NENEW MILEORD
ORTHOPEDICS

Eve tionadl Care, Rop! Resd?s
p

- Authonzatmn to Use SRS Commu mcator and Access Limited Medical Records Electromcally
: : at New Mllford Orthopedic Associates, P.C,

L. _ | , elect to enrollin the SRS
- Communicator at New Milford Orthopedlcs and authorize its staff to communicate W|th me

electronlcally via the patient portal. |

_Pleas'e use the followmg emall address:

- [0 Dedline p:atieht'portél

Patient Signature. P S Date

SRS.MU.1.1S.tab




W MIFORD
 ORTHOPEDICS

| Meanlanu! Use Pat[ent Questlonnalre

| Ortho Connecticut needs to ask you addat;onal questlons in order to compfy wuth new Federa] regulatlons but, |
: _these questions are asked- to help enhance the quality, coordination and safety of your care among ali your '

o medical providers, now.and inthe future. We are enhancing our electronic heaith record (EHR) systemin

_' order to'achieve these worthy goals and to prowde you, your referring physician, and your medical providers ‘
E (when requested) with your records in a secure and confidential fashion. The Federal:governmentwill only .~
. receive summary reports of all patient totals, not your SpeCifIC answers which remain pnvate '

DOB:

o Narnéf '

|
. Marital Status: [IMarried [(ISingle | CIDivorced
‘O Widowed  [IRefuse to answer

iE'thn_it':-Grou_p_: DH:is.pa‘nic/E..atine CINot Hi ‘panic: or Latino - CIRefuse to answer.
_ : ‘
~ Race: (1 Asian E]Biack or Aftican Amerlcan L1American indian/Alaska Native -

:EJWHIte . DHawauan orPacn‘chslander [0ther  OORefuse to:answer

Pr[mary Language DEngnsh C1Spanish | EJPor’['ugues'e [1Cantonese
' I . '
- EJMandann DJapanese‘ [ Korean CJRussian

_DHebrew Mitalian 1 OOther

" Mesringfullse.84.216 -




L IRURINEW MIFORD
 [ommopenics

. ASSIGMENT OF BENEFITS, RELEASE OF INFORMATION & PATIENT FINANCIAL RESPONSIBILITY:

! aut_horize New Mjlford KGrt_hg'p'edic Associates, PC1osubmit my medical claims to the insurer penafit plan administrator of t'hiréf—party.ﬁ_a\?or: :
“and altow.the claim to'bs paid to New Milford Orthopedics Assaciates. [ understand that all information requested by the Insurer, benefit plan
.administrator, or third-party péyor to process the claim will be released. B .

‘New Miiford Orfthopeqﬁc'A_s:s'ociétes, PC will submit the chaim to the insurer, benefit ptan ad ministrator or third-party payor | provided. Co-pa'ys,.
deductibles, and other charges considered the responsibility of the patient will be collected at the time of service. : :

tunderstand my insurer or benefit plan administrator, may not cover the medical services rendered by New Milford Orthopedit Assaciates, PC

_ or third-party payor, ast | am financially responsibie for at;':l\,v' unpaid claims.

- lunderstand that if I'haye identified the incorrect insurer, ljaeneﬁt plan administrator, or third-party payor which delays the claims submission
_ tothe correct payor, i-will be !'ina_n‘ci'aliy' responsible for the payment of the medical services denied due ta untimely filing of the'claim.

“lunderstand that New Milford Grthopedic Associates, PC may refer the unpaid balance on my account ta 3 colfection agency, and | will be
_ responsilile for all reasonable atlorney's fees, court casts, j‘ollection agency costs and other charges incurred ta collect the Unpaid balance.

~ Signature of PatigntfPar:eqt/'Guardian Date

XXXXX*XXX):()_(IXXX_)(_X)!XXXXXXXX*XXXXX*XXXXXXXXXXXXXXXXXXXXXX)(XXXXXX)(XXX)(XXXXXXXXXXXXXXXXXXKXXXXX)(XXXXXXXXXXXXX)(X)(XXXXXXXXXXXXXXXX)(XXXXXXXXXXX

: -'e.Pres'_cri:p:t_i'oh‘_‘Con;s ent Form

| agrea that New Milford_ Crthopedic Associates, PC may reguest and use-my prescription medication history from other health care providers.

or third-party_pﬁarmacy bejnefit payors for treatment purpo;ses. Vo

..Patient Signature (or Legal Representative) B _ Date . T Cd
O Patienit refused to sign

Xxxﬁx'xxxkxkxxxxx‘xixx:xxxxkx;ﬁxxxxxxxxicxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxa(xitxxxxxxxxxxxxxxxxxx

‘ I.\!'em;".r Milfofd_ Of:rthcpedic_Associates Privacy Notice for New Milford th_hdpedics

: . ' acknowlec‘ige and agree tliat | have received a copy of the Privacy Practice Notice for New

Milfard Orthiopadic Aésbcfate_s, PC.

L

Patient Sigh‘ature_(o:r‘.l.ega.l.Representa‘tive) Date

CiPatient refused 1o sign . . . * Cpatient was unable to sign because:

xxxxxxxxxxxxa&xé«;éxxxxx'k_xxkxxx;kxxkxxkxkxxxi(xxx'xxicxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx;éxxxxxx
ifthere is a famnily. member or friend With:who'm we may discuss or to whom we may refeasea informatios and/or prescriptions Co

on youf beh_a!f, piéa;e list the.rn:here;"_ :

Retationship:

_Néme:-

" RIPAA.84.2.16

i
:
i_
|
r




‘Name:
‘Chart:
- Age:

Date:

NI N EVY MILFORD

ORTHOPEDICS = D D S
! ] Ex:aphonq[ qug Reu[ g,,uhs . . . PATIENT INFORMAT'ON FORM .
GMJI'I( Vt’lﬂtuw Ccmm.r'm:lr‘r Qnuammt. Succuu—m : - DATE:

fPatfei't!'s:Name (ﬁr_st,.hﬁiﬁdle, Last) : — Date of Birth _ T Sociel éecnmtyuo,_
.Pat_le.nt’.sl\ddrgss - : o _ Apt.No, .

Clly :'. | -.: R o ~ State | ) ‘ — . . pr
Homthone\mthAreaCode — Cell Phone No. _ : Sex CI_M arf
PﬁmemPhysidan‘sName T . 'PhonewlthAréaCode

'ﬁaefemﬁgnoc:or D Address | Gy swe.zp

: iFlLL INIF PATIENT IS A M!NOR

- Parent's Neme (Ftrs‘t,-wum#; Last)f o Date of Bith Social Security No.

| ACCIDENTINFORMATION 0 Workiniry.~ O Aulombll iy O SchooVSports Relatad OLiabilty O Other
: D.aia_;f'Acddemanc.l.D;s#.ipﬂoh =
v Employer at Time of Acfcident: _ — - ' Employer's Address _ . _ — Phone with Area Code
. 5|NSU.RANCE_" PR[WY | - - : ,
Policy Holder's Néme(lfcmer;lﬁl;_ Patiert.t) : : : Date of Birth _ ' o sdaarSecﬁrﬂyﬁ&.
' POﬁcY# ' | : Groupit o . : -anmﬁméacbae'
. Ernp!oyerName - T '. " . | ‘ Address . | ' .l;ﬁoneﬁthke-a Code

_INSURANCE - SECONDARY -

 Policy Ho_lqers Name (If'd_!h'er:lha:h:Pall_ent)- I Dte of Birth _ T Sociel Security No,
Polly# - L e Groun# - Phone with Area Code
Employer Name : . o Address . : o Phoqewmn,mac:ode

ABSIGNMENT OF MEDICAL BENEFITSIGUARANTEE OF FINANCIAL RESPONSIBILITY
{requost tha payment o euthorized medical banefits In made direcllyte New Milford Orthepedics, PC Thiz assignment will remaln in affecl urdl rwolml by main vnlﬂng
* Aphotocepy of this assigrment Is o by cansidered 23 valid as tho ariginal, | undersiend that | am Flnanclally Rospansible for ail charges whethor or not paid by seld insurance. in
: the event that | téil ta pay cherges due and New Milferd: Orthopedics, PC! refars vy aceound {o coliection, | egreete paycoﬂ desuedtous. Including a remsonable
o auumeys' m Fw Medlcare pullums thiu lppllus lo the Saclal So:utlly Mmln!:lmton. Cenlers for Madicere end Madicald sorvms orlis werme:ﬂaﬂet er cantors.

;‘ 'Pg_ﬁent'gr po Guardan stgimttité_-.j o | 7 bate

p.10f1




‘Name: -

- Chart: -

Age:
' Date:
-NEW N\II.FORD
ORTHOPEDICS

%4 Exceptignal Care. ‘Reol Results. MEDICALHISTORY FORM

S .:mh-nf WesTerx Coumcrm-r Orruanmc SPECIALISTS

Narme: T . Date:
©Height: " Weight; _ tos. Heart Rate: | DOB:
S : E _ (Prysiclan Use Only) - '
. 'Orthqpedic History: . ~ Reason for Visit:

s thls problem a mult of:. El MVA El. Liability' 0O Work Related [l Trauma

' iDateof!n;ury j"f' o . B Description of Injury;

‘side:  CIRight [ Left  Dominant;  Q Right-Handed O Left-Handed |

- History of Present Injury or Complaint:

" PERSONAL HISTORY: , S |
" Cigarettes 0 Yes [ No Amount:__ [Q Former Smoker StartDate; . - . Quit Date:
' Alcohol . CYes - QNo- Amount: I

‘Race; oo oo e [ Delined Ethniclty Q) Hispanic Origin LY Non Hlspanic Ongln 0 Declinec

?‘Préférred Language: e | 0 Declined
: OCCUPATION* |
_+ DO YOUHAVE ALLERGIES SENSITIVITIES OR HAVE YOU AN ADVERSE REAC'l'ION TO MEDICAT!ONS CR LATEX? R Yés _ Q No
© . Please List; R
' CURRENT MEDICATIONS: ___

‘When did you iaét use a;s;.s_irin in any form?

. p.1ot4




Name:

Chart.

Ager
Date:

-NEW N\ILFORD -
ORTHOPEDICS -

; 4 Excéptional Care. Real Results.
D .lmkuf Wm:w (..ONNICTIC!.'TOITHOIENC SeLciALisTs

Do you 'no'w have or have you ever had:
CONSTITUTIONAL: . -

" Recent weight changes - OYes
- “ Resent fever, weakness or fatsgue Q Yes -
- EYES:
Wear. glasses or contact Ienses - QOYes
. Glaticoma . QOYes
CCatarats .- QYes
EARS, NOSE, THROAT: j
Hearingproblems -~~~ - - O Yes
* Diziness . QYes
" Recent cold or sinus pain ' Q Yes
. Recent sore throat. - ~ QYes

- Hoarseness ordtrﬁcutty swallowmg - @ Yes

' 'CARDIOVASCULAR

_ Chestpain - - .~ QYes
. Heartattack - . O Yes
- Stroke - - L Q Yes
' Heart failure SRR Q Yes
- High bood pressure - - _[AYes
o 'Irregu!ar heartbeat - oo O Yes
~ Swelingofhandsorfeet = O Yes
Bloodclots - . . : O Yes
High cholesterol .~ - 0OYes
RESPIRATORY: . o
Asthma - - .~ .OYes
~ Emphysema L. OYes
- Bronchits .- - . .- .- OYes
Pneumonia - QYes

Tuberculogis. ~ = -7 .0 Yes

'_DNo
Q No

0 No
O No
0 No

O No
{ No
O No
0 No
O No

0 No
O No
A No
O No
QO No
O No
O No
O No
O No

’.D No

0 No
Q No
O No

O No

Family History” O Yes O No

Family History O Yes Q1No Member;

Family History
Family History

Family History -

Family History
Family History

Family History
Family History

Family History
Family History
Family History
Family History
Family History

O Yes
I Yes

.CI Yes

Q Yes
3 Yes

O Yes
Q Yes

0 Yes

" Yes

Q Yes
O Yes
a Yes

O No
O No
O No
O No
QO No

DNo

Q No

0 No
T No

Q No |
O No

Q0 No

‘Member;

MEDICAL HISTORY FORM

Member;

Member;

Member,_
'M_embe'r:

Member:

Member’

Member; '

Member: .

Member. -

Member: -

‘Member:

Member,

 p2dta




- . Name: R | | . -
Chart: T ' ' o e
Age: - R S

o Dater e

[EWW MILFORD
ORTHOPEDICS

sol Care. Resl Resuls. - ' " MEDIGAL HISTORY FORN

chan : :'."QYé.s O No
Rectal bl_eje’dirig . BYes ONo | o
Liverdisease =~ - © . BYes ONo FamilyHistory O Yes ONo Member

URINARY: : _
- ‘Problerts with ufin’ation . QYes ONo
'Z;Urmary tract: infections ~ S OYes ONo - . ,
: Kidney. dlsease S - .OYes QNo FamilyHistory OYes O No Member: -

OSKIN: -
TRecent or ‘current rashes or eruptlons OYes ONo Where:

‘ NEURQLOGEGA_L. o o e
‘Seizutes. . . ' DYes G No Family History O Yes O No:- Member: -
Paralyss . . . QOYes ONo Where
- Numbnessor tingling =~~~ ©* O Yes O No Where:
‘Depression / mentai ullness ' - O ves O No Whef:
. ﬁAn)uety dlsorders C e OYes ONo  When:

- 'Thyrozd (R ~ DOYes DNo FamiyHistory OYes O No Member;.
Diabetes . OYes O No FamilyHistory O Yes [ No Member

. _ Treatment _ 0 Digt 0 Oral Meds 0 Insulin o
Medrc;al Complicatlens "~ - ‘Ovascular 0O Renal Q) Neuropathy U Other;

o ‘HEMATOL@GiCILYMPHAT!C | _ o L
pnemia. .+ .- TYes ONo FamiyHstory O Yes O No Member;
"Transfusmns Ry "0 Yes O No FamilyHistoy O Yes 0O No Member;

' _':CANCERITUMOR S OYes ONo FamiyHstory O Yes. ONo ~Member
: E'Type R o Locaﬂan: _ Treatment: -~ -

| OTHER MEDIGAL: PROBLEMS

HISTORYOFOPERATEONS . WYes ONo
.Type :

p3ofa




-

" Name:
- . Chart:

| . Age:

Date:

VB NEV MILFORD
(%) ORTHOPEDICS
: .m.fw;m“c:::::::;:noxllsfﬁil.:; :

~ TESTS DONE RELATED TO PRESENT INJURY OR COMPLAINT:

QOXrays  QOMRI - OCTScan QEMG QO Bone Scan O Bone Density

" Tests performed at:

" MEDICAL HISTORY FORM

' O'Bloodwork

 PRIOR TREATMENT (Best recolletion - Check and explain):

O Antiinfiammatories:
- O Injections (dates & number): -

. O Chiropractic;
- O Surgery:
f-Phy_sicél Therapy: Qo Uitr_aéound - 0 Massage
-+ - QCybex Machines Q Cryctherapy

- O Blectrical Stimulation

Q Strengthening
QO Cortisone Creami.

I:_I ROM Stretching
*Q Manipulation

" YOUR MEDICALDOCTOR: =~ Name:

Address:
S o Phone:
" YOUR REFERRING'DOCTOR: .. Name:
: ' N . Address:
‘Phone:

 PATIENT SIGNATURE:

. MD SIGNATURE/DATE:

- -phofd
{ 'FC13




