PATIENT HISTORY
BEACON ORTHOPAEDICS & SPORTS MEDICINE

Name Age: DOB: Date:
Chief Complainl
Was this due lo an injury of accident? Yes No Date of Injury___ Did this occur at work?  Yes No
Has this injury been irealed? Yes Mo It yes, how has this been (realed and by whom?
Have you had a previous similar injury? Yes Mo Please explain:
Current weight 1 ear Ago Height Blood Pressure ____ Occupation: _
Marital Statlus: S__ 0 M__  W__ O__ Doyoulive alone? Yes M Hobhies/Spors
Do you smoke?  Yes No If yes, how many per day?

Do you consume alcohol? Yes Mo ___ Il yes, how much per week?

Hame of Primary Care Physwcian

Drug Allergies

Current Medicalions

Hospitalizations or surgeries?

Have you ever had a blood transfusion? Yes Mo If yes, dale
PLEASE USE BACK OF FORM TO ADD ANY OTHER PERTINENT INFORMATION

Have you or your family members had any of the following conditions (Please check all that apply)

Sell Mather Falher Children/Oiher Ralalives
Yos No Yes HNo Yes Mo Yes Mo

Heml Disepsa
High Blnod Prassure
Stroke

FPregnant.

For Women Gnly

Mo

Canom I P s _— e e
Glaucoma R LT — z .
Eida ';c i —t —— I — Are there any other serious illnesses/health
PrpEomne —_ — _ — — — — condilions affecting you or your family of which
Bleeding Disond Lot kS Sh= e = we should be aware? Yes__ No__
Thytoid Dhsmaso e ——r — — -
Manial (Aness — S — =
Osleoporosis — — S
Tubsercidosis - o e —
Hidnay Disansn — w— PR Teted i ——g
Pleaze check # you have ever had he symptom listed - Check all that apply
CONSTITUTIONAL EYES CARDIOVASCULAR Y
__ Fewver __ Double Vision __ Deainess __ Choal Pain _ Shorness of Brealh
__Waigh! Loss __ Blurring __ Sinusitis . Haarl Marmur __ fAwihma
__ Fatigue _ Trauma __ Ringing in Ears __ High Blood Prassurn Lung Diseasa
__ Dizziness __ Heart Altack __ Bronchitis
__ Balance Problems __ bemgular Rbythm __ Poaumonia
Gl Gu MUSCULOSKELETAL NEUROLOGICAL PSYCH
__Weight Changs  Leaking Urina __ Fraciure . Seizwes/Epilepay __ Deprassion
__Dinrrhea __ Prostale Diseass __ Pain . Weaknass __ Sleap Disnrder
__ Conslipation __ Pain with Urination __ Sweliing __ Shokn _ Mamauiy Problams
__ Ukcor __ Frequent Lirination __ Arthrils __ Honrdaches
__ Gallbladder Dizease __ Kidnay Slones __ Spasm/iVuscle __ Blackouls/F ainting
__ Change in Bowel Habits _ Gout __ Trambln
__ Rheumalsid Arhritis __ Hand Injuries
VASCULAR A oY SKIN/BREAST
__ Blood Clots __ Hapatitis __ Hay Faver __ Baeast Abnormality
__ Poor Circulation — Anamin __ Dormalitia __ Change in ShinHadi
__ Lymph Noda
__AIDS
Fatient Signature Date
Reviewed By MO Date

NOTE: This is a confidential record of your medical history and will be maintained in this office. The information

caontained harein will not be released ta any person except when you have autharized us to do so.

o2oTa



Beacon Orthopaedics & Sports Medicine, Lid.

PATIENT INFORMATION:

PATIENT REGISTRATION

Patient Name Social Securnty Number
Address Date of Birth Age Malbe O Female O
City/State/Zip Code Marital Status M 5 D W Student YES O MO O
Phone | ] If Student, Name of School / College
Emergancy Contact HName Octupition
Phone Number [ H Employer
Address
Name of Primary Care Physician
CayrSiate/Zip Code
Phone Number | |
Name of Refernng Physician andior Hospial Phone i
15 THIS VISIT DUE TO A MOTOR VEHICLE ACCIDENT? ves O w~oO DATE OF ACCIDENT
REASON FOR TODAY'S VISIT:
Date of Injury / Onset: Specity Site of Injury : Rl‘..'x\l-'l'rD LEFT O
INSURANCE INFORMATION
NAME OF PRIMARY INSURANCE
Policyholder-Name: Employer {Palicyholder's)
Address (if different) Address
City/State/Zip Code City/State/Code
SSN: DOB Phone | b,
MAME OF SECONDARY INSURANCE
Policyholder Name: Employer (Polcyhalder's)
Address (if different) Address
City/State/Zip Code City/State/Code
SSN: DOB Phone: | )
IF PATIENT 1S A MINOR
Mother DoB Father DoB
Home Phone Work Phone Home Phone Work Phone
Employer Emplayer
Social Security Mumber Social Security Number

| authorize Beacon Orhopaedics & Sports Medicine, Ltd. to release any information acquired in the course of examination or treatment and allow a
photocopy of my signature to be used for specific insurance carriers, third party payers, or others involved in processing and collection of this claim |
hereby authorize payment of benefits due me to be made directly to Beacon Orthcpaedics & Sports Medicine, Ltd. | understand that | am financially

responsible for all charges

X

X

Signature

Date Authonzabon for Treatment for a Minor

Date

** |F THIS IS A WORK RELATED INJURY, PLEASE TURN OVER THIS FORM AND COMPLETE

THE BACK PORTION **




Beacon Orthopaedics & Sports Medicine, Ltd.
BWC / MCO PATIENT REGISTRATION

** OFFICE POLICY IS TO COPY MCO/BWC CARD AND PRIVATE INSURANCE CARD **
Please provide us with this information

INFORMATION REGARDING PATIENTS INJURED ON THE JOB

BWC/ MCO INFORMATION (Managed Care Organization)

Date of Injury Claim #

Employer at Time of Injury Name of MCO
Employer's Address MCO Address
City/Stale/Zip Code City/Stale/Code

Phone { 1 Phone { )
Contact Name at Employer Job Title at Time of Injury

First Date Off Work:

Allowed Condition [ Description of Injury:

| hereby authonze Beacon Orhopaedics & Sports Medicing, Lid to disclose any infarmation regarding this incident lo my employer, insurance carmer,
BWC and Worker Compensation Representative and hereby release the physicians of Beacon Orthopaedics & Spors Medicine. Lid from any liability
ansing from such disclosure | fully understand these instruchons

| hereby authorize payment of benefits due me o be made directly to Beacon Orthopaedics & Sports Medicine. Ltd. | understand that | am financially
responsible for all charges

Swynaiure Date
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