	ABOUT YOU, OUR PATIENT
	

	NAME:


	Social Security # (opt):
	PATIENT’S EMPLOYER:
	WORK PHONE:

	Address:
	Address:



	City:


	State:
	Zip:
	City:
	State:
	Zip:



	I am:  Male  Female   
	Date of Birth:
	Age:
	Emergency Contact:
	Relationship:

	Home Phone#:
	Cell Phone#:
	Address:
	City:



	Patient is:  Single   Married   STUDENT   Child
	State:
	Zip:
	Phone #



	Referring Physician:


	 aLLERGIES:

 

	dO YOU WANT INFORMATION SENT TO YOUR Primary Care Physician?      yES        nO 
Name of pRIMARY cARE pHYSICIAN:


	Nature of Injury

(   )  WORKER’S COMP
(   )  AUTO/MOTORCYCLE

(   )  RECREATIONAL

(   )  HOME

(   )  SCHOOL

(   )  OTHER _______________


	date of injury OR onset of pain:
Part of Body involved:

(EX: l ankle, r elbow)

Please describe problem and how this occurred:




	PERSONAL INSURANCE



	PRIMARY INSURANCE COMPANY:


	SECONDARY INSURANCE COMPANY:

	IDENTIFICATION NUMBER:


	GROUP #:
	IDENTIFICATION NUMBER:
	GROUP #:

	POLICY HOLDER’S NAME:
	DOB:
	POLICY HOLDER’S NAME:
	DOB:




THIS IS NOT AN AUTHORIZATION TO RELEASE MEDICAL RECORDS

MEDICAL AUTHORIZATION
I hereby authorize  Orthopaedic and Sports Medicine Center to furnish information to insurance carriers/Medicare/Medicaid concerning my illness and treatment and I assign to the physicians all payments for medical services rendered to myself or my dependents, regardless of custody arrangements.

Accounts are due and payable monthly as treatment progresses, regardless of legal insurance coverage.

____________________________________________________    __________

SIGNATURE OF PATIENT(OR PARENT IF MINOR)           DATE

[image: image1.wmf] 
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1600 Charles Place, Manhattan, Kansas  66502

 



HEALTH HISTORY QUESTIONNAIRE                        DATE: _________________

Name _________________________________________________________ Date of Birth _______________________  Ht. _____  Wt. _____  
Reason for visit _______________________________________________________________________________________________________

Occupation __________________________________________Full time/Part Time _______________ Marital Status _________________
Primary Cary Physician: _______________________________________________________________________________________________

Please list any prescription and/or non-prescription medications you are currently taking, including vitamins, nutritional supplements, oral contraceptives, pain relievers, diuretics, laxatives, and cold medications?

Name of Medication


      Dose
       Name of Medication

              Dose
_________________________________________   ______________    _________________________________________    ______________

_________________________________________   ______________    _________________________________________    ______________

_________________________________________   ______________    _________________________________________    ______________

_________________________________________   ______________    _________________________________________    ______________

_________________________________________   ______________    _________________________________________    ______________

Do you use any street drugs or herbal-type substance?  Yes_____  No_____  _____________________________________________

Have you taken steroid or cortisone-type drugs within the last year?   
Yes ___  No ___
Have you had a Bone Mineral Density?
Yes ___  No ___
Do you Exercise?    


Yes ___  No ___

Please list medications to which you had hives, skin rash, breathing problems or other allergic reactions? 

Name of Medicine


    Describe Allergic Reaction

________________________________________   ___________________________________________________________________________

________________________________________   ___________________________________________________________________________

List medications, other than those you are allergic to, you would prefer not to take due to prior unpleasant side-effects: ______________________________________________________________________________________________________________________
Have you had an allergic reaction to:


Shellfish/Seafood
           Yes ___  No ___

  Feathers/Eggs        Yes ___  No ___


Iodine or X-Ray contrast dye     Yes ___  No ___
    
  Latex or Rubber     Yes ___  No ___


Bee or wasp stings                      Yes ___  No ___

  Adhesive tape       Yes ___  No ___

List any food allergies or intolerances: ___________________________________________________________________ None ________

______________________________________________________________________________________________________________________

List any current special diet:   __________________________________________________________________________________________

Review of Systems
DO YOU HAVE OR HAVE YOU EVER HAD

Any problems with your HEART or CIRCULATION?


          Any problems with your LUNGS or BREATHING?

Heart Murmur


Yes___ No___


          Shortness of breath at rest?

Yes___ No___

Heart Attack


Yes___ No___


          Shortness of breath on exertion?
Yes___ No___
Irregular heartbeat

Yes___ No___


          Asthma



Yes___ No___
Chest pain


Yes___ No___


          Pneumonia


Yes___ No___
Heart failure


Yes___ No___


          Bronchitis
       

              Yes___ No___
Swelling of hands/feet

Yes___ No___


          Emphysema


Yes___ No___
Heart valve problems

Yes___ No___


          Frequent cough


Yes___ No___
High blood pressure

Yes___ No___


          Do you cough up anything? 
Yes___ No___
Varicose veins


Yes___ No___


          Do you require oxygen therapy?
Yes___ No___

Cholesterol


Yes___ No___


          Sleep apnea


Yes___ No___
Blood Clots


Yes___ No___


          Seasonal allergies


Yes___ No___    
Stroke



Yes___ No___

Explain___________________________________________

          Explain__________________________________________

__________________________________________________

          _________________________________________________

Any problems with your MUSCLES or BONES?


          Any of the following: 

Neck/Back injury

Yes___ No___


          Glaucoma


Yes___ No___

Arthritis



Yes___ No___


          Cataracts



Yes___ No___

Fractures


Yes___ No___

      
          Syphilis/Gonorrhea


Yes___ No___

Fractures


Yes___ No___


          Herpes



Yes___ No___

Bursitis



Yes___ No___


          Hysterectomy


Yes___ No___
Tendonitis


Yes___ No___


          Are you pregnant?


Yes___ No___ 
                                      Explain___________________________________________

          # of Pregnancies______     
      # of Live Births______









          Last Menstrual Period_____________________________
__________________________________________________ 

          Explain___________________________________________









          _________________________________________________

Any problems with your NERVOUS SYSTEM? 


           Any problems with your KIDNEYS or BLADDER?

Seizures/Epilepsy

Yes___ No___


           Frequent Infections

Yes___ No___

Migraines/Severe Headaches
Yes___ No___


           Kidney Stones/Disorders

Yes___ No___

Numbness to arms or legs
Yes___ No___


           Prostate Problems


Yes___ No___

Extreme nervousness/anxiety
Yes___ No___


           Renal failure


Yes___ No___
Ever had a head injury

Yes___ No___
Dizziness


Yes___ No___


           Explain__________________________________________

Frequent falls or Fear of falling
Yes___ No___

Forgetfulness/Confusion

Yes___ No___


           ________________________________________________
Explain___________________________________________

           









           Any problems with your BLOOD?

__________________________________________________

           Anemia



Yes___ No___
Any problems with your DIGESTIVE SYSTEM?
           

           Prolonged bleeding/easy bruising  Yes___ No___

Weight loss/gain


Yes___ No___


           Sickle cell disease


Yes___ No___     

Difficulty swallowing

Yes___ No___


           Blood transfusions
Indigestion


Yes___ No___


                From Blood Bank

Yes___ No___
Pain in abdomen

Yes___ No___


           
  Self Donated


Yes___ No___

Nausea/vomiting

Yes___ No___      

           Any Blood Diseases

Yes___ No___
Ulcers



Yes___ No___


           Explain_________________________________________
Diarrhea


Yes___ No___


           

Constipation


Yes___ No___


           ________________________________________________

Blood in stools/Black stools
Yes___ No___


           
Hepatitis/Pancreatitis

Yes___ No___


           Any problems with THYROID?
Yes___ No___

Gallbladder problems

Yes___ No___


           
Colitis/Diverticulitis

Yes___ No___


           Are you Diabetic?


Yes___ No___

Crohns



Yes___ No___



 How is this controlled?
Explain___________________________________________

           
     Insulin ____   Oral Medication ____   Diet ____
__________________________________________________

          Any other health problems? ______________________ 





           

List Any Skin Conditions ___________________________

          _________________________________________________
 _________________________________________________    

          
Do you SMOKE?


Yes___ No___


         Do you DRINK ALCOHOL?

Yes___ No___
    If yes:   How Much ______________________________


If yes:   How Much _____________________________

  How Long _______________________________


            How Long ______________________________
    If no, did you ever SMOKE?
Yes___ No___


         Do you DRINK CAFFEINE?
                     How Long ____________________________


If yes:  How Much? ____________________________
                     When did you quite? __________________


            How often? _____________________________
Do you have or have you ever had Cancer?
Yes___ No___


    If yes, what kind? ________________________________________________________
    What type of treatment did you receive? ____________________________________________________________________________

Do you have or have you ever had any AUTO IMMUNE DISEASES?

Lupus 


Yes___ No___










Multiple Sclerosis
Yes___ No___










Rheumatoid Arthritis
Yes___ No___


Family History
Father:   ___Alive(Age____)   ___Dec’d(Age____) 
 ___Unknown 


Medical Problems/Cause of Death_______________________________________________________________ Unknown___
Mother: ___Alive (Age____)   ___Dec’d(Age____)  
___Unknown


Medical Problems/Cause of Death_______________________________________________________________ Unknown___

Other Family Medical Problems: _______________________________________________________________________________________

______________________________________________________________________________________________________________________

Surgical History

Surgeries:

                                Type of Surgery                                       Year Performed                         Physician/Hospital

_____________________________________________________  ___________________  ___________________________________________

_____________________________________________________  ___________________  ___________________________________________

_____________________________________________________  ___________________  ___________________________________________

_____________________________________________________  ___________________  ___________________________________________

Have you or any family member had a complication related to anesthesia?  
Yes___   No___


Explain ______________________________________________________________________________________________________


Orthopaedic & Sports Medicine Center
Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED, AND HOW YOU CAN GET  ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

If you have any questions about this notice, please contact

Orthopaedic & SportsMedicine Center Privacy Officer

785-537-4200 (Fax) 783-537-4354

Orthopaedic & Sports Medicine Center is permitted by federal privacy laws to make uses and disclosures of your health information for purposes of treatment, payment, and health care operations.

1. Understanding Your Health Record/Information
2. Your Health Information Rights
3. Our Responsibilities
4. For More Information or to Report a Problem
5. Examples of Use and Disclosures
Understanding Your Health Record/Information
Each time you visit a hospital, physician, or other healthcare provider, a record of your visit is made. Typically, this record contains your symptoms examination and test results, diagnoses, treatment, and a plan for future care or treatment. This information, often referred to as your health or medical record, Serves as a:

· Basis for planning your care and treatment

· Means of communication among the many health professionals who contribute to your care

· Legal document describing the care you received

· Means by which you or a third-party payer can verify that services billed were actually provided

· A tool in educating health professionals

· A source of date for medical research

· A source of information for public health officials charged with improving the health of the nation

· A source of data for facility planning and marketing

· A tool with which we can assess and continually work to improve the care we render and the outcomes we achieve

Understanding what is in your records and how your health information is used helps you to:

· Ensure its accuracy

· Better understand who, what, when, where, and why others may access your health information

· Make more informed decisions when authorizing disclosure to others

Your Health Information Rights
Although your health record is the physical property of the healthcare practitioner or facility that compiled it, the information belongs to you. You have the right to:

· Request restrictions on specific uses and disclosures of your information

· Obtain a paper copy of the notice of health information privacy practices upon request

· Inspect and obtain a copy of your health record

· Amend your health record

· Obtain an accounting of disclosures of your health information

· Request confidential communications of your health information by alternative means or at alternative locations

· Revoke your authorization to use or disclose health information except to the extent that action has already been taken

Our Responsibilities
This organization is required to:

· Maintain the privacy of your health information

· Provide you with a notice as to our legal duties and privacy practices with respect to information we collect and maintain about you

· Abide by the terms of this notice

· Notify you if we are unable to agree to a requested restriction

· Accommodate reasonable requests you may have to communicate health information by alternative means or at alternative locations

We reserve the right to change our practices and to make the new provisions effective for all protected health information we maintain. Should our information practices change, we will post a revised notice within the clinic at the reception areas- You are entitled to a revised copy upon request.

For More Information or to Report a Problem
If you have questions or would like additional information, you may contact the Privacy Officer at 785-537-4200. If you believe your privacy rights have been violated, you can file a complaint with the Privacy Officer at 785-537-4200 or with the Region VII Office of Civil Rights in Kansas City. Regional Manager Office for Civil Rights; US. Department of Health and Human Services: 601 East j Street— Room 248 Kansas City, Missouri 64106; Voice Phone 816- 426-7278; FAX 816-426-3686 TDD 816-426-7065 or; Office for Civil Rights; U.S. Department of Health and Human Services 200 Independence Avenue, SW. Room 51SF HHI-1 Bldg. Washington, D.C. 20201, All complaints must be submitted in writing. There will be no retaliation for filing a complaint.

45 CFR 164522         45 CFR 164526

245 CFR l64.D            445 CFR 164.528

Examples of Use and Disclosures for Treatment, Payment and Health
Operations
We will use your health information for treatment.
For Example; Information obtained by a nurse, physician, or other member of your healthcare team will be recorded in your record and used to determine the course of treatment that should work best for you. Your physician will document in your record his or her expectations of the members of your healthcare team. Members of your healthcare team will then record the actions they took and their observations. In that way, the physician will know how you are responding to treatment.

We will use your health information for payment.
For Example: A bill maybe sent to you or a third-party payer (i.e. insurance company). The information on or accompanying the bill may include information that identifies you, as well as your diagnosis, procedures, and supplies used.

We will use your health information for regular health operations.

For Example Members of the medical staff the risk or quality improvement manager or members of the quality improvement team may use information in your health record to assess the care and outcomes in your case and others like it.  This information will then be used in an effort to continually improve the quality and effectiveness of the healthcare and service we provide.

Appointment Reminders and Treatment Follow up: We may use and disclose health information to contact you as a reminder that you have an appointment for treatment of medical care at the Orthopaedic & Sports Medicine Center or regarding follow up of a previous appointment. Unless you direct us to do otherwise, we may leave messages on your telephone answering machine identifying Orthopaedic & Sports Medicine Center and asking for you to return our call. Unless we are specifically instructed by you otherwise in a particular circumstance, we will not disclose any health information to any person other than you who answers your phone except to leave a message for you to return the call.

Business associates There are some services provided in our organization through contacts with business associates. Examples include physician services in radiology and certain laboratory tests. When these services are contracted, we may disclose your health information to our business associate so that they can perform the job we’ve asked them to do and bill you or your third-party payer for services rendered. To protect your health information, however, we require the business associate to appropriately safeguard your information.

Notification: We may use or disclose information to notify or assist in notifying a family member, personal representative, or another person responsible for your care, your location, and general condition.

Communication with family: Health professionals, using their best judgment, may disclose to a family member, other relative, close personal friend or any other person you identify, health information relevant to that person’s involvement in your care or payment related to your case. Any further disclosure would require a signed authorization from you.
Research: We may disclose information to researchers when their research has been approved by an institutional review board that has reviewed the research proposal and established protocols to ensure the privacy of your health information.

Marketing: We may contact you to provide information about treatment alternatives or other health-related benefits and services that may be of interest to you.

Surveys: We may contact you to complete a patient satisfaction survey following a visit to our office.

Food and Drug Administration (FDA): We may disclose to the FDA health information relative to adverse events with respect to food, supplements, product and product defects, or post marketing surveillance information to enable product recalls, repairs, or replacement.

Workers compensation: We may disclose health information to the extent authorized by and to the extent necessary to comply with laws relating to workers compensation or other similar programs established by law.

Public Health: As required by law, we may disclose your health information to public health or legal authorities charged with preventing or controlling disease, injury, or disability.

Law enforcement: We may disclose health information for law enforcement purposes as required by law or in response to a valid subpoena.

Federal law makes provision for your health information to be released to an appropriate health oversight agency, public health authority or attorney, provided that a work force member or business associate believes in good faith that we have engaged in unlawful conductor have otherwise violated professional or clinical standards and are potentially endangering one or more patients, workers, or the public. Effective Date: April 14, 2003.

Receipt of Notice of Privacy Practices

Written Acknowledgement Form

I, _____________________________________, have received a copy of Orthopaedic 



Patient Name

& Sports Medicine Center’s Notice of Privacy Practices, effective April 14, 2003.

____________________________________________
________________________

       Signature of Patient or Patient Representative




Date

If Patient Representative, what is your relationship to patient? ______________________ Orthopaedic & Sports Medicine Center

Office Use Only


   Review Date     Physicians Initials


     __________       _______________


     __________       _______________


     __________       _______________


     __________       _______________
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1600 Charles Place, Manhattan, Kansas  66502




















