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SHORE ORTHOPAEDIC GROUP — PATIENT INFORMATION FORM

DATE:
LAST NAME: : FIRST NAME:(Legal) ML
ADDRESS:
CITY: STATE: ZIP CODE:
SOCIAL SEC. #: HOME #: WORK #: Ext.
SEX: [JM [JF MARITAL STATUS: [Js [ 1M [Jw [(JD []ISEP. Date of Birth: AGE:
EMERGENCY CONTACT

NAME: PHONE # RELATIONSHIP:

IF PATIENT IS A MINOR - PARENT’S SOCIAL SEC. #:

REFERRED BY: [ |Primary Physician [JOther Physician [ _|Friend [Jyellow Pages [ JOther

YOUR PRIMARY CARE PHYSICIAN: STATE:
YOUR REFERRING PHYSICIAN: ADDRESS:
CITY: STATE: ZIP CODE:

EMPLOYER INFORMATION

NAME: PHONE #
ADDRESS: CITY:

STATE: ZIP CODE: OCCUPATION:

CURRENT PROBLEM — _—

Please Briefly Describe:

IS PROBLEM ON YOUR: [ |RIGHT SIDE [ |LEFT SIDE DATE OF ONSET:

HEALTH INEURANCE INFORMATION
PRIMARY
CARRIER: NAME OF INSURED:
(Policy Holder)

ADDRESS: ID NUMBER :

CITY: STATE: ZIP CODE:
INSURED’S ADDITIONAL INFORMATION

EMPLOYER: SS#: DATE OF BIRTH:

MM/DD/YEAR
SECONDARY
CARRIER: NAME OF INSURED:
(Policy Holder)

ADDRESS: ID NUMBER :

CITY: STATE: ZIP CODE:
INSURED’S ADDITIONAL INFORMATION

EMPLOYER: SS #: DATE OF BIRTH:

MM/DD/YEAR
IF APPLICABLE, COMPLETE THE FOLLOWING

(Check One) [ JWORKMAN’S COMPENSATION OR [JAUTO RELATED INJURIES

INSURANCE CO.: DATE OF ACCIDENT:
ADDRESS :(not agent)

CITY: STATE: ZIP CODE:
CLAIM #: PHONE #

ADJUSTER’S NAME:

NAME OF INSURED: (Policy Holder)

EMPLOYER AT TIME OF INJURY: NAME:

ADDRESS: PHONE #

CITY: STATE: ZIP CODE:




Medical History Form

ARE YOU: []RIGHT HANDED ] LEFT HANDED Rev5-7/98

DESCRIBE ANY MEDICAL TREATMENT YOU HAVE ALREADY RECEIVED FOR THIS PROBLEM:

S
LIST ANY PREVIOUS SURGERIES AND DATES: ( Not necessarily related to present problem)
DATE SURGERY DATE SURGERY DATE SURGERY

—
LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING:

a——
LIST ANY ALLERGIES TO MEDICATIONS:

b
PLEASE COMPLETE THE FOLLOWING TO THE BEST OF YOUR ABILITY:
HEIGHT: WEIGHT: BLOOD PRESSURE:
DO YOUSMOKE ? [JYES [IJNO HOW MUCH ? DO YOUDRINK? [JYES [JNO FREQUENCY ?
LIST ALL PRESENT MEDICAL PROBLEMS:
HAVE YOU EVER HAD PROBLEMS WITH:
YES NO YES NO YES NO
Asthma 1 g Emotional Problems [0 [0 Liver Disease O d
Bladder O O Epilepsy {1 [0 Lungs O O
Bleeding Tendencies O o Gall Bladder [0 [0 Osteoporosis 1O
Bowels [} |:| Gout D D Prostate Problems l:l ]
Breathing Difficulties O O Hearing Problems [0 [ Shortness of Breath O O
Cancer El | Heart Problems E] [ Substance Abuse O d
Circulation O 0 ¢ Chest Pains (0 [0 Thyroid O O
Coordination O O « Palpitations [0 [0 Ulcer Disease O O
Diabetes 0 o Hepatitis [1 O vision O O
Digestion O O Hiatal Hernia O O Water Retention O O
Dizziness O g High Blood Pressure [1 [0 oOther O O
Kidneys O O 0O

MEDICAL RELEASE - PLEASE SIGN
I HEREBY AUTHORIZE THAT PAYMENT BE MADE DIRECTLY TO MY PHYSICIAN ON ALL INSURANCE SUBMITTED BY SHORE
ORTHOPAEDIC GROUP FOR COVERED SERVICES RENDERED. 1 UNDERSTAND I AM FINANCIALLY RESPONSIBLE FOR ANY
NON-REIMBURSED AMOUNTS OF MY BILL. I AUTHORIZE RELEASE OF ANY PERTINENT MEDICAL RECORDS AND/OR X-RAYS
CONCERNING MY CARE TO INSURANCE COMPANIES, AND/OR MY ATTORNEY OF RECORD, AND/OR SHORE ORTHOPAEDIC GROUP.
1 ALSO AUTHORIZE RELEASE OF MEDICAL DATA THAT INCLUDES REDISCLOSURE OF MEDICAL INFORMATION OBTAINED FROM
OTHER PROVIDERS. I PERMIT A PHOTOSTAT COPY OF THIS AUTHORIZATION BE USED IN PLACE OF THE ORIGINAL.
I CERTIFY THAT THE INFORMATION I HAVE REPORTED WITH REGARD TO MY INSURANCE COVERAGE IS CORRECT.

Signature: Date:




PATIENT PAIN DRAWING

NAME ' DATE

Where is pain now?’
Mark the areas on your body where you feel the sensations described below using:

Aching Numbness Pins & Needles Burning Stabbing

A\VAVAYS — 000 XX X 11/

i ol W

How bad is your pain now?

Please mark with an X on the body form where the pain is worst now.
Please mark on the line below how bad your pain is now:

NO PAIN WORST POSSIBLE PAIN




SHORE ORTHOPAEDIC GROUP - OUR FINANCIAL POLICY

Thank you for choosing us as your healthcare provider. We are committed to your treatment being successful. Please understand that payment of
your bill is considered part of your treatment. The following is a statement of our financial policy which we require you read and sign prior to any
treatment.

All patients must complete our information form in its entirety before seeing the doctor.

IF WE ARE NO PARTICIPATING WITH YOUR INSURANCE PLAN, FULL PAYMENT IS DUE AT TIME OF SERVICE.
WE ACCEPT CASH, CHECKS, OR ATM/CREDIT CARDS.

REGARDING YOUR INSURANCE

Your insurance policy is a contract between you and your insurance company. We are not a party to that contract. You are responsible to know your
insurance policy. In the event that we do accept assignment of benefits, we require that you provide a credit card with authorization to bill that
account for the balance. If your insurance company has not paid your account in full within 60 days, the balance will automatically be transferred to
your responsibility. Please be aware that some and perhaps all of the service that are provided may be uncovered services, and not considered
reasonable and necessary under the Medicare program and/or other medical insurance if doctor is non-participating with the insurance company. I
authorize the insurance company to forward payment directly to the physician. Should payments be sent directly to me, it is my responsibility to
forward payment directly to physician. This office does not accept any and all Medicaid insurances. By signing this waiver, you are aware that you
are responsible.

I AUTHORIZE MY INSURANCE CARRIER TO FORWARD PAYMENT TO MY PHYSISICAN’S OFFICE

A CURRENT REFERRAL IS REQUIRED FOR OUR MANAGED CARE PATIENTS AT TIME OF SERVICE.

Insurance plans, where we are a participating provider, co-payments are due prior to treatment. You will be billed for any deductible and co-
insurance amounts. In the event that your insurance coverage changes to a plan where we are not participating providers, refer to the above
paragraph.

Patients involved in worker’s compensation or motor vehicle injuries must provide this office with an open claim number, name and address of
insurance company, adjuster’s name and phone number, in addition to your health insurance information. In the event that your claim is denied, you
will be held responsible for all charges incurred. In accordance to New Jersey state laws, patients involved in motor vehicle accidents are responsible
for their deductible and coinsurance amounts which may vary depending on your policy. Please refer to the above paragraph concerning your health
insurance coverage for any outstanding balances.

USUAL AND CUSTOMARY RATES

Our practice is committed to providing the best treatment for our patients, and we charge what is usual and customary for our area. You are
responsible for payment regardless of any insurance company’s arbitrary determination of usual and customary rates.

ADULT PATIENTS
Adult patients are responsible for full payment according to their plan at the time of service.
MINOR PATIENTS

A minor must be accompanied by a parent or guardian. The adult accompanying the minor is responsible for full payment. Unfortunately, we cannot
get involved in divorce and custody matters.

MISSED APPOINTMENTS

Unless cancelled at least 24 hours in advance, we reserve the right to charge at the rate of a normal office visit. Please help us serve you better by
keeping scheduled appointments.

Thank you for understanding our financial policy. Please let us know if you have questions or concerns.

I HAVE READ THE FINANCIAL POLICY AND UNDERSTAND AND AGREE TO THESE TERMS.

Please Print Name Signature of patient or responsible party Date

(Policy — 5/08)



