Orthopedic History

Name Referring Source: other treating physicians
What problem brings you to see us today?
When did this problem start?

What caused the problem to start?
Where did it happen?
What was the last day you worked? Occupation:
What happened after you were injured" Treatments (Circle or fill in the blanks all that apply to you):

Did you go to the / your: ER Doctor Chiropractor Have you had? X-ray MRI EMG CT scan Physical Therapy
Are you currently under the care of a pain management doctor? Y /N Name of doctor
Constant Pain Scale 1 2 34 56 7 8 9 10 Is there any? Numbness / Tlngllng

Does the pain interfere with? Work Sleep Mood

Have you ever injured this area before? Yes / no

Do you smoke? Y /N packs/day Do you drink alcohol? Y/ N Do you have a history of drug abuse? Y / N
Have you ever had any of the following problems?

Heart?  High Blood Pressure Murmur CHF Heart Attack Angina  Chest Pain Other

Lungs? Recent Cough/Cold Asthma Emphysema  Bronchis COPD SOB  Other

Nervous System? TIA Stroke Epilepsy Paralysis Muscle Weakness Retardation  Other

Endocrine? Kidney Diabetes Thyroid Other

Gastrointestinal? Ulcer Bleeding Heartburn Hepatitis  Cirrhosis  Other

Blood Disorder?  Sickle Cell Hemophilia Anemia Clotting Disorders-history of blood clots ~ Other

Other Conditions?  Serious systemic illness  Dizziness Depression Anxiety Glaucoma Bowel Bladder

Have you had a bone density scan? Y /N Are you currently being treated for osteoporosis? Y /N

Has your Mother, Father, or Grandparents had any? Heart Dz Stroke Diabetes Epilepsy Glaucoma BIood Disorder's Thyroid Kidney

Dz  Other

Drug Allergies? What happens when you take it? Previous operations / year
Latex Allergy YIN
Pharmacy:
(Blocks for office use only)
Prescribed Medication: Medications given from this office:
(doselfrequency)

Please make sure to include all
medications including over the
counter medication and blood
thinners you are on (ie-Coumadin,
Aspirin, Plavix)

Please Sign Date
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PATIENT INFORMATION

Name: (First) (Mi) (Last)

Home #: Cell #: Work #:

Mailing Address: Referring Source:

City, State, Zip:

Primary Physician: Address: Phone#:
Date of Birth: Age: __ Social Security #:

Sex: Male / Female Marital Status: SMW D Employed: Yes No Retired  Student: Yes No

Race: Language:

Employer & Address:

Preferred Pharmacy:

PRIMARY INSURANCE INFORMATION

Insurance Company: Insurance #:

Insured’s Name: Relation to Insured:
Insured’s Address: DOB:

SSN: ID#: Group#:

SECONDARY INSURANCE INFORMATION

Insurance Company: Insurance #:

Insured’s Name: Relation to Insured:
Insured’s Address: DOB:

SSN: ID#: Group#:

RESPONSIBLE PARTY

Name: Phone: DOB:

Address: City, State, Zip:




EMERGENCY CONTACT

Name: Phone:

Relation to Patient:

SIGNATURE: DATE:

AUTHORIZATION FOR DISCLOSURE

| hereby give Dedicated Orthopedics of East Texas, George L. DelLoach, D.O., permission to
release confidential medical information to my spouse, the following family members and/or
friends. | understand that the specific information to be released may include, but is not
limited to history, diagnosis and/or treatment of drug or alcohol abuse, mental/psychiatric
related ilinesses or communicable disease, including Human Immunodeficiency (HIV) and
Acquired Immune Deficiency Syndrome (AIDS).

NAME: RELATION:
NAME: RELATION:
NAME: RELATION:

SIGNATURE: DATE:




FINANCIAL AGREEMENT

| hereby assign, transfer, and set over to Big Thicket Orthopedics all my
rights, title, and interest to my medical reimbursement benefits under my
insurance policy. | authorize the release of any of my medical information
needed to determine these benefits. This authorization shall remain valid
until written notice given by me revoking said authorization. | understand |
am financially responsible for all charges whether or not they are covered

by insurance. Such as casting, splints, and_any material, or special
procedures that may not be covered by my insurance company. |

understand that George L. DeLoach, D.O. will, as a courtesy, file my
insurance. | understand that all co-pays, deductibles, ect.,
are due at the time of visit.

SIGNATURE:
DATE:




Dedicated Orthopedic Center
of East Texas

Acknowledgement of Notice of Privacy Practices

| have reviewed this office’s Notice of Privacy Practices, which
explains how my medical information will be used and disclosed. |
understand | am entitled to receive a copy of this document at any

time upon my request.

Signature of Patient/Personal Representative

Print name of Patient/Personal Representative

Date



