CONSENT FOR TREATMENT, RELEASE OF INFORMATTION AND PAYMENT POLICY

BLEASTE NOTE THAT THIS INFORMATION IS SHARED ONLY TOR TREATMENT, PAYMENT OR OPERATION.
ACCORDING TO HiPa A LEGISLATION. PLEASE DO NOT LEAVE ANYTHING BLANK ON THIS FORM.

TODAY ™S DATE:
PATIENT NAME:

Relanivnship to Patient; Self Spouse Child Other

PATIENTS DATE OF BIRTH: ) PATIENT'S PRIMARY CARFE. PHYSICIAN:

PATTENT'S SOCIAL SECERITY MUMEBER:

MEDICAL & BE

NAT. INFORMATION PLEASE PROVIDE YOUR PERMANENT MAILING ADDRESS

HOMFE ADDRESS, CITY, STATE, £1P:

TYFE OF WORK:

MATLING ADDRESS. IF MFFERENT FROM HOMFE ADDRESS

HOME PLIONE: H WORK PHONE:( ) _ CELT. PHOME:{ )]
*AAY WE LEAVE A MESSAGE FOR YOU ON YOUR ANSWERING MACHINE? YES ~NO PATIENT INITIALS

CERRENT LMPLOYER:

PRIMARY INSURANCE NAME: i MEMBER 1D #: CROLF D #:
PRIMARY INSURAMCE COMPANY ADDRESS:

(THIS ADDRESS MAY BE FOUND ON FOUR INSURANCE CARD)

POLICY HOLDERS NANME: POLICY HOLDER'S DATE OF BIRTH:

POLICY HOLDER™S 88N:

SECONDARY INSTRANCE NAME: MEMBER [D #: GROUP LIy #:

SECONDARY INSURANCE COMPANY ADDRESS:

POLICY HOLDER'S NAME: i PFOLICY HOLDERS DATE OOF BIRTH:
POTICY HOT.DER™S 85N:

Non-Covered Services: | understand that the service(s) being provided may be nun-coevered by my health insurance plan. and thae T am
financially respensible for the encire amount of the sereivets) being prosded wday aod agres 1o pay for same. Patient Initials

| consent to treatment necessary for the medical vare ol the above-oamed patient, [ authotize the release ot any or all medical tecords (o the
referring or Larmily physiciangs). w any health care provider the above-named patient may be refierred 1o, and o the insurance company ot third
party paver indicated ahove and ot noted in the palivat’s chare, if applicable, T understand that, unless Trpatient speeitically stale aberwise, this
may include informanen relating w HTY testing, substance ahuse and psycholopica] diserlers that may be included in the medical records. T
acknowledge thar information authorized 10 any entily, other than a health care provider ar health plan, may ne Tonger be protecied by the Federal
privaey law. § understand this authorization may be revoked in writing by mespaticent al any tdme, excepl 1o the exteot that action has heen taken
in rzlinnce te this authorization. Unless revoked, [eonfico that this aothorization will be in effect as long a3 the paticnt is uoder vare a1 Hess
Orihopaedics & Sports Medicine, PLE. unless Tpatient indicated otherwise, Fux transiattal of medical recards is allowed, if indicated.

1 further understand that paxment o charges incurred, is due at the time of service or according w Lhe office payment pelicy, unless other financial
arrangements have been made with our business uffice prior W reatment, [ apree to pay all reasonable attpmey tees and collection costs 1o the
event ol delault of payvment, [ autharize and reqaest that insursnee payments be made directly o Hess Orthopaedics & Sports Medicine, PLC.

shonld they clect to receive such payment.  Patient Loitials

{OVER)



Reason for this visit today: Referring Fhysician

Did yuu have an aceident that caused your injury? Yes Ny Work

Accident [nlommation: 1Fvou hed an accident, what Lrpe of acoident did you have?

Lrite of your wecidant; __ The estunaicd time was AM M

Date first seen by any Physician for this injury: DATF: TIME.:

WERL YOUTNIURFED ON THE JOB OR WILILE WORKING? YIS NO_  (TFYES, ASK FOR A WORK COMP FORM)

tient jcal Hi  {ple eck i EVEr or nuw flave) TODAY'S DATE:

O High Chodesterol T Rlood Transfusion Ll Metal Ciips faneurysm) O Asthma O Depression

[ Bleeding Tendency O Pulmonary Tuberculosis O Pace Maker 1 Hepatitis O Heart Trouhle

= Scxual Discase U High Blood Pressurc = Thyroid Prablems O Ligut D Arthritis

- Csweoparnsis Z deizures 1 Glaueema Z Uleenis) 03 Disabulity

M Scrious lnfcetions < Preurnomia O Severc Back Pain 1 Dahetes O Cancer
Other:_ _ Height: YWeight: ]

Lisr all surgerics »ou have had:

I H__

3 4

List all hospiralizations yeu have had, beginning with most recent:

Year Reaso)y FPhysicjan

Corrent Medications:

Pleasc list all (v p. sprays, inhalers. aintment, drops, pills. mjections and dosage). Include ull vitamins, herbal, alternative & over-the-connrer
madicalinns,

B] _ 2 —
I_ H___

hn_ _m

7 K

MEDMCATION ALLERGIES:

Social Histary:

Murital Status: OSingle Uldvorced  MOMamied  — Scparated  UWidowed  O(dther
Ethnic Origin or Language: . _
Current use of lohacco: M Never [Milsed o quit date: OCurrent wser, packs per day: __ NChewing tobaceo

Have you ever been treated Jor any orthopaedic probletn by:
iA0r [less  ODr Hendren  ODr Kime  ODr Fektham = Mrs, Kovogler  SDr Barnes  OThr, Hardigree
OTr, Schwart? LD Danze 2 Dr Battap |ia

Nofe we will contact the person below in an emergency ot if we cannol contaet you. I patfent is 5 minor, please include name of legal guardian.
lauthonze Hess Orthopaedies & Sports Medicine, PT.C. to release medical informarion reparding the above-tlamed patient to-

[Mame, lelephone numbar, reluisnship w patient — please aote that QNLY TELE NAMES LISTED will be able to obiain medical infarmation
abour you). This includes your spouse, children, trainer, cuach. etc,

Emergency Name-Relationship to FPatient:_
Their Street Address:

iy, _ Sater
Lieme phane #:_

PALH

Work phone =: _ Ceil phone #:

FRIVACY POLICY:
I HAVE BLEN OFFLRED THE PRIVACY POLICY O YES. OR ASK FOR A COPY IF DESIRFD,
PATIENT SIGNATURE: DATE:

PARENT/GUARDIAN SIGNATURE: DATE:




