Southiwest Orthopaedic
&e Reconstructive Specialists

southwestortho.com DATE:
Name: (Last} (First) (i) (Nickname)
Date of Birth: / / Age: Sex: O MO F MaritalStatus: 0 S O MmO DO W
Phone: ( } Cell: { } = SSN: / /
Address; City: ST: Zip:
Email Address:
Employer: Phone: { ) -
School if Student: O Fulltime [0 Parttime

Primary Care Physician:

Referred by:

O Physician [1 Hospital [0 Family/Friend O Advertisement [0 Coach OO Other
IN CASE OF EMERGENCY, | GIVE PERMISSION TO NOTIFY:

Name: Home: ( ) -

Relationship; cell: ) -

HEALTH INSURANCE INFORMATION: Please give information about the primary policy holder of insurance

Primary Secondary

Insurance Company: Insurance Company:

Insured Name: Insured Name:

Relationship to patient: Relationship to patient:

SSN: DOB: SSN: DOB:
Policy or ID number: Policy or ID number:

Group number: Group number:

Employer: Employer:

If patient is a minor please give parental or guardianship information

Parent or Guardian

Relationship SSN: DOB:

Demographic Information:
Preferred Language:

Race: [White [Black [JAsian [CINative American [ Hispanic [CINative Hawaiian [Unknown
Ethnicity: OHispanic CINon-Hispanic [] Unknown ODecline to answer the above
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Patient name DOB

Is This A Work-Related Accident?d YES [ NO If Yes, list Employer and/or Adjuster’s name and phone:
Is This An Auto-Related Accident? UYES [ NO if Yes, please indicate how your account will be billed:

If Yes, list responsible party and insurance O MVA (Self-Pay) [1 Health Ins.

company, adjustor’s name, claim number and NOTE: Be advised all MVA(Self-Pay} accounts require lien

filing process on accounts with charges over 5200. MVA
Liens will not be filed for medical charges if you are a
Medicare/Medicaid recipient,

phone. H unknown, write ‘Unknown’:

Are you represented by an attorney? 0 YES [ NO
If Yes, list attorney’s name and phone:

Please list how you would like to be contacted, for appointment reminders:

OText Message [ Voicemail at { ) - Thisis my: [ Cell Phone [0 Home Phone [ Work Phone

Please indicate which phone number we may leave a voicemail with clinical information:

( ) - This is my: O Cell Phone f Home Phone [ Work Phone

Who may we talk to on your behalf?

By initialing, | permit Southwest Orthopaedic and Reconstructive Specialist to discuss health information in person
or by phone with the following family members or friends. Release of information under this document is limited to verbal
discussion with my Health Care Provider. This document does not permit release of any written health information to the
individuals named below.

NAME PHONE NUMBER RELATIONSHIP

By initialing, | understand that | will be treated by one or more SOS physicians who may refer me for further
procedures, imaging, surgery and/or other related services to OCOM hospital (Oklahoma Center for Orthopaedic and Multi-
Specialty Surgery). 1 further understand that the following physicians have an ownership interest in the OCOM hospital:
Bradley Reddick, DO, Derek West, DO, Kristopher Avant, DO, Brian Levings, DO, R Langerman, DO, Matthew Diesselhorst,
MD, Mehdi Adham, MD, Daniel Jones, MD.

| attest that the information stated on this document is true and correct to the best of my knowledge, and agree to contact
and inform SOS of any changes to the information stated herein.

X

Signature of patient, parent or legal guardian/ relationship is required DATE
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Soutfwest Orthopaedic
&e Reconstructive Speaabsts

southwestortho.com

WELCOME TO SOUTHWEST ORTHOPAEDIC & RECONSTRUCTIVE SPECIALISTS

PATIENT NAME: DATE:
Are you in pain management? [ Yes [ No Dr. Phone:
Do you have a cardiclogist? O Yes O No If Yes, Dr. Phone:
Do you have a pacemaker? O Yes [3 No If Yes, when?

What do you expect to be seen for today?

% Which side? ORight DOLeft OBoth

% Which body part? OHead ONeck OShoulder OEIbow OWrist OHand OFinger CdBack OHip OKnee OAnkle
OFoot OToes ORibs OFace OAbdomen [lBreast CIOther

% Was this injury/illness due to an accident? 3 Yes 0 No
If Yes, what type? OWork ~ Related Injury? OOMotor Vehicle - Related?

Date of Injury/Illness Began:

REGARDING CURRENT [NJURY/ILLNESS:

Have vou been treated at a hospital or by another physician for this injury/illness? OYes ONo
[f YES, by Whom and When?

Have you had a/an: [IX-ray [OMRI OCT Scan  OUltrasound OEMG
[f yes, list where and when:

Have you had surgery for current injury? OYes [CNeo
If yes, list list date and Doctor:

What is your current:  Height Weight
YN ly):
Currently Pregnant? OYes [ONo
Menstrual Status: [ClHaving Periods OHysterectomy [Perimenopausal  [OPostmenopausal
ALLERGIES:
Do you have any drug allergies? OYes, Name: 0O No known Drug Allergies

Do you have any allergies to these? [OLatex OAdhesive Tape Olodine CIMetal [OOther

PHARMACY INFORMATION:
What is your preferred pharmacy?

Name: Location:

CURRENT MEDICATIONS: (attach list as needed)

mg
mg 0000
mg 0
mg
mg

(over)

PATIENT INTAKE - 11/2019 - DH




PATIENT NAME: DATE:
MEDICAL HISTQRY: (Check all that apply)
JADD/ADHD OFailure to thrive OKidney Disease OStrep Throat
ClAllergic rhinitis CIGERD OLead Poisoning OStroke
CAnemia OHeadache OLiver Disease OTuberculosis (ACTIVE TB)
ClArthritis OHearing Loss OLung Disease OuUTI
OAsthma OHeart Murmur OObesity OVaricella
OCancer [JHigh Blood Pressure Ootitis Media OvVision impairments
CClotting Disorder OHigh Cholesterol OPneumonia
ODiabetes Mellitus CIHIV /Aids OScoliosis
CEating Disorder CIBS/IBD OSeizure
OEczema OJaundice OSickle Cell Anemia
AL HIST : k all )\
OAppendectomy OFracture Surgery OSmall Intestine Surgery
OBrain Surgery OGastrostomy [C1Spine surgery
OCosmetic Surgery OHeart Surgery OTonsillectomy
OEar tubes OHernia Repair OUmbilical Hernia
CEye Surgery OLymph Node Biopsy OVP shunt
Other:

FAMILY HISTORY : (List relatives with conditions. For example mother, father, brother, sister, paternal grandmother,
paternal grandfather, maternal grandmother, or maternal grandfather)

ClAlcohol abuse EIDrug Abuse OMental Iliness
OArthritis [JEarly Death OMiscarriages
OBirth Defect OHeart Disease OSuicide
OCancer OHyperlipidemia [lSuicide Attempt
OCOPD OHypertension OVision Loss
ODepression OKidney Disease OO0ther
ODiabetes CiLearning Disabilities

SQCIAL HISTORY:

Do you drink alcohol? OYes How often: ONo

Smoke; [IEvery day [dSome Days
Smokeless Tobacco: OYes CNo

ONever Smoker [OFormer Smoker Quitin
O Never [Former Smokeless Tobaccoe - Quit all tobaceo in (year):

By signing this medical history form, I attest that the information stated within is true and current medical history to the
best of my knowledge, and I agree to contact/inform Southwest Orthopaedic Specialists medical staff or my provider of any
medical changes to the information stated herein.

Signature of patient - Parent or Legal Guardian Date

Print Name of Parent or Legal Guardian, if patient is a minor:
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