
PATIENT INFORMATION (4 SHEETS)DATE: _______________________ CHART #: __________________

Patient Information Spouse’s Information

Spouse’s Insurance Coverage

Complete If Patient Is Child or Student

Primary Insurance Coverage

Secondary Insurance Coverage

PATIENT’S NAME: (Last) First M.Init.

LOCAL ADDRESS... Street Unit/Apt. #

City State Zip Code

SEX... o MALE  o FEMALE
EMPLOYER
EMPLOYER’s Address... Street Suite/Unit

City State Zip Code

PRIMARY LANGUAGE

HOME PHONE WORK PHONE
Area Code (        ) Area Code (        )
DATE OF BIRTH AGE

DRIVERS LIC. # ST

SOCIAL SECURITY #

oMARRIED oSINGLE oDIVORCED o WIDOW(ER) oCHILD/

PERMANENT ADDRESS: (if different from local above) Unit/Apt.#

City State Zip Code

PHONE NUMBER for EMERGENCY
Permanent Location CONTACT...
Area Code (        ) Area Code (        )
REFERRED BY? FAMILY PHYSICIAN:

STUDENT

NAME & ADDRESS OF INSURANCE COMPANY:

CERT. # GROUP #

INSURANCE THROUGH EMPLOYMENT?     o YES     o NO

INSURED’S NAME & Relationship to patient? Date of Birth

NAME & ADDRESS OF INSURANCE COMPANY:

CERT. # GROUP #

INSURANCE THROUGH EMPLOYMENT?     o YES     o NO

INSURED’S NAME & Relationship to patient? Date of Birth

NAME: (Last) First M. Init.

SOCIAL  DATE OF
SECURITY # BIRTH:
EMPLOYER:

EMPLOYER’s Full Address...

WORK PHONE OCCUPATION:
Area Code (        )

NAME & ADDRESS OF INSURANCE COMPANY:

CERT. # GROUP #

INSURANCE THROUGH EMPLOYMENT?     o YES     o NO

INSURED’S NAME & Relationship to patient? Date of Birth

Authorization For Treatment:
I hereby give my permission for Orthopaedic Surgery Associates, Inc.
to evaluate and treat as deemed medically necessary.

     SIGNED: ___________________________________________
     (Parent or Guardian) If Patient is a minor.

FATHER’S Full Name (Last) First M. Init.

SOCIAL DATE OF
SECURITY # BIRTH:

ADDRESS (If different from child/student)...

EMPLOYER:

EMPLOYER’s Full Address...

HOME PHONE WORK PHONE
Area Code (        ) Area Code (        )
MOTHER’S Full Name: (Last) First M. Init.

SOCIAL DATE OF
SECURITY # BIRTH:
ADDRESS (If different from child/student)...

HOME PHONE WORK PHONE
Area Code (        ) Area Code (        )
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Name: _____________________________________________ Date: ________________________
Have you/or are you being treated for the following: Include dates
1. ENDOCRINE:
 o Diabetes
 o Thyroid disorders
 o Fever
 o Weakness
 o Chills
 o Night sweats
 o Recent change in weight or appetite
2. SKIN AND HEMATOLOGIC:
 o Skin color
 o Texture
 o Frequent infections
 o Varicosities
 o Coagulation disorders
 o Anemia
3. CNS:
 o Unusual headaches
 o Migraines
 o Loss of consciousness
 o Epilepsy
 o Head trauma
 o Seizure disorders
 o Stroke
 o Loss of memory
 o Vertigo
 o Syncope
 o Paralysis
 o Numbness/tingling in extremities
4. EYES:
 o Glaucoma
 o Cataracts
 o Change in vision
 o Use of glasses for reading
5. EARS:
 o Buzzing or ringing in ears (tinnitus)
 o Change in hearing
 o Use of hearing aid
 o Earache
 o Discharge from ears
6. NOSE AND MOUTH:
 o Airway obstruction
 o Difficulty Speaking
 o Sinus problems
 o Unusual bleeding
 o Dentures
7. BREASTS:
 o Masses
 o Cystic condition
 o Past biopsy or surgery
8. RESPIRATORY:
 o Cough
 o Coughing up blood
 o Asthma
 o Bronchitis
 o Shortness of breath at night
 o Emphysema
 o Pneumonia
 o Tuberculosis
 o Congestive failure

9. CARDIOVASCULAR:
 o Anginal chest pain
 o Heart attack
 o Murmurs
 o Hypertension
 o Stroke
 o Palpitations
 o Peripheral edema
 o Claudication
 o Poor circulation
 o Congestive heart failure
 o Phlebitis
 o Cramping of legs when walking
10. GASTROINTESTINAL:
 o Constipation
 o Nausea
 o Vomiting
 o Diarrhea
 o Enteritis
 o Vomiting blood
 o Melena
 o Bright red blood per rectum
 o Jaundice
 o Abdominal hernias
 o Hepatitis
 o Diverticulitis
 o Gallbladder disease
 o Yellow jaundice
 o Peptic or duodenal ulcer disease
 o Abdominal pain
11. UROLOGY:
 o Pain on urination
 o Frequency
 o Urgency
 o Decreased stream
 o Blood in urine
 o Incontinence
 o Kidney stones
 o Bladder infections
 o Syphilis
 o Gonorrhea
 o Difficulty with urination
 o Burning during urination
12. MUSCULOSKELETAL:
 o Joint pain
 o Swelling
 o Stiffness
 o Muscle pain
 o Arthritis
 o Gout
 o Deformities
 o Cramps or weakness
 o Prior fractures
 o Decreased range or motion
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CHART #: __________________PATIENT’S NAME: __________________________________________________________________

X-RAY STUDIES ALREADY PERFORMED:
  _ PLAIN FILMS _ BONE SCAN
  _ MYELOGRAM _ CT SCAN
  _ MRI _ OTHER...

Current Medical History Complete If You Sustained An Injury

Current Medications...

Allergies...

Past Surgical History: All Types...

Family History: Please list age, general health, deceased or living...

o NONE

o NONE KNOWN

ARE YOU...
 RIGHT  LEFT
 HANDED?  HANDED? 
WHICH PART OF BODY IS HURTING?
 _ NECK _ BACK
 _ SHOULDER _ HIP
 _ ARM _ KNEE
 _ ELBOW _ LEG
 _ WRIST _ FOOT
 _ HAND _ ANKLE
 _ FINGER _ TOE
 _ OTHER...
WHICH SIDE?   o RIGHT   o LEFT 

HEIGHT WEIGHT

DATE CONDITION BEGAN:

DESCRIBE SYMPTOMS: 
 _  PAIN
 _  WEAKNESS
 _  NUMBNESS
 _  DIFFICULTY WALKING
 _  PAINFUL WALKING
 _  OTHER...

MY PAIN WORSENS WITH:
 _ WALKING _ UPON AWAKENING _ SEXUAL FUNCTION
 _ SITTING _ END OF DAY _ DRIVING
 _ STANDING _ SPORTS _ BOWEL FUNCTION
 _ LIFTING _ HOUSEHOLD TASKS _ BLADDER FUNCTION
 _ SLEEPING _ OTHER...

DATE _ AT WORK _ MOTOR VEHICLE ACCIDENT
INJURY OCCURRED: _ AT HOME   _ DRIVER
 _ SPORTS RELATED _ PASSENGER
  TYPE...   _ PEDESTRIAN
 _ OTHER...
1) WILL YOU BE CLAIMING THIS INJURY UNDER YOUR
EMPLOYER’S WORKERS COMPENSATION INSURANCE?
2) IS THIS A LIABILITY CASE?
 (Are you suing another party?)
3) DESCRIBE HOW THE INJURY OCCURRED...

4) THE STATE IN WHICH ACCIDENT OCCURRED...

DRUG NAME AMOUNT/SIZE HOW MANY TIMES PER DAY?
o NONE

DRUGS: (LIST)

IODINE/BETADINE: ADHESIVE TAPE: MYELOGRAM DYE:

OTHER: (S)

TYPE APPROX. DATE DOCTOR FACILITY WHERE SURGERY WAS PERFORMED

MOTHER: FATHER:

BROTHER (S): SISTER (S):

N
EX

T 
PA

G
E

Please complete next page for a Complete Medical History

YES        NO

YES        NO
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CHART #: __________________PATIENT’S NAME: __________________________________________________________________
Childhood Illnesses... o NONE

Vitamin Use... o NONE

Alcohol Usage... o NONE

Smoking...  o NO      o YES

Other Information Pertinent To Your Care... o NONE

List unusual illnesses such as rheumatic fever, polio, heart murmur, etc.

o Daily Multivitamin o Iron (amount ________/day)
o Vitamin C (amount ________/day) o Calcium (amount ________/day)
o Vitamin D (amount ________/day; or ________/week) 
o Other (s), include amount/day:

o Infrequent o Occasional o Moderate o Excess

o If yes, number of Packs/day ________ and, number of Years Smoking ________?
o Not now... Quit ________ years ago. Smoked ________ packs per day for ________ years.
o Never smoked.

RANSFORD PAIN DRAWING
Mark the areas on this body drawing where you feel the described sensations.

Use the appropriate symbols. l Mark areas of radiation. l Include all affected areas.

PAIN CHART

RIGHT 
FRONT

LEFT 
FRONT

LEFT 
BACK

RIGHT
BACK

P I N S  &  
NEEDLES
0000000
0000000
0000000

BURNING
XXXXXXX
XXXXXXX
XXXXXXX

ACHING
. . . . . . . . . .
. . . . . . . . . .
. . . . . . . . . .

STABBING
/ / / / / / / / / / /
/ / / / / / / / / / /
/ / / / / / / / / / /

NUMBNESS

ON A SCALE OF 1-10, INDICATE
YOUR CURRENT LEVEL OF PAIN:

o 0 - Normal
o 1
o 2
o 3 - Low Pain
o 4
o 5 - Moderate Pain
o 6
o 7
o 8 - Intense Pain
o 9
o 10 - Emergency

 READ & SIGN THE AUTHORIZATION ON PAGE ONE, AND PRESENT YOUR
INSURANCE CARDS TO THE RECEPTION WINDOW UPON COMPLETION.
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