THE CENTER FOR BONE AND JOINT DISEASE

MEDICAL HISTORY MR#

(office use only)
Name: Date:
D.0OB. Age: Occupation:
Right Handed: Left Handed: Weight Height:
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Primary Doctor: Phone #

Who referred you to us:

..................................................................................................

Describe present symptoms / complaints:

When did this problem begin?
Is this a work related injury / problem? Yes or Nb (Please circle)
If so, how did this injury occur?

Is an attorney working on your problem? Yés or No (Please circle)
Previous treatment for problem:

Does anything make the problem worse?

Does anything make the problem better?.

Did you brlng X-Rays with you? Yes or Nb (Pleasecircle) From Where?
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Please list any other medical conditions:
Please list any prior surgeries: (i.e. Hypertension, Diabetes)

she e sfe e b e e ol ook ook sheoke ook ok ok ok sk ok o ook ok ok o sk ok ook skl s kol sk ok sk o st ok ek o ok ok o sk ke sk sk ok ok sk sk skl okl lokokok ookl ok kol sk ko ok ok sk kb sk sk ok sk ok e ko kR

List all Medications - give name & dosage: Allergies to medicine:

Smoking History:  Chews [ Smokes [ Previously Smoked CF Packs per day None (8
Recreational Drugs: Yes No (3 What type -

Alcohol History:  Never Previously @ Occasional @ Moderate to Heavy (@

Marital Staus: Married @ Single &Y Separated @ Divorced @ Widowed O # of Children

Presently living alone [
FORM #BAJ-BRK-015



THE CENTER FOR BONE & JOINT DISEASE MR#

MEDICAL HISTORY : (office use only)

Name: Date:




ACKNOWLEDGMENT OF OFFICE POLICIES RELATING

S TO PAYMENT OF MEDICAL EXPENSES
tia

If you have a fracture we will be billing a fracture management code to your insurance.
This entitles you to 90 days of follow-up care in which the office visit will be at no
charge to you or your insurance. Casting supplies and x-rays are not included during
these 90 days and are an additional charge. Please advise our office if your care will be
followed up by an orthopaedist in another area.

X I understand and acknowledge that it is my responsibility to know and understand the
nature and extent of any insurance coverage that may apply to medical bills for this
claim. This may include any available health insurance, Medicare, Medicaid, automobile,
liability or other insurance benefits. Specifically, [ understand that it is my responsibility
to know and be responsible for any DEDUCTIBLES, CO-PAYMENTS, CO-INSURANCE,
ETC., and further acknowledge that it is not the responsibility or duty of the The Center
for Bone and Joint Disease to determine this information.

X I'understand and acknowledge that all co-payments and/or co-insurances are to be paid
at the time that medical services are provided. I further understand that my account may
be turned over to a collections agency and/or an attorney for collection. In that event, I
will be responsible for reasonable attorney fees and costs that may apply and which are
incurred in collection of the account.

X In the event that my check is returned for insufficient funds, I am aware that the following
fees (in addition to the amount of the bill) will apply in accordance with Section 832.07,
Fla Stat.:
$25.00 if the amount of the check does not exceed $50.00
$30.00 if the amount exceeds $50.00 but does not exceed $300
$40.00 if the amount exceeds $300.00 or 5% of the amount of the check, which ever is
greater.

I have been informed that The Center for Bone and Joint Disease will not retroactively
file to any type of Medicaid for any service for this injury.

X I'understand that a minimum fee of $30.00 is charged for missed appointments. I agree

T topay any missed appointment fees charged as a result of my failing to keep a scheduled
appointment without providing at least twenty-four (24) hours previous notice that I will
not be able to keep the appointment.

By signing below, I acknowledge that I understand and agree to the above terms. IfT am signing on
behalf of another, I represent that I have full legal authority and representative capacity to execute
this document on behalf of the patient.

Patient / Representative Signature Date

Patient’s Name (PLEASE PRINT)

Center for Bone and Joint Disease Representative Date FORM #BAJ-HUD-012 (rev 7/09)



CB )

THE CENTER FOR BONE & JOINT DISEASE

The Center for Bone & Joint Disease
7544 Jacque Road
Hudson, FL 34667

727-697-2200
Fax 727-863-8774

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

| hereby acknowledge that | have received and had an opportunity to ask
questions concerning the above named practice=s Notice of Privacy Practices.

You have a right to change the terms of our Notice of Privacy Practices.
You may obtain a copy of the current notice by contacting our Privacy officer at
727-697-2200 ext. 32.

You may revoke this consent at any time. Your revocation must be in writing,
signed by you or on your behalf, and delivered to the above address. You may deliver
your revocation by any means you choose but it will be effective only when we
actually receive the revocation. Your revocation will not be effective to the extent
that we or others have acted in reliance upon this consent.

Dated:

X

Persons that may be given Private Health Information: Patient or Patient=s Representative

Print Patients=s Name:

If signed by Representative, state name of

Representative:

Relationship to Patient:

2002-11-10 P1012

Form # BAJ-HUD-004 (rev 3/06)



	untitled0: 
	untitled1: 
	untitled2: 
	untitled4: 
	untitled5: 
	untitled6: 
	untitled7: 
	untitled8: 
	untitled9: 
	untitled10: 
	untitled11: 
	untitled12: 
	untitled13: 
	untitled14: 
	untitled15: 
	untitled16: 
	untitled17: Yes
	untitled18: Yes
	untitled19: 
	untitled20: 
	untitled21: Yes
	untitled22: Yes
	untitled23: 
	untitled24: 
	untitled25: 
	untitled26: 
	untitled27: Yes
	untitled28: Yes
	untitled29: 
	untitled30: 
	untitled32: 
	untitled33: 
	untitled34: 
	untitled35: 
	untitled36: 
	untitled37: 
	untitled38: 
	untitled39: 
	untitled40: 
	untitled41: 
	untitled42: 
	untitled43: 
	untitled44: 
	untitled45: 
	untitled46: 
	untitled48: 
	untitled49: Yes
	untitled50: Yes
	untitled51: Yes
	untitled52: 
	untitled53: Yes
	untitled54: Yes
	untitled55: Yes
	untitled56: 
	untitled57: Yes
	untitled58: Yes
	untitled59: Yes
	untitled60: Yes
	untitled62: Yes
	untitled61: Yes
	untitled63: Yes
	untitled64: Yes
	untitled65: Yes
	untitled66: Off
	untitled67: 
	untitled68: Yes
	untitled31: 
	Text9: 
	Text10: 
	Check Box29: Off
	Check Box34: Off
	Check Box1: Off
	Check Box2: Off
	Check Box28: Off
	Check Box27: Off
	Check Box33: Off
	Check Box3: Off
	Check Box26: Off
	Check Box32: Off
	Check Box4: Off
	Check Box25: Off
	Check Box30: Off
	Check Box31: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box21: Off
	Check Box19: Off
	Check Box9: Off
	Check Box10: Off
	Check Box16: Off
	Check Box20: Off
	Check Box18: Off
	Check Box12: Off
	Check Box13: Off
	Text22: 
	Check Box17: Off
	Check Box14: Off
	Check Box15: Off
	Text23: 
	Check Box24: Off
	Check Box35: Off
	Check Box11: Off
	Check Box36: Off
	Check Box37: Off
	Check Box23: Off
	Check Box94: Off
	Check Box22: Off
	Check Box161: Off
	Check Box162: Off
	Check Box38: Off
	Check Box39: Off
	Check Box95: Off
	Check Box96: Off
	Check Box163: Off
	Check Box164: Off
	Check Box97: Off
	Check Box98: Off
	Check Box100: Off
	Check Box167: Off
	Check Box165: Off
	Check Box169: Off
	Check Box168: Off
	Check Box166: Off
	Check Box40: Off
	Check Box41: Off
	Check Box101: Off
	Check Box99: Off
	Check Box102: Off
	Check Box171: Off
	Check Box170: Off
	Check Box172: Off
	Check Box42: Off
	Check Box43: Off
	Check Box103: Off
	Check Box104: Off
	Check Box106: Off
	Check Box175: Off
	Check Box173: Off
	Check Box174: Off
	Check Box44: Off
	Check Box45: Off
	Check Box107: Off
	Check Box105: Off
	Check Box108: Off
	Check Box176: Off
	Check Box46: Off
	Check Box47: Off
	Check Box109: Off
	Check Box110: Off
	Check Box177: Off
	Check Box178: Off
	Check Box48: Off
	Check Box50: Off
	Check Box51: Off
	Check Box49: Off
	Check Box111: Off
	Check Box112: Off
	Check Box179: Off
	Check Box181: Off
	Check Box182: Off
	Check Box180: Off
	Check Box52: Off
	Check Box53: Off
	Check Box113: Off
	Check Box116: Off
	Check Box114: Off
	Check Box115: Off
	Check Box183: Off
	Check Box118: Off
	Check Box185: Off
	Check Box186: Off
	Check Box184: Off
	Check Box117: Off
	Check Box54: Off
	Check Box55: Off
	Check Box121: Off
	Check Box119: Off
	Check Box120: Off
	Check Box122: Off
	Check Box187: Off
	Check Box189: Off
	Check Box191: Off
	Check Box190: Off
	Check Box188: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box61: Off
	Check Box59: Off
	Check Box123: Off
	Check Box192: Off
	Check Box60: Off
	Check Box62: Off
	Check Box63: Off
	Check Box125: Off
	Check Box126: Off
	Check Box124: Off
	Check Box64: Off
	Check Box65: Off
	Check Box127: Off
	Check Box128: Off
	Check Box66: Off
	Check Box67: Off
	Check Box129: Off
	Check Box130: Off
	Check Box68: Off
	Check Box70: Off
	Check Box69: Off
	Check Box71: Off
	Check Box133: Off
	Check Box131: Off
	Check Box132: Off
	Check Box193: Off
	Check Box194: Off
	Check Box134: Off
	Check Box195: Off
	Check Box197: Off
	Check Box196: Off
	Check Box198: Off
	Check Box72: Off
	Check Box73: Off
	Check Box135: Off
	Check Box138: Off
	Check Box136: Off
	Check Box137: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box74: Off
	Check Box75: Off
	Check Box139: Off
	Check Box204: Off
	Check Box76: Off
	Check Box77: Off
	Check Box141: Off
	Check Box142: Off
	Check Box140: Off
	Check Box144: Off
	Check Box207: Off
	Check Box205: Off
	Check Box208: Off
	Check Box206: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box146: Off
	Check Box209: Off
	Check Box211: Off
	Check Box212: Off
	Check Box210: Off
	Check Box82: Off
	Check Box81: Off
	Check Box145: Off
	Check Box143: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box147: Off
	Check Box149: Off
	Check Box148: Off
	Check Box150: Off
	Check Box213: Off
	Check Box214: Off
	Check Box151: Off
	Check Box152: Off
	Check Box215: Off
	Check Box216: Off
	Check Box86: Off
	Check Box87: Off
	Check Box153: Off
	Check Box154: Off
	Check Box217: Off
	Check Box218: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box155: Off
	Check Box156: Off
	Check Box220: Off
	Check Box157: Off
	Check Box221: Off
	Check Box219: Off
	Check Box159: Off
	Check Box160: Off
	Check Box158: Off
	Check Box223: Off
	Check Box222: Off
	Check Box92: Off
	Check Box93: Off
	Check Box225: Off
	Check Box224: Off
	Check Box226: Off
	Text227: 
	Check Box236: Off
	Check Box237: Off
	Check Box232: Off
	Check Box233: Off
	Text228: 
	Check Box234: Off
	Check Box235: Off
	Text229: 
	Check Box238: Off
	Check Box239: Off
	Text230: 
	Text231: 
	Date: 
	Patients Name PLEASE PRINT: 
	Center for Bone and Joint Disease Representative: 
	Date_2: 
	Dated: 
	x: 
	Persons that may be given Private Health Information 1: 
	Persons that may be given Private Health Information 2: 
	Persons that may be given Private Health Information 3: 
	Print Patientss Name: 
	Representative: 
	Relationship to Patient: 


