Patient Name: DOB: . - Entered by: Audited:

Today’s date: .
Medical History Form
Review of Systems |
Are you experiencing any of the following symptoms?
General: Cardiovascular: Neurologic:
[} Chiils O Chest Pain 03 Headaches

0 Excessive Weight Gain/Loss

0 Sore Throat

O Difficulty Breathing on Exettion

O Back Pain

0 Meémory Loss

[l Fatigue O Palpitations (JSeizures
O Fever [ Swelling of Extremities O Syncope
0 Night Sweats J Tingling
" 1 Weakness O Tremor
0 Weakness
Skin: Gastrointestinal: Psychiatric:
[0 Discoloration. [0 Abdominal Pain [ Anxiety
(I Basy Bruising O Constipation [J Depression
0 Hives [ Diarrhea | 0 Trouble
O Jaundice [ Difficulty Swallowing Focusing
(] Rash (J Food Intolerance _
| 0. Nausea Endocrine:
HEENT; [ Vomiting [0 Excessive Thirst
0 Dizziness | [J High Blood
O Lightheadedness Genitourinary: Sugar
[T Visual Changes 0 Blood in Urine 0 Low Blood
O Hearing Problems O Frequency Sugar
O Ringing in the Ears 0 Groin Pain
(0 Postnasal Drainage 0 Incontinence Hematology:
0 Sinus Pressure 3 Pelvic Pain [0 Abnormal
O Snoring 00 Urgency Bleeding
O Hoarsehess 1 Enlarged.
Musculoskeletal: Lymph Nodes

Respiratory: 3 Joint Pain
0 Cough o O Muscle Pain
O Coughing Up Blood 0 Muscle Weakness
0 Shortness of Breath O Numbness
[0 Wheezing O Stiffness
" Past Medical History
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Patient Name: DOB; Entered by: - _Audited:

CURRENT MEDICATIONS: (Please include over the counter medication and food supp]ements )

Diug Name! Dose: How Often:
Drug Natne: ' __Dose: How Often:
Drug Name: Dose: How Often:
DrogName: = . Dose: | How Often: _
Drug Name: Dose: _ How Oftetx:
Drug Name: Dose: How Often;
Drug Name: _ Dose: _ How Often:
Drug Nameé: Dose: _ _ How Often:
Drug Name: | Dose: How Often:
Drug Name; Dosé: ___._ How Often:
Drug Name: ' Dose: How Often:
0 None ' '

Pregnancy and Birth
Date of Last Menstrual Period: Age of First Period: _
# of Days In Flow: _ #of Days Between Cycles:
Are you Menopausal O Yes 0O No Age at Onset Of Menopause;
# of Pregnancies: # of Live Births: # of Abortions # of Miscarriages
#of Living Children . |

Past Surgical History
Please check or list-all of the SURGERIES you liave had:
Type of Surgery _' Year

OAppendectomy
L3 Arthrascopy (joint)
0 Back Surgery or [1 Neck Surgery
DiCataract Surgery |
OCesarean Section-
DGallbladder Removal
(OHeart Surgery (Speclfy)
OHemorihoids
OHernia { Spec1fy)
OHysterectomy
O Knee Replacement or [ Hip Replacement
DMasteotomy or Lumpectomy (Specify)
CPolyp Removal (Colon)
OTonsillectomy or O Adenoidectomy
OTubal Ligation or O Va_s_e_c'tomy-
OPlastic Surgery (Specify) .
OOther (Spécify)
DOther (Specify)
OOther (Specify)
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P'at'icnt\_.Name:-

DOB:

Heart

{J Heart Attack

00 Heart Disease

{1 High Blood Pressute
O High Cholesterol

O Irregutar Heart Beat
O Atrial Fibrillation

[ Other

Lungs

0 Asthma

0 COPD

O Emphysema
0 Other

Dermatology

0 8kin Cancer

0 Acne

(1 Rash

Pgychiatric

0 Memory Loss/Confusion
O Anxiety

1 Depression

O Bipolar

Tobacco: 1 Never

O Current: Cigarettes O Yes ' No Amt:
Smokeless Tobacco [T Yes [ No Amit;

Stomach
0 Reflux

1 Heartburn

0 Ulcers

D Bleeding

6 Trtegular Bowel
0 Diverticulitis

O Liver Disease
[0 Hepatic Failure
O Other
Musculoskeleta]
0 Arthritis

[0 Gout

0 Broken Bones
0 Other

Urology

{J Kidney-Stones
O Prostate [ssues
O Other

Other

{0 Anemia

B Sinus & Allergy
U Other

Socia] History

Cigars [IYes O0.No Amt: # week

U Quit: Year last smoked

_ Amt: pck/day How man

Children: Secondhand smoke exposure? O Yes {1 No ‘
Alcohol uge:0] Yes 0 No _# drinks per day / week / accasional / social

Caffeine yse: O Yes O No
Seatbelt use: 0 Yes O No

Exercise: O Yes 0 No Times per week:

Ocecupation: .

Type of exercise:

Entered by: Audited;

Endogrine

O Diabetes Type I -

O Diabetes Type II

O Gestational Diabetes
[ Thyroid

(1 Other

Neurglogic

O Stroke

00 Headache
O Migraine. -
0 Dementia

[0 Endometriosis
0O HPV '

{1 Cancet: List What Type

pek/day Has been smoking for?
per day

y years did you smoke?

# drinks per day / week / occasionl / social

Have you ever used street drugs: [1 Yes (1 No Which cnes: [J Marijuana 0 IV drugs: 0 Cocaine

00 Amphetamines (1 Heroin O Downers O Inhalants [J oflier :

Are you still using: O Yes [ No Which ones:

Are you sexually active (inl the last year)? O Yes U No [ Never

If yes check all thatapply: O 1 Partner [ Multiple Partner U Male Partner(s) ) Female Partricr(s)

0 5 or More Partners in your Lifetime

Which birth gontrol do you use? 0'None O Condoms [J The Pill D Vasectomy/Tubal O Other,

Is there concern for your safety? [ Yes [ No O Emotional O Physical .0 Sexual Abuse
Family History
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Patient Nane:

Have any of your famiily methbers had any of the following problems?

O Alcoholism

0 Asthma

[1 Breast Caricet
0 Colon Cancer
[1 Depression

0 Diabetes

0 Elevated Lipids
0 Heart Aftack

0J Heart Disease:
O High Blood Pressure
0 Lung Cancer

0 Migraines

0 Osteoporosis

B Ovarian Cancer
0 Prostate Cancer
1 Skin Cancer

0 Stroke

0 Thyroid Disesase
O Utérine Cancer
0 Other Cancer

[J Other Diagnosis

0O Other Mental [llness |

List all ALLERGIES to any medications and the reactions: 0 No Known Drug Allergies

O Father
O Father
O Father

0O Father

O Father
(1 Father
O Father
0 Father
O Father
0] Father
O Father
[ Father
O Father
[ Father
0 Father
0. Father
0 Father
O Father
O Father
() Father
O Father

O Father

DOB; |

00 Mother
0 Mother
1 Mother
O Mather
1 Mother
0 Mother
[ Mothet
0 Mother
[J Mother
1 Mother
{0 Mother
0 Mother
0 Mother
(1 Mother

O Mother

{0 Mother
0 Mother

0 Mother

0 Mother
1 Mother
0 Mother
O Mother

0 Sibling
(O Sibling
[ Sibling
0 Sibling
O Sibling

O Sibling

0 Sibling
O Sibling
0 Sibling

0O Sibling

{J Sibling
G Sibling

0 Sibling

O Sibling
O Sibling
[ Sibling
0 Sibling
O Sibling
O Sibling
D Sibling
O Sibling

0. Sibling

- Entered by;

O Gther

Audited:

0 Other

0 Other

O Other

[0 Other._

3 Other

O Other

0 Other

0 Other

0 Other

0] Other

0 Other

] Other

0 Other

O Other.

{J Other

0 Other

0 Other

0 Other

‘00 Other

O Other

00 -Other

.Me_di_ca,tioﬁ

Reaction

IMMUNIZATIONS:
Hepatitis A:

(List Dates)

Hepatitis B:

Td- Adult Tetanus Toxoid:

Influenza:

Pneumovax:

PPD — Tybeiculin Skin Test (Include Results):

Gardasil (HPV):

Zostavax:
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Patient Name: | DOB: Entered by; _ Audited:

Have you had any orthepedic complaints resulting in radiology procédures in the last year?

(ex: Xray, MRI, CT scan)

Radiology Proceduré

Year

Health Maintenance

Date of last Mammogram: (mo/yr) Date of last Bone Density: (mo/yr)
Date-of last Colonoscopy: (mo/yr) '
(Diabetic Patients) Date of last Eye Exam; {(mo/yr) Where:
FOR WOMEN: Date of last Pap Smear: (mo/yr) '
(mo/yr)

FOR MEN: Date of Last PSA level drawn (Prostate Cancer Screenitig):

Please provide first & last names of all other physicians that you currently see and their specialty:

“What is your preferred pharmacy (Please include name and phone rumber and/or lo cation):

What is yout preferred mail order pharmécy (Pledse include hame and phone number):
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§ : X .
' BEALTHCARE NETWORK

EDMOND
16168 Kelly Edmond Oklakioma 73013 » (405) 330-0032.« FAX (405) 715-8808

N]:W PA"] ILN”I [NPORMA F[ON

(J"ft wese Print - Fill i Al Blouks)
EIRBT

PATIENT'S LEBAL NANE: LAST

MIDDLE INITIAL | SEX; ‘BIRTH DATE:

SOGIAL SECURITY NG.: MARITAL STATUS! Q Single O/ Manriod | SPOUSES NAME: RACE:

Q1 Widowed O Divoreed 0 Separated:

PAYIENT'S ADCRESS;

-REFERRING PHYSICIAN; ETHNICITY:
cITYy: STATE: ZIP CODE: - Are Yﬁu:- o Employed ' u FliII-Timc Studenl FHEFEHRED LﬁN_GUﬁ_GE:
__ _ _ _ O Part-Time Stydent. O Retired ’
HOME PHONE; WORK PHONE: CELL PHONE!
( } i } ( )

' :IINSUF'IA'NCE INFOHMATION'- - We will need a copy of lhe !nsurance Card in order to file a claim..

Name of the Piimary Insurance Ccmpany

Narna of tha Parson ‘who carries e !nsu'ran'c_:e-F'oHcy

Relationship®to Patlent

A Carrlars DOB - : : ‘Carriers SSi

Carrlars Employer ' !

Secondary Insurance

Carrler Name Felationship to Patient

Not arilors DOB Catriors 3
Appllcable O Carrlers DOB - . - Carrlers SS#

‘Carrlers Employer

EMPLOYMENT INFOHMATION

Patlant’s Employsr
.Insured Employer.

i the patient is- 8 minar, p!ease list both parsnts names angd amployer o
‘Mother. . Employst  Phit.
Father Emp_loyer
NEXT-OF-KiN INFOHMATION C e
.NEAREST RELATIVE (GR FRIEND, NOT sous:s) NOT LVING WITH YOou!
HOME FHONE: ) S 'RELATIONSRIP TO-THE FATIENT: '
{ }

THIRD PARTY BILLING

Is Ybur.-lnjury Work Related?
Is This.Injury Dus To'An Accident?

Y} ves ' 0 Mo

I Your Injury 1§ MVA Related Have You Obtainicd an A‘cc_i’dent' Repori? Q Yes 0 we

1 Authorize the BELEASE of any ‘MEDICAL INFOHMAT!ON if noécessary to fife Insurance Claim.,
1 Authorize PAYMENT OF MEDICAL BENEFITS to the undersigned phybrcian or supplier for services rendered,

laccept respensibility for full payment on'my account,
) ucknuwledge and agree that | have received a. cnpy of the TPG Privacy Notice.

Signature Daie

Form 462




Chart No.

Oklahoma Sports Science & Orthopedics

Authorization to Release Information via Phone/F amily/Friends

Patient Name: - § _ o DOB:

I hereby authonze confidential communications from the physicians or staff of OSSO regarding my health,
care, treatments, appointments, prescriptions; ete.... to be received at any of the numbets given below, I _
authorize the staff to leave | messages. on the voicemail or with the individual who-answers the phone at any of

the below numbers.

Home Phone; Work Phone: __cell Phone:

Email Address;

I authorize the following individuals to call the office on my behalf to verify the status of appomtments,
treatment plan, medications, and account Informatlon These individuals may-also pick up prescriptions and/or

samples that I havc requested:.

Name: _ _  Relation;
' Naine; | : Relation;
Name: . | Relation:,
Name: __ . _ | _ | | ‘Relation:

Tunderstand this :authorizati'c‘)n_ will remain in effect until I revoke the authorization in writing,

Patient Signature = ' R o Date

OSSO STAFF ONLY:

Documented by:

Initials ~  Date




Informed consent: I,

Oklahoma Sports Science & Orthopaedics

The pain you are experiencing may be improved, but not eliminated, with the use
of narcotic pain medication,

Once pain medications are prescribed you will be required to have.regular ofﬁce
visits to assess your pain status, Your medications will not be phoned in.should
you be unable to keep these appointments. -

This office fills pain medicatioss for surgical patients only. They are not filled
indefinitely. After a period of time your doctor will taper your medications for
discontinuation. If discontinuation is not posmble or you are riot a surgical
candidate you will be referred for long-térm pain management, |

Your treating physician is to be the only physician who prescribes narcotic pain
meédications to.you.

It is your responsibility to iiotify us of any other physician who is prescribing narcotic
pain medications to you. Itis also your rcsponsxbihty to inform other physicians that Wc
are prescribing and rnanagmg you narcotic pain miedications.

Individuals must be aware that “ doctor shopping * is viewed as narcotic drug seekmg
‘behavior and is not tolerated. Should this type of behavior oceur, your narcotic pain
medications will notbe refilled and you will be dismissed as a patient.

Excessiveg calls rcquestmg painmedications or an inctease inthe dose or

frequency of your pain medications is viewed as drug seeking behavior and is not
tolerated, You will be asked tomake an appointment to see the doctor before any
changes are made,

Pain medication refill requests are taken and called in MONDAY thiu FRIDAY from
8:30 am t0 3:30 pm ONLY. PRESCRIPTION REFILLS ARE NOT TAKEN OR
CALLED IN ON SATURDAY, SUNDAY, HOLIDAYS, OR AFTER HOURS FOR
ANYREASON. We guarantee prescription rofills will be processed within 48 hours of
the request,. -

Federal and state law carefully regulates dispensed or written prescriptions for
narcotic medications, Forging or altering a narcotic preseription, or distributing
medications o others of their use or formoney, is a crime. Such behavioris not toler-
“ated, Youwill be dismissed asa patient and be reported to the DEA, Police and FDA.,
Lost, stolen, or misplaced prescriptions or medications ARE NEVER

REPLACED- NO EXEPTIONS. Your medications and prescriptions are your
responsxbihty E )

Narcotic pain medications may cause sedation and dizziness. You should not
drive arr automobile nor operate any machinery when taking medications.

, liavé been

informed and clearly understand the above listed issues regarding the treatment of
pain with narcotic pain medications. I understand that this agreement will be filed
in my chart as a part of my permanent medical record:

Si_gn‘a_t'ui;.e'

- Pate .

Form 21w




|

OXklahoma Sports Science & Orthopaedics
A:division of The Physicians’ Group

Financial Policy

Thank you for choosing “Oklahoma Sports Science & Orthopaedics” as your healthcare provider:
Ar OSSO we.are dedicated to providing the highest quality, most cost effective care specializing in
Adult & Pediatric: Orthopedics, Sports Medicine, Running Injuries, Physical Medicine and
Rehabilitation, Pain Management, Reconsiructive & Orthopedic Spine Surgery and Hand Surgery.

In additional to accepting traditional insurance plans and Medicare we are contracted with numerous, Proferred Provider
Organizations (PPO) ahd Health Maintenance Organizations (HMO), Because each plan is different and constantly
updating providers participation status, pleasé check with your particular plan to make sure we are crrently participating
in your network., ‘We ask that you assist ussn maximizing your insurance covetage by cooperating fully in all referral,
~ prior-authorization .and pre-certification processes. Please beiaware that all insurance carriers do not
consider some services reridered a covered benefit, It is important that you are aware of your
insurance policy provisions of coverage, ' R

Accurate, up to date information is the patient’s responsibility; please notify our oﬁicq of any changes in.your insurance
or personal billing information, Please bring to each sppointment your currént insurance card, or any other Information
that is required by your insurance carrier, By maintzining updated information this ensures that your medical claims are
fiied correctly and prevents any unnecessary delays in processing your claim.
Payment for all co-inisurance; deductible; and non-covered services are due at the time of service unless special
payment arrangements have been made. 'Payments ¢an be niade by cash, check, money-order, Visa, Discover Card,
American Express or MasterCard, We do have a peymént plan for patients whio have financial concerns, Please notify our
office at 692:3700 to make payment arrangements, Please be aware that charges for physical therapy, du-
rable medical equipment, laboratory testing, anesthesia, hospital, ambulatory surgery facilities
and some radiology services may be billed separately.. .

If your injury was dug to.a Motor Vehicle Accident you will be set up.on a self-pay account for any charges incurred up
o $500.00. 1f charges exceed $500.00, & claim will be filed with the third party insurance carrier. In order to file this
claim, compléte billirig information will be requested from the patient. A lien may be filed with the third party in order to
‘enisure payiient to the Physician, Please note that not all OSSO Physicians will accept third party/

MYA patients.

Theré is 2 $35.00 charge for any FMLA, disability or accidental form completed, This charge
is applicable per form completed:and is payable prior to completion.

If you require surgery or other Invasive procedures and are scheduled at Community Ho‘spit'al at Saints North or North-
west Surgical Hospital, please be advised that your physician may have ownership in those facilities. If youwish, you
may request another facility.

Again, thank you forallowing Ok_lahom@ -S_qut_s-S_qienqe & Qrthopaedics to participate in your care.

Sincersly, '
O8S0 Physicians & Staff

My signature below acknowledges receipt of this Financiat Policy:

Signad: : __Date

(Siguature :'q'f person ﬁﬁhﬁcihlly respongible for payment}

Relationship if ather than patient:.

qum‘ 2




AUTHORIZATION FOR TREATMENT

| hereby mihonige the Physicings) in ehirge of ihe vitpe of the patient of OkTahothe Qrhopedie & Spons Seience Physivisns” 1o
ulmmmuu Wentmen as sy be deemyld neyessary. o advigable incthe dingogis undd rreatinent of this pritient,

AUTHORIZATION FOR R_-EI,_IE}\SE QF MEDICAL INFORMATION

Pherehy autharize ihe plasivion{®) o Oklohoema ()nhupuilc & bpull'i Seience Physi¢inng l disclose any or oll of the mlurmnlmn
1 by esiend recards 1o WP RESON, corparalion or dgeney which is prinny be Hable foral or et of ORluliema Ortlmpedw
'Hpnm Svieieg Ihysivipus' -.-Iun;,u or win muy e rdspongible oy d\.iurmmmu the: n-.(.-.awity. .1])|Jrupr|mum\ amant o nlhcr matter
the phisiciin’s eaiidnt ur charge inetiding. bt ol imited 1o, ingioanee companivs, health msintennnge arganizations, preferred
pravider urganizalions, workers comipinsation varsiers. wellure funds, die Sogiul Séeur ity Adminigirion or its imermedinries or
vurtivrs. EUNDERSTANT THAT MY MEDICAL RECORDS MAY CONTAIN. INFORMATION THAT INDICATES
THAT lh\\ B A COMNMUNTICABLE DISEASE WIHCH MAY INCLURE BUT I8 NOT LIMIUTED T0, DISEASE SUCH
AS HERNVITIS, SYPLULIS, GONORRMEA OR THEAHIMAN IMMUNODEFICIENCY VIRUS.ALSO K\‘OWN AS
ACQUURED IMMUNE DEFICTENCY SYNDROME (A1DS), Wil this knowledge, | give my eansent 1o the rele: wse.ol alf
informsation inne imedical eevords, Anelucking wny information coneerning. dentity, ond releuse. Oklthume Orthopedie & Spons’
Seicies Physicians® i ety ind {1 employees from Hubility in connection with.the relebisé of the informmijon gominined thergin, -

ASSIGNMENT OF INSURANCE BENEFITS

I hgreby nwtherize puymeni dircetly o my physicians) of lh-.' medient insurance benetity otherwise: pdyuhh, o me forservices
rendered chieing my visicat Oklnhomn Grihopedic & Spors Seience !’hv.su.mns T understand [am financially fesponsible for
eintrges nol covered by {Im assigment. . '

Yol agree b o the futlest vsteat permitted by Iuw we ity remit all or s postion ol uny ereulit balunces or ether smounts due o you
[remivus i any ofeueafilisies (o whain ytou huve sny biltinee owing for-fees, flems o SCTVILCE, We will ndvise you.ofany payments
wo ke oy your behall i our alTiiiates,

: _ WAIVER QOF RESPONSIBILITY OF VALUABLES
Fhereby relesse Oklalioms Orthupedid & Sparts Seienée Physicians fromany u"lnin*l'['ur'-i'éspd_n.-:ihIli_ty.m' dnmages inthe event

df loss nlmy property, inctuding money wx! joweiry,

Lunderstand i pliotocopy o fthis docunient s as sntid as the original,

STGNED - DATE
- (PATTENT) '

S  WITNESS
OR | e TO SIGNATURE
’ ANEAREST RELATIVEOR ST
RESPONSTBLEPARTYY: .
E’O:LICYH OLDERS -
SIGNATURE

nunxno#mﬂv?ovhnwﬁn

NOTICR TO PATIENTS: Infurmution in your medical -recard thid you h.wek’n‘my havie fcdmmamicible orvenereal distase is maden
Cconfidenibal By law and eannot be wlcu\ctl avithastt your permission, exeept in- timiled circumstadees, including reledse of persons.
wh v had pisk exposures, Felease pursuant to an viley of e court af the Dept, ol Tlenkh, relonse wnong heulth enre providers or
Fefense Fov stristivulor epidemivlogieal purposes, When such information is velénsed, iCennnol eantain infarmiation from which-you
vl e ideified onless relense of ihat identilying mlomaitdon is suhmrized by Yo, lw an rder af the court, or the Depariment ol

tleulth, e by Tivwd, * Feipin 101




ABCXEYIEINRF W3 Umpry e .
BP! Physicians, LLC - |
. ACKNOWLEDGEMENT OF RECEIPT OF

NOTICE OF PRIVACY PRACTICES -

I ackxowledgs thit T have been provided with the Notice of Privacy Practices (“Notice”): |

o . TheNotice tells me how The Physi¢ians’ Group, LLC or HPI Physiciass, LLC, a3 applicable (the
“Practice”), will use protected health informatior for the purposes of treatment, payment for treatment, and

health caré operations. ) _ o

T iotos orplain I more detall Fow tho Practics may useand Share prote

other than treatment, payment, and health care operations. . =

' The Pra_cﬁc'el Willf also use and share protested health Information as permitied or required by law. '

e IfIam apatient réceiving health servioos s thie Practice, ] consent to the Practice using and disclosing my

tained inmy treatinent records maintained by the Practice for the purposes.

protected health information contained it :
. detailed In the Practice’s Notice of Privacy Practices. _ -

ed el {RIOTHRAtion foF

Patisxt’s Name (print):

Patiort's Dats of Birthi: __° .
Iy eifbar the patient or by the patient's personal representative, -

patient’s personal representative, pléase provide a copy of the dociment namrg the
do a doscription ofthe porsanal reprosentative’s authority to act on behalf of the

Thi;.'forn_lv_niy's_t'be-s_llgnc
If thls form is sigied by the
peronal representative and provi
patlmt;__. _ .

Date:

Stgtature of Patimt or. Patient’s Persoi;‘nl Repregentative

Current Contact Information for Patient or Pensons] Representative siguing this form:

‘Neme (print):
Address:
Telephone Number:
Bmall;
1 _atte_cfgptéd to obtain m.'sig_:;'lattira of the paticat or thepatient’s parsomal ropresentative.on this_.AGRgUWigdg'lne_nt bu did not besause; '

It was émergenoy treatment.
T oould notcoriirmuricate with the pationt,
The patient rafused to-slgn, .
The patlent was unablo to sign beoayse

Qther: N N

"

Sigrature Practice Stalf Member: Date ~

Title: _ .
This form shoutd he'pl_a'_qe_d'in the-pat_ient"s-medicnl record,




