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New Patient / New Condition Form

NAME: DOB:

OCCUPATION:

Is the injury work related? O Yes O No Date:
Is injury a result of a car accident? O Yes O No Date:

Current work status: O Full time O Part time 0 Homemaker 0 Retired 00 Disabled O Not
Employed

PLEASE LIST SPORTS OR ACTIVITIES:

CHIEF COMPLAINT:O Foot O Ankle O Knee O Shoulder OEIbow OHip OLow back O Neck
SIDE: O Right O Left O Both

WHICH BEGAN ON: I/ (approximate date or state
duration) months/years

WHAT TYPE OF INJURY? O No Specific Injury O Non-Contact/Twisting Injury O Contact
injury

CURRENT LEVEL OF DISCOMFORT: 0 Mild O Moderate O Severe | Pain Level (1-10):__

THE DISCOMFORT IS: O Constant O Intermittent 0 Only With Activity O Sharp O Dull
AND: O Getting Better O Getting Worse 0 Unchanged

DO YOU HAVE ANY OF THE FOLLOWING SYMPTOMS (Check Any That Apply): O
Instability/Giving Way/Buckling O Dislocation O Clicking/Popping 0 Locking/Catching
OGrinding

O Stiffness O Pain at Rest O Night Pain O Electric/Shooting Pains 0 Swelling
ONumbness/Tingling

HAVE YOU EVER BEEN TREATED FOR THIS PROBLEM IN THE PAST: O Yes O No
IF YES, WHAT TREATMENTS HAVE YOU TRIED?

0 None 0 Ice O Heat O Activity Modification O Injections O Orthotics

O Cast O Rest O ER Visit O Physical Therapy 0 MRI O Cat_Scan [0 Bone Scan

0 EMG/Nerve Study

O Bracing (type) O Medications

DATE: Signature:




"1 St.Charles Orthopedics

PATIENT REGISTRATION
PATIENT NUMBER:

NAME (Last, First, M)

Referring Physician:

Referring MD Phone #:

Primary Physician Name #:

Primary Physician Phone #:

SEXMF

Date of Birth: Age:

SS #:.

Occupation:

Street Address:

City: State: Zip:

Mail Address (If Different):

City: State: Zip:

Phone#: Cell #:

E-Mail:

Marital Status:

Pharmacy:

Address:

Phone #:

Employer:

Spouse/Parent/Guardian Name:

Address:

Phone #:

Phone #:

Parents Employer: Mother:,

Phone #:

Father:
Allergies
Race Ethnicity.
IN CASE OF EMERGENCY CONTACT:
NAME:

PRIMARY INSURANCE:

Insurance Company:
Insurance Company Address:
Policy # . Group #:
PERSON RESPONSIBLE FOR ACCOUNT: Last:
Address:
Insured’s Employer:

Phone #:

Language

Phone #:

First:
State: Zip:

Relationship to Patient:
Phone #:

City:

State: Zip:
ID #:

Employer Address: Phone #:
Date of Birth:
OTHER INSURANCE
Insurance Company:
Insurance Company Address:
Insured Name: Last:
Address: City:

Employer: Business Phone:

FOR MEDICARE PATIENTS: IS THIS A MEDIGAP? YES: NO:

City:

SS#:

Policy #: Group #:

First: Relationship to Patient:

Phone #:

State: Zip:
Date of Birth:

SS #:

WAS THIS INJURY RELATED TO EMPLOYMENT, A MOTOR VEHICLE ACCIDENT, SCHOOL INJURY (OR OTHER
LIABILITY)

WHERE DID INJURY OCCUR? DESCRIBE CIRCUMSTANCES OF INJURY: (DATE, LOCATION, HOW DID IT HAPPEN?)

ARE YOU PURSUING LEGAL ACTION?

Assignment of Benefits: | irrevocably assign/authorize to St. Charles Orthopedics the following: a: all of my rights and benefits under Medicare or any
insurance contracts for payment of services rendered to me by him, b: all information regarding my benefits under any insurance policy relating to his claims to
be released to him, ¢ to file insurance claims on my behalf including Medigap, if applicable for services rendered to me, d: direct that all such payments go
directly to him, e: to act in my behalf and report any suspected violations of proper claims practices to the proper regulatory authorities, f: | authorize the
provider to release any information necessary to substantiate a claim. In the event my account goes to collection, | understand that | will be responsible for all
collection fees including costs of an attorney. Any questions | may have concerning this assignment of benefits has been explained to my full satisfaction, and |
understand its nature and effect.

PATIENT'S SIGNATURE (If minor, parent or guardian) DATE:
Checked By: Date:
Revised 11/5/15

(631) 474-6797 | StCharlesOrthopedics.com







