ATLANTIC COAST ORTHOPAEDIC SPECIALISTS, PLC


PATIENT INFORMATION:
Patient Name (Last, First): __________________________________________________________________________   Sex:   M   F
Mailing Address: __________________________________________  City: __________________ State: _______ Zip:   __________

Date of Birth: _________________    Age: ___________    Marital Status: S / M / D / W     Language: _________________________
Ethniticity:  White/Black/Hispanic/Other ____________________________        Social Security #:  ___________________________ 
Telephone:  Home: (____)__________ Work: (____)____________  Cell: (____)____________  Email:  _______________________  
Our office may leave a message:    _____ At home (voicemail)     _____ At office (with staff)     _____   On cell phone (voicemail) 
In emergency notify: _________________________________________________   Relationship: _____________________________

Home #: (____)_____________________        Work #: (____)____________________        Cell#: (____)_______________________

Responsible Party & Relationship to Patient:  _______________________________________________________________________      

Responsible Party Phone:       Home (____)________________    Work (____)________________     Cell (____)_________________


INSURANCE INFORMATION:
PRIMARY Insurance Company: __________________________________________  Policyholder: __________________________
Policyholder Birthdate:  ___________________________       Policyholder Social Security #: ________________________________

SECONDARY Insurance Company: _______________________________________   Policyholder:  _________________________
Policyholder Birthdate:  ____________________________      Policyholder Social Security #:  _______________________________


PRIMARY CARE PROVIDER AND PHARMACY:
Primary Care Physician: _____________________________________  Referred By:  ______________________________________ 

Pharmacy: ____________________________________________    Location: ____________________________________________

PRESENT PROBLEM:
Reason for today’s visit?: _______________________________________________________________________________________
When did you first develop this problem (how many months/weeks/years)? _______________________________________________

The problem is a result of :       
[image: image1]Car Accident  
[image: image2]Work Injury   
[image: image3]Sport Injury   
[image: image4]Slip & Fall   
[image: image5]Gradual Onset      Other_________  Injury Date:_____________ Workmen’s Comp contacted?  
[image: image6]Y  
[image: image7]N    Case Manager & Phone #:  _____________
Emergency Room:  
[image: image8]Y   
[image: image9]N      
[image: image10]Martha Jefferson      
[image: image11]UVA      Date of Visit:  ________________________________________

MRI:  
[image: image12]Y 
[image: image13] N    CT:  
[image: image14]Y  
[image: image15]N   Xray:  
[image: image16]Y  
[image: image17]N   EMG/Nerve Conduction Study:  
[image: image18]Y  
[image: image19]N

First time you’ve had this problem? 
[image: image20]Y  
[image: image21]N     Treated for this problem before?  
[image: image22]Y 
[image: image23]N
Height: ____________          Weight:  ______________       Your Blood Pressure is normally _____ High   _____ Normal  _____Low

PAST MEDICAL HISTORY:
Do you have (or have you ever had) any medical problems? 

[image: image24]No medical problems


[image: image25]Asthma

[image: image26]Bleeding Disorder

[image: image27]Cancer (Type___________)

[image: image28]Stroke

[image: image29]Fibromyalgia

[image: image30]High Blood Pressure

[image: image31]Lyme’s Disease

[image: image32]Kidney Disease

[image: image33]High Cholesterol

[image: image34]Hepatitis/HIV

[image: image35]Diabetes

[image: image36]Heart Disease

[image: image37]Blood Clot/DVT

[image: image38]Peptic Ulcers/GI Bleed

[image: image39]Rheumatoid Arthritis

[image: image40]Osteoporosis

[image: image41]Lung Disease        
    Heart Attack
    Other (please specify ____________________________)

PAST SURGICAL HISTORY:

Have you had any prior surgery?  If yes, please list an approximate date of when the surgery was performed.       No prior surgery  
    Orthopaedic Surgery
    Abdominal Surgery

   Back/neck Surgery
    Cardiac Bypass
    Cardiac Catheterization 
    Lung Surgery      
    
    

Other (specify) ___________________________________________________________________________________________
FAMILY HISTORY:
Has anyone in your immediate family had a history of any of the following?                                              No significant family history


[image: image42]Asthma         
    Bleeding Disorder
    Cancer (Type________)
    High Blood Pressure


[image: image43]Kidney Disease
    Heart Attack

[image: image44]High Cholesterol

[image: image45]Heart Disease



[image: image46]Gout

[image: image47]Rheumatoid Arthritis
 
[image: image48]Stroke

    Other (please specify ________________________________________________)

ALLERGIES:
Are you allergic to any medications and/or foods?          None     If yes, please list:  _________________________________________


MEDICATIONS:
Please list ALL medications and dosages you are currently taking (include over-the-counter medicines like Tylenol, Advil, etc):

If you have a list of your medicines, you may give it to the receptionist to copy                                            No Medications

_________________________________          _______________________________          _______________________________

_________________________________          _______________________________          _______________________________

_________________________________          _______________________________          _______________________________

SOCIAL HISTORY:
What is your occupation?  _________________________  Does your job involve:         Desk Work       Manual Labor      Standing

Do you or did you ever use any of the following?

                                             YES      NO

Cigarettes       
[image: image49]                                
[image: image50]       If yes, #of packs/day _____.  For how many years _____.  If quit, how long ago?  _____
Other Tobacco Forms                    
[image: image51]           If yes, please specify type and quantity ________________________
Alcohol                                  
[image: image52] 
[image: image53]       
[image: image54]    If yes, # of drinks per day or week  ___________________________ 

Other Drugs                           
[image: image55]        
[image: image56]       If yes, please specify  ______________________________________

REVIEW OF SYSTEMS:

Do you currently have a problem in any of the following areas.  Please circle each that apply:          None
Headaches/Numbness & Tingling/Bowel & Bladder Incontinence           Blurry Vision/Double Vision/Headache

Hearing Loss/Ringing in Ears/Sore Throat/Nose Bleed                             Chest Pain                                    Shortness of Breath/Cough            
Heart Burn/Constipation/Diarrhea 
                                                    Painful Urination                          Muscle Aches/Joint Pain/Morning Stiffness

Rashes/Lesions/Cuts/Bruises
                                                    Hallucinations/Depression            Fatigue/Excessive Sweating

Low Blood Count/Sickle Cell Anemia
                                                    Fever/Chills                                   Fracture
Please provide details on any item(s)checked:  ______________________________________________________________________
AUTHORIZATION AND PRIVACY POLICY
(ALL patients sign)

I authorize any holder of medical or other information about me to release to the Social Security Administration and Center for Medicare and Medicaid Services (CMS) or its intermediaries or carriers or any other carriers, third party or such, any information needed for this or a related Medicare and/or other insurance company claim.  I permit a copy of this authorization to be used in place of the original, and request payment of medical insurance benefits to Atlantic Coast Orthopaedic Specialists, PLC who accepts assignment.  I understand it is mandatory to notify the health care provider of any other party who may be responsible for paying for my treatment (Section 1128B of the Social Security Act and 31 U.S.C. 3801-3812 provides penalties for withholding this information).  Regulations pertaining to Medicare assignment of benefits also apply.  This applies further to any contracts and/or agreements with any other insurance entities.  I further understand if I fail to show for a scheduled appointment and have not given Atlantic Coast Orthopaedic Specialists, PLC at least 24 hours notice, this practice reserves the right to impose a $25.00 fee and discharge the patient.  In the event my account, including cancellation fee, is not paid in full within (90) days of the initial billing, I agree to pay all charges incurred including but not limited to a 35% collection fee, 33 1/3% attorney’s fees, (or $200.00 whichever is greater), regardless if suit is filed or not, as well as, all court costs and 18% annual interest on any unpaid balance from last date of service.  I also agree that any copayment and/or deductible will be paid at the time of service.  I further agree if my insurance denies payment to Atlantic Coast Orthopaedic Specialists, PLC, because I have not provided information within a set time frame, I am liable for all charges.  I agree to provide Atlantic Coast Orthopaedic Specialists with proper insurance and/or workmen’s compensation information at the time of service.  I understand that I am responsible for all charges incurred whether insurance has paid or not.  I authorize my employer to release all information regarding employment and salary verification.  I further understand there is a $35.00 fee for all returned checks. 

______________________________________________________________________________     Date:  ______________________

                                              Patient/Legal Guardian Signature 

MEDIGAP AUTHORIZATION

(for all Medicare Secondary policy patients and others with secondary insurance)

I authorize any holder of medical or other information about me, to release to any Medigap payor or other secondary insurance, as listed in my chart, any information needed for this or a related Medigap or other insurance claim.  I permit a copy of this authorization to be used in place of the original and request payment of medical insurance benefits to Atlantic Coast Orthopaedic Specialists, PLC.

______________________________________________________________________________     Date:  ______________________

We may release personal health information to the following individuals:

_________________________________________ (Relationship to patient)        ___________________________________ (Relationship to patient)

CONSENT TO THE USE AND DISCLOSURE OF HEALTH INFORMATION FOR 

TREATMENT, PAYMENT OR HEALTHCARE OPERATIONS

I understand that as part of my healthcare, this practice originates and maintains health records describing my health history, symptoms, examination and test results, diagnoses, treatment, and any plan for future care of treatment.  I understand that this information serves as:

· A basis for planning my care and treatment

· A means of communication among the many health professionals who contribute to my care

· A source of information for applying my diagnosis and surgical information to my bill

· A means by which a third-party payer can verify that services billed were actually provided, and

· A tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare professionals

I understand and have been provided with a Notice of Privacy Practices that provides a more complete description of information uses and disclosures.  I understand that I have the right to review the notice prior to signing this consent.  I understand that the organization reserves the right to change their notice and that I may contact this organization at any time, at 414 Albemarle Square, Charlottesville, VA 22901, to obtain a current copy of the Notice of Privacy Practices.  I understand that I have the right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment or healthcare operations and that the organization is not required to agree to the restrictions requested.  I understand that I may revoke this consent in writing, except to the extent that the organization has already taken action in reliance thereon.  

                                       
Patient Name:  __________________________________________________

                                       
Relationship to Patient:   __________________________________________

                                       
Signature:    ____________________________________________________

                                     

Date:  _________________________________________________________

