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PATIENT DATA SHEET


Date:__________________________

Patient Name:_______________________________________________ Age:___________ Sex: M F
Birth Date: ___/___/___ SSN:______-_____-______ Drivers License:__________________________

Patient Address:___________________________City:______________State:_______Zip:_________

Patient Home Phone:(____)_______________________ Work Phone:(____)_____________________

Patient Cell Phone(____)________________________ Email:________________________________

Patient Employer:__________________________________ Occupation:________________________

Marital Status (circle one):      Married           Single           Divorced          Widowed           Student

Spouse’s Name:_____________________________ Spouse’s Work Phone: (____)________________

Person Responsible for Payment:________________________Relationship to Patient:_____________

Phone:(____)_______________ 

Address:_________________________________City:______________State:_______Zip:_________



Primary Insurance:____________________________ Insured’s Name:_________________________

Sex: M F Birth Date: ___/___/___ SSN:______-_____-______Relation to Patient:________________

Ins Group#:_______________________Ins ID#:___________________________________________

Ins. Co. Address:___________________________City:______________State:_______Zip:_________

Insured’s Employer:__________________________________ Phone(____)______________Ext:____

Address:_________________________________City:______________State:_______Zip:_________



Emergency Contact:_____________________________Emergency Phone(____)_________________



Referred By: (please give appropriate name)

Physician__________________ Mag/Newspaper_________________ Company__________________

Friend____________________ Health Fair______________________ Other____________________


PATIENT MEDICAL HISTORY


Date:______________________Patient Name:____________________________________ Age:___________ 
Do you have or had any problems with any of the following?:




Yes   No



Yes   No



Yes   No

Fainting Spell

___   ___
Bronchitis

___   ___
Frequent Headaches
___   ___

Indigestion

___   ___
Convulsions

___   ___
Recurrent Vomiting
___   ___

Depression

___   ___
Diarrhea

___   ___
Frequent Sinus Infection___   ___

Constipation

___   ___
Chest Pains

___   ___
Black Stools

___   ___

Frequent Colds

___   ___
Blood in Stools

___   ___
Palpitations

___   ___

Ulcers


___   ___
Shortness of Breath
___   ___
Hemorrhoids

___   ___

High Blood Pressure
___   ___
Jaundice

___   ___
Chronic Cough

___   ___

Frequent/Painful Urine 
___   ___
Pneumonia

___   ___
Kidney Stones

___   ___

Asthma


___   ___
Swollen Ankles

___   ___
Hayfever/Allergies
___   ___

Hernia


___   ___
Tuberculosis

___   ___
Diabetes

___   ___

Rheumatic Feve
r
___   ___
Arthritis

___   ___
Tumor/Cancer

___   ___

Back Injury

___   ___

Briefly explain any Yes answers:__________________________________________________________________

____________________________________________________________________________________________

Current Medications:____________________________
Allergies to Medications:_____________________
Previous Surgeries (date & type):_________________________________________________________________

Other Hospital Admissions:_____________________________________________________________________

Family Practice or General Practice Physician Name:__________________________________________________

Family History

Living
  Deceased
Age
Illness/Cause

Father 


_____
    _____
___
___________________________________

Mother


_____
    _____
___
___________________________________

Brothers

_____
    _____
___
___________________________________

Sisters


_____
    _____
___
___________________________________

Children

_____
    _____
___
___________________________________





_____
    _____
___
___________________________________

Do you smoke?

Yes   No
If yes, amount?___________________
Quit? ___________________

Consume alcohol?
Yes   No
If yes, amount?___________________

Use drugs?

Yes   No
If yes, describe?_______________________________________________


PATIENT INJURY SHEET


Date:______________________Patient Name:_______________________________________________ 


Please provide the following information, sign and date this form. Thank you.

Chief Complaint:__________________________________________


Date of injury or when symptoms first occurred:_________________

Briefly describe the chief complaint or injury. Please include how and where accident occurred, if the cause of complaint was due to an accident:_____________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
Auto Accident (circle one):
Yes  
No

Work Related Injury (circle one):Yes 
No

Name of Primary Insurance Carrier:____________________________________________

Name of Secondary Insurance Carrier: __________________________________________

I certify that the facts contained on this form are true and complete to the best of my knowledge.

______________________________________________
_____________________

Signature






Date

PATIENT FINANCIAL RESPONSIBILITY FORM


I understand that payment in full is expected at the time services are rendered. If prior arrangements have been made, Athletic Orthopedics and Knee Center (AOKC) may bill my insurance company for the estimated portion.  This is a courtesy to me and I am responsible for the total payment of all charges regardless of insurance coverage.

Since some insurance carriers are unnecessarily delaying payment of claims, I may be called upon for payment, if Athletic Orthopedics and Knee Center has not received payment within 60 days of billing. If Athletic Orthopedics and Knee Center receives any subsequent payment from my insurance company, then a credit balance will be promptly refunded to me.

I understand that my insurance is a contract between me, my employer and the insurance company. Athletic Orthopedics and Knee Center is not a party to that contract and cannot be responsible for negotiating payment.

I hereby authorize my insurance benefits to be paid directly to Athletic Orthopedics and Knee Center realizing I am responsible for payment as stated above.

______________________________________________
_____________________

Signature






Date
MEDICAL RELEASE

I hereby authorize Athletic Orthopedics and Knee Center to release medical information pertaining to my claim to my insurance company, third party payor and/or my attorney. There is a fee for copying medical records.

______________________________________________
_____________________

Signature






Date

PRIVACY PRACTICE ACKNOWLEDGEMENT FORM
I have read the Privacy Practice documented by Athletic Orthopedics and Knee Center

______________________________________________
_____________________

Signature






Date
9180 Old Katy Road, Suite 200 Houston, Texas 77055    (713) 984-1400 phone     (713) 984-0544 fax     www.aokc.net


