Today’s Date:

Last Name:
DOB: 7 /

Home #:

Age:

Home Address:

Circle One: Race:

Asian, African American, Hispanic, Indian, Latino, White
Other: (Specify)

’

Emergency Contact:

Home #:

Primary Care Physician:

Preferred Pharmacy:
Is this due to a Motor Vehicle Accident Y I N [
Is this a work related injury? Y O N [ Complete Below:

Southwest Orthopedic Associates

First Name:

Gender:  Male Female (Circle one)
Cell/Work (specify)#:

City: State: Zip:
SSN#:

Ethnicity: Hispanic or Latino, Non Hispanic or Latino
Refuse to Report (Circle one)

Marital Status: Married, Divorced, Widowed, Single
Relationship to Patient:

Cell/Work (specify)#:

Referring Physician:

Pharmacy Phone #:

Workers Compensation Information (If Applicable) IF THIS IS FILLED OUT — CHECK TO SEE IF WE HAVE THIS.

Date of Injury:

Adjuster Name:

Employer Contact Name:

Phit:

Ph#:

Claim #:
Insurance Information
Primary Insurance Carrier:

Employer Address:

Policy Holder’s SSN:
Policy Holder’s Employer:

Your Relationship to Insured:

Member ID#:
Secondary Insurance Carrier:

Group#:

Name on policy:

Policy Holder’s DOB:

Name on policy:

Policy Holder’s SSN:
Policy Holder’s Employer:

Your Relationship to Insured:

Member ID#:

Group#:

Policy Holder’s DOB:

With my signature below, | hereby acknowledge and authorize the following:
o Consent for treatment, administration of medications and performance of any procedures that may be considered

necessary or advisable.

I have completed the above information to the best of my abilities and all above information is true to the best of my knowledge.

Patient (or guardian) Signature:

Date:

PLEASE FILL OUT COMPLETELY

11/16



Patient Name:

Please list any known allergies and type of reaction:

Date of Birth:

Southwest Orthopedic Associates

O No known Allergies

Are you allergic to Latex: Y O N O

Past Medical History and Diagnosis:

O Food Allergies

[ None

Please mark any of the following symptoms that you are currently or chronically experiencing with a Yes or No:
Y | N | Cardiovascular Y | N | Endocrine Y | N | Hematologic/Lvmphatic Y | N | Neurological
ankle swelling always thirsty anemia fainting/blackouts
chest pain/ heart attack appetite increase/decrease bleeding problems poor coordination
high/low blood pressure sensitivity to heat/cold DVT/blood clots seizures
irregular heartbeat thyroid disease easy bruising stroke/paralysis
Y | N | Constitutional Symptoms diabetes lupus weakness
fatigue Y | N | Eves Y | N | Integumentary (Skin Y | N | Psychiatric
fever/chills vision loss cancer anxiety
recent weight gain wears glasses/contacts itching depression
recent weight loss Y | N | Gastrointestinal rash substance dependence
Y | N | Ear, Nose, Mouth, & Throat diarrhea skin-related problems trouble sleeping
dentures/bridges/braces heartburn/reflux Y | N | Musculoskeletal Y | N | Respiratory
hearing loss liver problems broken bones asthma
mouth lesions nausea/vomiting difficulty walking bloody cough
nose bleeds ulcers joint pain shortness of breath
ringing in ears Y | N | Genitourinary joint stiffness sputum in cough
sinus infections incontinence joint swelling waking up short of breath
kidney problems uses cane/walker/wheelchair
menaopausal
urinary infections

Family History: J No Known History

Age | Medical Problems

Father
Mother
Brother(s)
Sister(s)
Other

YONDO [fyes amount:
Y ONDO Ifyes what type:
Y O N O If yes what type:
Y LN O if yes amount:

[J Former [0 Never

Alcohol Use

lllegal Drug Use
Prescription Drug Abuse
Tobacco Use

Social Lifestyle:

PLEASE FILL OUT COMPLETELY
11/16



Southwest Orthopedic Associates

List of Medication and Dosage: Osee list provided by patient
List of Surgeries: [CISee list provided hy patient
Procedure Year

Have you had any past problems with anesthesia? YO N O
If yes please explain:

Height: Weight:
Dominant Hand: Right Left
Employment:

Chief Complaint
Reason for your visit today:

Date of Injury or when symptoms staried:

Please describe how the injury or problem occurred:

What treatments have you already tried:

I have completed the above information to the best of my abilities and all above information is true to the best of my
knowledge.
Patient (or guardian) Signature: Date:

PLEASE FILL OUT COMPLETELY 11/16






