


Jimmy H. Conway, M.D. 
New Patient Information Form 

 
Name:       DOB:     SSN:      

Age:     Height:       Weight:      

Primary Care Physician Name and Phone Number:           

Referring Physician and Phone Number:            

Have you ever seen a Cardiologist? YES / NO   If yes, who:          

Reason for Today’s Visit:              

Injury? YES / NO Date of Injury?      Work related? YES / NO  Auto Accident? YES / NO 

Brief Description of Injury:             

               

MEDICATIONS AND ALLERGIES  

Please answer all questions 

 

MEDICATIONS List all medications you are currently taking: Prescription and over-the-counter medications (example: aspirin, antacids, 

sinus & allergy medications, etc)  

 I AM CURRENTLY NOT TAKING ANY MEDICATIONS 

Medication Name Dosage Frequency 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

 

PHARMACY List name and location of your preferred pharmacy to use when calling in prescriptions: 

 

Pharmacy:       Location / Phone#:      

ALLERGIES:  Please indicate if you have allergies to any of the following: 

 I have no known allergies. 

 

 Sulfa Drugs    Erythromycin    Adhesive Tape / Bandages 

 Codeine / Codeine Derivatives  Penicillin    Latex 

 Morphine Derivatives   Betadine / Iodine   Metal / Nickel 

 

Other Allergies Describe Reaction (e.g., hives, rash, itching, nausea, diarrhea, 
headaches, fainting, shortness of breath, shock, etc. ) 

  

  

  

  

 

Patient Signature               Date       



AUTHORIZATION FOR TREATMENT  

I hereby authorize the physician(s) in charge of the care of the patient of Oklahoma Sports Science & Orthopedics to administer 

treatment as may be deemed necessary or advisable in the diagnosis and treatment of this patient.  

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION   

I hereby authorize the physician(s) of Oklahoma Sports Science & Orthopedics to disclose any or all of the information in my 

medical records to any person, corporation or agency which is or may be liable for all or part of Oklahoma Sports Science & 

Orthopedics charge or who may be responsible in determining the necessity, appropriateness, amount or other matter to the 

physician's treatment or charge including, but not limited to, insurance companies, health maintenance organizations, preferred 

provider organizations, workers compensation carriers, welfare funds, the Social Security Administration, intermediaries or 

carriers. I understand that my medical records may contain information that indicates that I have a communicable disease 

which may include but is not limited to, disease such as hepatitis, syphilis, gonorrhea or the human immunodeficiency Virus, 

also known as acquired immune deficiency syndrome (AIDS). With this knowledge, I give my consent to release all of the 

information in my medical records, including any information concerning identity, and release Oklahoma Sports Science & 

Orthopedics, its agents and employees from liability in connection with the release of the information contained therein. 

 

    ASSIGNMENT OF INSURANCE BENEFITS 

 

I hereby authorize payment directly to my physician(s) of the medical insurance benefits otherwise payable to me for services 

rendered during my visit to Oklahoma Sports Science and Orthopedics. I understand that I am financially responsible for charges 

not covered by this assignment. 

 

I agree that, to the fullest extent permitted by law, we may remit all or a portion of any credit balances or other amounts due to 

you from us to any of our affiliates to whom you have a balance owing for fees, items or services. We will advise you of any 

payments we make on your behalf to our affiliates. 

 

    WAIVER OF RESPONSIBILITY OF VALUABLES  

 

I hereby release Oklahoma Sports Science and Orthopedics from any claim for responsibility or damages in the event of loss of my 

personal property, including, but not limited to, money and jewelry. 

 

I understand a photocopy of this document is as valid as the original. 

 

SIGNED ____________________________________________________ DATE ________________________________ 

 

OR________________________________________________________ 

 

___________________________________________________________  SIGNATURE________________________ 

 

 

NOTICE TO PATIENTS: information in your medical record that you have / may have a communicable or venereal disease is made confidential by 

law and cannot be released without your permission, except in limited circumstances, including release of persons who have had risk of 

exposures, release risk of exposures, release pursuant to an order of the court of the Department of Health, release among Healthcare Providers 

or release for statistical or epidemiological purposes. When such information is released, it cannot contain information from which you could be 

identified unless release of that identifying information is authorized by you, by the order of the court, or the department of health, or by law. 

POLICYHOLDER’S 

(PATIENT) 

(RESPONSIBLE PARTY OR NEAREST RELATIVE) 

(RELATIONSHIP TO PATIENT) 





Oklahoma Sports Science & Orthopedics 

 
 

FINANCIAL POLICY 
 

 

Thank you for choosing Oklahoma Sport Science & Orthopedics as your healthcare provider. At OSSO we are 

dedicated to providing the highest quality, most cost effective care. We specialize in Adult and Pediatric 

Orthopedics, Sports Medicine, Physical Medicine and Rehabilitation, Pain Management, Reconstructive and 

Orthopedics Spine Surgery and Hand Surgery. 

 

In addition to accepting traditional insurance plans and Medicare we are contracted with numerous Preferred 

Provider Organizations (PPO) and Health Maintenance Organizations (HMO). Because each plan is different and 

constantly updating  provider’s participation status, please check with your particular plan to make sure we are 

currently participating in your network. We ask that you assist us in maximizing your insurance coverage by 

cooperating fully with all referral, pre-authorization and pre-certification processes. Please be aware that all 

insurance carriers do not consider some services rendered a covered benefit. It is important that you are 

aware of your insurance policy provisions of coverage. 

 

Accurate, up to date information is the patient's responsibility; please notify our office of any changes in your 

insurance or personal billing information. Please bring to each appointment your current insurance card or any other 

information that is required by your insurance carrier. By maintaining updated information this ensures that your 

medical claims are filed correctly and prevents any unnecessary delays in processing your claim. 

 

Payment for all co-insurance, deductible, and non-covered services are due at the time of service unless 

special payment arrangements have been made. Payments can be made by cash, check, money order, Visa, 

Discover Card, American Express or MasterCard. In most cases we can arrange payment plans for patients who 

have financial concerns. Please notify our office at 692-3700 to make payment arrangements. Please be aware that 

charges for physical therapy, durable medical equipment, laboratory testing, anesthesia, hospital, ambulatory 

surgery facilities and some radiology services may be billed separately. 

 

If your injury was due to a motor vehicle accident you will be set up on a self-pay account for any charges incurred 

up to $500. If charges exceed $500, a claim will be filed with the third party insurance carrier. In order to file this 

claim, complete billing information will be requested from the patient. A lien may be filed with a third party in order 

to ensure payment to the physician. Please note that not all OSSO Physicians will accept third party/ MVA 

patients. 

 

There is a $35 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 any other invasive procedures that are scheduled at Community Hospital, Northwest 

Surgical Hospital or Community Hospital North, please be advised that your physician may have ownership in those 

facilities. If you wish, you may request another facility.  

 

Again thank you for allowing Oklahoma Sports Science and Orthopedics to participate in your care. 

 

Sincerely, 

OSSO Physicians and Staff 

--------------------------------------------------------------------------------------------------------------------- 
My signature below acknowledges receipts of this Financial Policy:  

 

 

Signed: ___________________________________________________________Date: _______________________ 

                 (Signature of person financially responsible for payment) 

 

 

Relationship if other than patient: __________________________________________________________________ 







 

 

DISCLOSURE OF PHYSICIAN ACKNOWLEDGEMENT 

NOTICE TO PATIENTS 
 

Please carefully review the information contained in this notice. 

 

This notice is to inform you that Dr. Jimmy Conway is a paid consultant for Lima Corporate, an 

Italian based Orthopedic company. Dr Conway uses the Lima SMR implants for his total 

shoulder arthroplasties and his reverse total shoulder arthroplasties.  

 

 

 

 

 

 

By signing this Disclosure of Physician Acknowledgement, you acknowledge that you 

understand the foregoing notice and hereby understand that your physician is a paid consultant 

for Lima Corporate. 

 

 

 

______________________________   _______________________________ 

Signature of Patient      Signature of Parent or Guardian  

(if applicable) 

 

______________________________   _______________________________ 

Print Name of Patient      Print Name of Parent or Guardian 

 

 

Dated:_________________________ 

 






