CENTRAL VIRGINIA ORTHOPEDICS & SPORTS MEDICINE, P.C.

WWW.CVOSM.NET

501 Park Hill Drive





   

     608 Garrisonville Road, Suite 102

Fredericksburg, VA  22401







     Stafford, VA  22554

Phone:  540-372-6737 Fax:  540-372-3510




                     Phone:  540-659-4555 Fax:  540-659-7447

PATIENT INFORMATION:
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RESPONSIBLE PARTY /INSURANCE POLICY HOLDER
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Do you have a Primary Care Physician? Name _________________________________________________

Address___________________________________________Phone:_________________________________

**A primary care physician is required for any patient that has MEDICARE**

Who referred you to our office? _________________________________________  Date of Injury _________________________

CENTRAL VIRGINIA ORTHOPEDICS & SPORTS MEDICINE, P.C.

WWW.CVOSM.NET

MEDICAL HISTORY

Are you allergic to, or have adverse reactions to any MEDICATIONS?  Yes       No

If yes, please use the following codes under “TYPE OF REACTION” R=rash, C=choking, N=nausea, O=other

          DRUG NAME

TYPE OF REACTION

1.  __________________
____________________

2.  __________________       ____________________

3.  __________________
____________________

CURRENT MEDICATIONS:  Are you taking any medications?  YES

NO  (if yes, please list)

        MEDICATION
   
   DOSE
 FREQUENCY    
1.  ___________________
__________
______________

2.  ___________________
__________
______________

3.  ___________________
__________
______________

PAST SURGERIES:  Have you had any past surgeries and dates?  YES
NO  (if yes, please list)

(Examples:  Left knee replacement, C-section etc)

1.  ______________________________/Date__________
2.  ______________________/Date___________

3.  ______________________________/Date__________
4.  ______________________/Date___________

Medical History:
NONE (circle if applicable)

Cataracts

Cancer


Heart Attack

Blood transfusion

Diabetes

Glaucoma

Colitis


High BP

Blood Clots


Ulcer

Seizures

Pulmonary Emboli
Low BP

Asthma



Kidney Disease

Stroke


Angina


Rheumatic fever
Tuberculosis


Arthritis

Anemia


Heart Surgery

Gout


Trouble breathing

Phlebitis

Bleeding tendency
Heart Catherization

If applicable, ARE YOU PREGNANT?  YES

NO

Are you right handed/left handed?  R
       L

WEIGHT ____________lbs

HEIGHT ____________inches

TODAY’S VISIT QUESTIONNAIRE

Which part of the BODY will be examined today? __________________________________________________

Was there an injury to trauma to this area?  Yes
No 
INJURY DATE:______________________________

If yes, please describe how it occurred:____________________________________________________________

Did this injury occur at WORK? 
YES
NO

If no injury, when did symptoms begin?___________________Describe the pain:______________(dull, sharp, numb)

How severe is your pain? (0= No pain, 10= Severe) ___________ 

What makes it worse?_________________________________

What makes it better? _________________________________

Has another physician treated you for this injury? 
YES

NO 

If yes, who was the treating physician and where were you seen? Dr.____________________________

Location_____________________________ (ex. ER, Urgent care, PCP)

Were X-rays, MRI or bone scans taken?____________________

NOTICE OF PRIVACY PRACTICES

The office of Central Virginia Orthopaedics & Sports Medicine maintains protocols to ensure the security and confidentiality of your personal information.  We have physical security in our building, passwords to protect databases, compliance audits and virus/intrusion detection software.  Within our practice, access to your information is limited to those who need it to perform their jobs.

A NOTICE OF PRIVACY POLICIES BROCHURE will be given to every new patient at the time of his or her initial visit.  You have a right to:

Inspect and obtain a copy of your health record as provided by state law.

Amend your health record as provided by state law.

Obtain an accounting of disclosures of your health information as provided by state law.

Request confidential communications of your health information and restrict certain uses and disclosures of your health information ( we are not required by law to agree to a requested restriction).

Central Virginia Orthopaedics & Sports Medicine is permitted to use or disclose health information without the individual’s written authorization in certain circumstances.  Two examples would be for public health requirements or court orders.

Central Virginia Orthopaedics & Sports Medicine will not make any other use or disclosure of a patient’s protected health information without the individual’s written authorization.  Such authorization may be revoked at any time.  Revocation must be in writing.

If you have any questions and would like additional information, contact our privacy officer at 540-372-6737.  If you believe your privacy rights have been violated, you can file a complaint with the privacy officer by phone or in writing at Central Virginia Orthopaedics & Sports Medicine, Privacy Officer, 501 Park Hill Drive, Fredericksburg, Va  22401.  No retaliatory action will be made against any individual who submits or conveys a complaint of suspected or actual non-compliance of the privacy standards. 

CENTRAL VIRGINIA ORTHOPAEDICS & SPORTS MEDICINE, P.C.

Patient Name ______________________ Date of Birth _____________ SS# _______________

Authorization to treat: I hereby grant permission to the physicians and staff of Central Virginia Orthopaedics & Sports Medicine, P.C. to perform any necessary procedures to treat the medical condition(s) for which I am seeking assistance.  I understand that, except in any emergency situation, the staff will discuss with me my treatment options and that I will have the opportunity to accept or refuse specific treatments at that time.

Authorization to release information: I hereby authorize any holder of medical information about me sent to my insurance carrier, sponsoring agency, Social Security Administration and its intermediaries or carriers, when relevant, any such information that is requested by them needed for the processing of insurance benefit claims.  I HAVE BEEN PRESENTED WITH A COPY OF THE NOTICE OF PRIVACY PRACTICES AS DISCLOSED BY LAW, OUTLINING MY RIGHTS REGARDING MY HEALTH INFORMATION.

Assignment of benefits:  I certify that the information I have given is correct.  I hereby authorize payment to Central Virginia Orthopaedics & Sports Medicine, P.C. of the benefits payable to me and to my physician(s).  In applying for payment under Title XVIII of the Social Security Act, I request payment of authorized benefits be made on my behalf to those who accept this assignment.  Even though Central Virginia Orthopaedics & Sports Medicine, P.C. accepts assignment of insurance company payments, insurance carriers occasionally send payment checks to the patient for services rendered by the physician.  I agree to forward any such payments I receive to Central Virginia Orthopaedics & Sports Medicine, P.C. as soon as I receive them.

Charges for services: The charges for the Central Virginia Orthopaedics & Sports Medicine, P.C. are for the physician’s professional fees and services.  These charges do not include Surgery Center or hospital facility fees.  The facility will be billed separately by the facility.

Payment for services: As a courtesy to you, we will file claims with your insurance company.  Monthly statements are mailed to patients only if they are responsible for some portion of the bill.  Patients who have no insurance coverage should be aware that payment for service is due on the day you are seen.  A discount will be given for full payment on the day of your visit.  We accept payment by Visa, MasterCard, Discover, cash and check.
Patient responsibility for payment: I understand that my insurance coverage is a contract between my insurance carrier and me, NOT between the insurance carrier and Central Virginia Orthopaedics & Sports Medicine, P.C.  Ultimately, all fees are my responsibility.  Should timely payments not be made on my account, I authorize Central Virginia Orthopaedics & Sports Medicine, P.C. to retain the services of an attorney or collection agency to assist with the collection.  Any expenses incurred by Central Virginia Orthopaedics & Sports Medicine, P.C. for such action shall become an additional liability for which I assume responsibility.  There will be a $25.00 charge for returned checks

___________________________________________    _______________________________

            Patient or Parent/Guardian Signature


           
        Date

******Please make sure we have an updated copy of your insurance card(s)******

AUTHORIZATION FORM FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION

In order for Central Virginia Orthopaedics & Sports Medicine to disclose Protected Health Information to someone other than you, you must complete this authorization.

__________________________________________                ______________________

Name of Patient  (Please Print)




Date of Birth

I authorize Central Virginia Orthopaedics & Sports Medicine to disclose information  on my health care to the following person (s)

(  )
Spouse________________________________

(  )
Other  (please identify) 


_______________________________________


_______________________________________


_______________________________________


_______________________________________

This authorization is valid until:


(  )  _________________________date/event


(  )  One year from date I sign this form


(  )   Indefinitely

(  )
At this time, I do not want my personal health information disclosed to anyone
I have the right to revoke this form at any time by submitting a cancellation authorization in writing to Central Virginia Orthopaedics & Sports Medicine.

_____________________________________________Date______________________

Your signature
SSN#__________________________ Date of Birth _____/_____/_____  Age ________   Sex     M    F


Full LEGAL Name _____________________________________________________________________________


PHYSICAL Street Address (REQUIRED)__________________________________________________________


City/ State /Zip code ____________________________________________________________________________


Mailing address (P.O. Box) if different than above ___________________________________________________


Home Phone ________________________ Work phone _______________________ Cell phone ______________


Employer ______________________________________________________________________________________


Address___________________________City_________________State _______ Zip Code ___________________


Employer Phone ___________________________________ Occupation __________________________________


Email address _________________________________________________________________________________


MARITAL STATUS:  MARRIED     SINGLE    DIVORCED   WIDOWED   SEPARATED  OTHER








RESPONSIBLE PARTY RELATIONSHIP TO PATIENT: 


(circle)   MOTHER  	FATHER 	GUARDIAN	 SPOUSE            SELF              OTHER ____________________


RESPONSIBLE PARTY Full LEGAL Name ________________________________________________________


SSN#__________________________ Date of Birth _____/_____/_____  Age ________   Sex     M    F


PHYSICAL Street Address (IF DIFFERENT THAN ABOVE)_________________________________________________


City/ State /Zip code ____________________________________________________________________________


Mailing address (P.O. Box) if different than above ___________________________________________________


Home Phone ________________________ Work phone _______________________ Cell phone ______________


Employer _____________________________________________________________________________________


Address___________________________City_________________State _______ Zip Code ___________________


Employer Phone ___________________________________ Occupation __________________________________


INSURANCE:	PRIMARY  IF Medicare, WHICH STATE DID YOU OBTAIN COVERAGE?______________


RELATIONSHIP:  MOTHER    FATHER   SPOUSE   SELF   GUARDIAN


Name of Policy Holder ____________________________________________SSN#___________________


Policy holder DOB__________________ 


Policy holder ADDRESS______________________________________STATE ____________Zip code________


Policy holder Home Phone Number _________________________


Employer Name________________________________________________________________


Address ____________________________________________ Phone number _________________


INSURANCE:	SECONDARY  RELATIONSHIP:  MOTHER    FATHER   SPOUSE   SELF   GUARDIAN


Name of Policy Holder ____________________________________________SSN#___________________


Policy holder DOB__________________


Policy holder ADDRESS_______________________________________STATE ____________Zip code________


Policy holder Home Phone Number _________________________


Employer Name________________________________________________________________


Address ____________________________________________ Phone number _________________














