                                                                                   

NO    YES   Cardiovascular (Heart/Blood Vessel) Problems:                                                                                                   

NO    YES   Respiratory (Lung) Problems:                                                                                                                               

NO    YES   Gastrointestinal (Stomach, Bowels, Hemorrhoids) Problems:                                                                              

NO    YES   Genital/Urinary Problems:                                                                                                                                     

NO    YES   Muscular/Bone Problems:                                                                                                                                     

NO    YES   Skin Problems:                                                                                                                                                      

NO    YES   Neurological Problems:                                                                                                                                         

NO    YES   Psychiatric Problems:                                                                                                                                            

NO    YES   Blood/Lymphatic/Immunologic Problems:                                                                                                             

NO    YES   Constitutional (Fever/Tired/Weakness) Problems:                                                                                                

Height:                      Weight:                       If any changes in the last six months, please explain:

Previous Blood Transfusion:   No            Yes            If yes, when:                                                                                       

Any reaction/explain:                                                                                                                                                                

Date of: Last Tetanus Booster                   TB Test                  If female:  Last Menstrual Period Date                                   

Have you seen a physician(s) for the problem you are being treated for today?           No          Yes

If yes, name of physician(s):                                                                                                                                                     

When were you treated?                                                                                                                                                           

Who is your family physician (PCP):                                                          MD or Nurse Practioner or Physician Assistant 

PCP Telephone #:                                   Address or Town/City:                                                                                              

PCP Fax #                                            
Signature of Person Completing this Form:                                                                        Date:                                    /2009
Reviewed by Dr. Larson:                                                      Steven B. Larson, M.D.         Date:                                    /2009

AUTHORIZATION and AGREEMENT

PLEASE READ CAREFULLY BEFORE SIGNING.  As the patient or responsible party, I hereby consent to treatment.

PAYMENT IS EXPECTED AT THE TIME OF VISIT.  If you do not have insurance or it cannot be verified, you will be asked for payment at each office visit.  Any patient's balance older than 90 days may be turned over to a billing and/or collection company.  I understand I will be responsible for any interest billed or any collection / legal fees.

If you do have insurance, you will be asked for payment of DEDUCTIBLES, CO-PAYS, or any NON-COVERED SUPPLIES at the time of each visit.  YOU ARE RESPONSIBLE FOR OBTAINING ANY NECESSARY REFERRALS FROM YOU INSURANCE COMPANY FOR ANY OFFICE VISIT PRIOR TO YOUR APPOINTMENT.

In order for us to file you insurance for you, we must have a copy of all of your insurance cards.  I UNDERSTAND THAT IF I DO NOT PRESENT ALL OF MY INSURANCE CARDS AT THE TIME OF SERIVCE, MY CLAIMS WILL NOT BE FILED WITH THE INSURANCE COMPANY AND I AM RESPONSIBLE FOR PAYING COMPLETE CHARGES.

I understand you will file my charges with my insurance company; however, I am responsible for any and all non-contractual amounts above the usual and customary charges for any non-covered services and for any charges I did not obtain the necessary pre-certification my insurance company may require.

I authorize you to obtain my medical information electronically or by written request necessary to treat me for my medical complaints.  Below is a list of individuals who you may discuss any medical, financial or appointment information with:

Name:                                                                           Phone:                              Relationship:                                              

Name:                                                                           Phone:                              Relationship:                                              

Name:                                                                           Phone:                              Relationship:                                              


INSURANCE SIGNATURE ON FILE

I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS THE CLAIM(S).  i REQUEST PAYMENT OF MY MEDICARE BENEFITS OR ANY OTHER INSURANCE COMPANIES TO:

AMERICAN ORTHOPEDICS AND SPORTS MEDICINE

[ On Behalf of STEVEN B. LARSON, M.D. ]

740 Conference Drive, Suite 2

Goodlettsville, TN  37072

615-851-2673

Responsible Party Name (printed):                                                                                                                                      

Authorized responsible party signature:                                                                                                                             

Date Authorized:                                                  

· Everyone must read and sign the above Agreement before services are rendered.  If we are not on your insurance plan and you are responsible for payment of the services provided to you today, please sign below.  If you are seeing an out-of-network provider you may also be penalized for that reason by your insurance company.

Signature of Responsible Party:                                                                                                                                          

Medical Record #               
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