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PATIENT INFORMATION

Date Referred by
Primary Care Physician City State
Name
. Fi
PATIENT Address - _ e
St Ci S Zij
INFORMATION  Billing address if different from above v .
Tetephone No.: Home: Work: Cell:
Age Date of Birth Sex Social Sec. No. Marital Status __
If Child: Fathers Name Mother's Name
Employer's Name Occupation
Spouse’s Name
Spouse’s Employer Name Occupation
Friend or Relative
in Oregon Name F!elationship
Not Living With You Address Telephone
Street City State Zip
AM.
Cauto [JOnthe Job [lOther Date Time PM. Work Time Lost? 1 Yes [] No
Details . :
IF ACCIDENT: I {What Happened) (Location)
PLEASE FILL Date Last Worked
OUTTHIS Are you represented by an attorney regarding your present medical complaint?
SECTION
If the problem for which you are seeing one of our doctors involves litigation, as may result from an
automobile accident or fire, be advised that we do not wait for payment until the litigation is settled, but we
will accept monthly payment on account.
INSURANCE Name DOB Relationship
INFORMATION Primary Ins. Co.
1.D. NO. Group No.
Address Employer
Secondary Ins. Co.
1.D.NO. Group No.
Address Employer

| hereby authorize the release of all medical information necessary to process claims and authorize my insurance company to make

payments directly to the Doctor. | understand and agree that | am perscnally responsible at the time of service for any balance on my

account regardless of insurance coverage. | understand and agree that | will be charged an annual finance charge of 18% for any un-

paid balances. | also authorize the relsase of medical information to my primary care physician for updating purposes. | have been of-
fered the Notice of Patients’ Rights and | consent to medical treatment by Greentree Orthopedics, P.C.

Signature

Date




CONFIOENTIAL MEDICAL HISTORY

Name Age Date

PAST MEDICAL HISTORY - If you have had any of these medical problems, please check them and write the
date you were first told you had the probtem:

Arthritis: Depression
Degenerative/Osteoarthritis Tuberculosis
Rheumatoid Stroke or Mini-stroke
Gout Thyroid disease
Other Eye, ear, nose or throat disease
Muscle injury or disorder —___Head injury/concussion
Nerve injury or disorder Seizures
Tendon injury or disorder High blood pressure
Back injury or pain Asthma '
Neck injury or pain Emphysema or chronic bronchitis
Diabetes Stomach ulcers
Cancer of any kind ___Liver disease or hepatitis
Anemia Kidney or liver problems
Alcoholism Prostate problems

List all surgeries you have had and give approximate dates:

Have you experienced an unfavorable reaction from any anesthesia, medical or surgical treatment?
Yes No if yes, please describe:

Any medical or surgical conditions other than those listed above?

MEDICATIONS - List all of the medication you take. Include aspirin, vitamins, laxatives, birth control
pilts, tranquilizers, pep pills, sleeping pitts, diet pills, etc. :

. MEDICINE DOSAGE HOW OFTEN?

ALLERGIES - List all allergies to medicines:




FAMILY HISTORY -

CONFIDENTIAL MEDICAL HISTORY

Living (age)  State of health Deceased (age) Cause of death

Father

Mother

Brothers

Sisters

Children

SOCIAL HISTORY -

How many hours per week do you work?

Married? Yes No

Educational level:

if yes, how long?

How much weekly?

Packs per day tor

Alcohol? Yes No
Cigarettes? Yos No
Street drugs? —Yas No Which ones?

Hobbies or recreational interests.

years.

Exercise performed on a regular bagis?

What kind of work do you or did you do?

Do you receive disability?

if so, for what?

Are you retired?




REVIEW OF SYSTEMS

Do you have at the present time any significant disturbance with the following:
(Please answer yes only if the symptoms, problem or complaint has been persistently annoying or
has resulted in a definite impairment of your state of well being)

Constitutional Symptoms
Generalized weakness or fatigue?
Recent weight gain?

Head, Eyes, Ears, Nose, Throat

Frequent or severe headaches?

Unusual mouth or teeth trouble?
rdiorespirator

Chest pains?

Become unduly short of breath

Develop swelling of the ankles?

Excessive sputum or phlegm?

Gastrointestinal
Yellow jaundice?
Dark tarry stools?
Persistent nausea and vomiting?

enitourinar

Frequent Urination?
Blood in urine?

Musculoskeletal
Pains in joints?
Back trouble?
Morning stiffness?
Muscle aching?

urologi

Weakness or paralysis?
Numbness?

Hematologic
History of blood transfusions?
Bleeding tendency?

Dermatologic
Unusual dark spots or pigmented areas?
Hypersensitivity to sunlight?

For Females Only

Breast lump, pain or discharges?
Could you be pregnant now?

Unexplained fever or chills?
Recent weight loss?

Eye injuries or infections?
Hoarseness or change of voice?

Irregular or rapid heart beat?

Have difficulty breathing when flat?
Chronic cough?

Coughing up blood?

Abdominal pains?
Red blood in stools?
Vomit Blood?

Painful urination?
Problems with erections (Males) ?

Leg pains on exercise?
Frequent or severe muscle cramps?
Joint swelling or redness?

Shakiness, tremor or nervousness?
Pins-and-Needle sensations?

Easy bruising?
Frequent infections?

Chronic rash or other skin problems?



ACKNOWLEDGMENT AND CONSENT

| understand that Greentree Orthopedics, P.C. (referred to below as “This Practice") will use and
disclose health information about me.

| understand that my heaith information may include information both created and received by the
practice, may be in the form of written or electronic records or spoken words, and may include
information about my health history, health status, symptoms, examinations, test results, diagnoses,
treatments, procedures, prescriptions, and similar types of health-related information.

| understand and agree that This Practice may use and disclose my health information in order to:

* make decisions about and plan for my care and treatment;

= refer to, consult with, coordinate among, and manage along with other health care providers
for my care and treatment,

» determine my eligibility for health plan or insurance coverage, and submit bills, claims and
other related information to insurance companies or others who may be responsible to pay
for some or all of my health care; and

« perform various office, administrative and business functions that support my physician's
efforts to provide me with, arrange and be reimbursed for quality, cost-effective health care.

| also understand that | have the right to receive and review a written description of how This
Practice will handle health information about me. This written description is known as a Notice of
Privacy Practices and describes the uses and disclosures of health information made and the
information practices followed by the employees, staff and other office personnel of This Practice,
and my rights regarding my health information.

| understand that the Notice of Privacy Practices may be revised from time to time, and that |

am entitled to receive a copy of any revised Notice of Privacy Practices. | also understand that a
copy or a summary of the most current version of This Practice’'s Notice of Privacy Practices in
effect will be posted in waiting/reception area.

| understand that | have the right to ask that some ar all of my health information not be used or
disclosed in the manner described in the Notice of Privacy Practices, and | understand that This
Practice is not required by law to agree to such requests.

By signing below, | agree that | have reviewed and understand the information above and that
I Lhave received a copy of the Notice of Privacy Practices.

By: Date:
{Patient)

-OR-

By: Date:
(Patient representative)

Description of Representative's Authority:

10/2002 Acknowledgment and Consent Form A
& Oregon Medical Association



