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                            Orrthopedics 

Pt. Label 

Patient Registration 

Patient Name: _________________________ DOB�J----_ __ Gender: _____ _ 
Last First Middle Initial 

Mailing Address: _____________ ___ _ ________ Home Phone: ___ _ _ _ _ _ __ 
Street Unit# 

City: ____________ State:, ______ ,Zip: _____ Day/Cell Phone: _ __ _ _ ___ _ 

Marital Status: D Single D Married D Domestic Partner D Separated D Widow/er D Divorced D Dependent 

Race: D White/Caucasian D Black/African American D Native Hawaiian/Other Pacific Islander D Asian 
D American Indian or Alaska Native D Unknown D Prefer not to disclose D Other _________ __ 

Ethnicity: D Hispanic or Latino D Not Hispanic or Latino D Unknown D Prefer not to disclose 

Preferred Language: ________________ Email: _________ _ _ _ _ _ _____ _ 

Social Security#: ___ _ _ _ _ _ _ _ _ __ _ _ _ _ __ _ _ _ _ _ _ _________ _ ____ _ 

Primary Care Physician: _________ _ _ _ _ _ _ _ _ _ ______________ _ _ _ _  _ 

Referred by Dr./Other: ________________________ __ Phone: _ _____ _ 

Emergency Contact Name: ______________ Relationship: _______ Phone: _____ __ _ 

Information About Your Condition 

What part of the body are you being seen for today? ___________________ ___ O L DR 

Is this a result of a work or auto injury? D Yes D No If Yes, please complete the following: 

Date of Injury: ___ / ___ / _____ _ Claim Number: _______ ___ _ _ ____ _ 

Workers' compensation billing address: _______ _ _________________ _ _ __ __ 
Street City State Zip 

Claim Manager Name: _______________ Phone: __ _ _ _ _ ________ _ _ _ _ _  _ 

Billing Information 
(Complete if person responsible for bill is not the patient.) 

Name of person responsible for bill: _______________________ ________ _ 
D.O.B. Relationship Social Security# 

Address (if not as above): _ __ _ ___ __ _ _ _ _ _ __ ___ _ _ ____ _ ________ _ 
Street City State Zip 

Phone: ____________________ Employer: __ _ _ _ ________ _ _ _ _ __ 

Primary Insurance Other Insurance 

Insurance Company Name: __ _ _ _ _ _ _ _ _ _  _ Insurance Company Name: __ _ _______ __ 

Subscriber Name:, ________ _ _ _ _ _ __ _ Subscriber Name: __________ __ __ _  _ 

Subscriber DOB: _______________ _ Subscriber DOB: _____ _ _ _ _ __ ____ _ 

I authorize my insurance benefits to be paid to ProOrtho Orthopedics & Sports Medicine and I understand I am financially responsible 
for any unpaid balance. I authorize the physician or insurance company to release any information required for this claim. ProOrtho may 
send you non-personally identified communication to assess your satisfaction with our services. You may opt out of such communication 
at any time. 

Patient or Guardian Signature Date Relationship to Patient (If other than self) 
POS Reorder # 2001553 



Health History 

This history form provides us with information to help us meet your healthcare needs. 
Please complete this form answering each question. 

Patient Name: __________ Birthdate: __ / __ / Date: _____ _ 

Reason for this visit: Illness ___ Injury ___ Job related injury__ Auto accident __ Other __ _ 

Date of injury or onset of problem _____ Part of body injured ________ Right_Left 

How did this happen? ___ _ _ ______ ____ ___________ _ ___ _ 

If you were hospitalized for this: Where _____ __ _ _ ____ When ________ _ 

What condition/body part(s) are you being seen for today? ___________________

Onset date: _________ Previous treatment for this condition? D Yes □ No

Treatment given: Date treated: ______ ___ _ 

Where-treated: _______ __ ______ __________________ _ 

Check all treatment(s) received for this condition: 

Anti-inftammatories _____ _ 

Pain medication 

Muscle relaxant 

Injection 

Surgery & Date 

Current Medications 
List all known medications and dosage: 

X-rays

MRI 

CT scan 

Hospitalization 

Casting/splint 

Physical therapy _ ____ _ 

Bone scan _ ____ _ Fracture to put 

EMG back in place 

□ None D See attached list 

Preferred Pharmacy _ _______ __ _______ __________ __ __ _ 

Allergies □ None Height _ ___ _ Weight ____ _ 
List all known allergies: 

Do you get shortness of breath climbing more than a flight of stairs? D Yes D No 

Have you or any relatives had problems with anesthesia? □ Yes D No 

If yes. explain: ____ _______ __ ____________________ _ 

Do you see a cardiologist? D Yes D No If yes, name of doctor: _ ____ __ _ _ _ ____ _ 
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AUTHORIZATION TO LEAVE PERSONAL HEALTH INFORMATION BY ALTERNATE MEANS 

Patient Name:- ----------------------- Date of Birth: ___ _ _ _ _  _ 
Last First Middle 

May leave detailed message on: 

Home Voicemail: 

Work Voicemail: 

Cell Phone: 

Other: 

Preferred number to be reached during business hours: □ Home □ Work □ Cell □ Other

May leave information with: 

MM/DD/YYYY 

Spouse/Partner: Name: ______ _ _ _ _ _____ _ 

Other: Name: _________ _ _ _ _ __ _ 

With my signature below, I acknowledge and understand that this information will be kept in my medical record and will 

be abided by until revoked by me in writing. It is my responsibility to notify my healthcare provider should I change one 

or more of the telephone numbers listed above. 

Signature _ _ _ _ _ _ _ _ _ ________________ Date ____ _ _ _ ___ _ 
Patient or legally authorized individual 
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