
 
Patient Registration Form 

 
Patient’s Name (Last, First, MI)              

Date of Birth         /       /            Social Security        

Gender    □ M    □ F        Marital Status □ S     □ M     □ D     □ W  

Do you have an advanced directive (Living will, health care proxy, DNR, power of attorney, etc)?   □ Yes  □ No 

Home Address               

City         State    Zip     

Home Phone     _______    Cell Phone  _____ ____     Work Phone  ________ __  

Emergency Contact     Relation     Phone    

 
Primary Care Physician         PCP Phone #:       

Referring Physician         Ref Phone #:       

 

Patient’s Email        OK to leave message at home?      □ Yes   □ No 

Race     Ethnicity    Primary Language      

Pharmacy    Cross streets      Phone      

 
Primary Insurance Company             

Policy Holder          Date of Birth   /       /    

ID/Policy #         Group #     Co-Pay    

Secondary Insurance Company             

Policy Holder          Date of Birth   /       /    

ID/Policy #         Group #     Co-Pay    

 
ASSIGNMENT OF BENEFITS & RELEASE OF MEDICAL INFORMATION 

By signing my name below, I authorize the release of medical information necessary for filing health insurance 
claims and/or treatment for me by Desert Orthopedic Specialists, PC.  I also authorize my insurance carriers to 
make payments directly to Desert Orthopedic Specialists, PC. I understand that I am responsible for all 
charges not covered by my insurance.    
 
 
               
Signature of the Patient or the Patient’s Legal Representative    Relationship to Legal Representative   
  
 
               
Print Name   Date  
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NOTICE OF PRIVACY PRACTICES FOR DESERT ORTHOPEDIC SPECIALISTS 

This notice describes how medical information about you may be used and disclosed 
and how you can get access to this information.  Please review this disclosure carefully. 

 
 
OUR PLEDGE REGARDING YOUR MEDICAL INFORMATION 
Desert Orthopedic Specialists is committed to protecting the privacy of medical information we create or obtain about you. This 
Notice tells you about the way in which we may use and disclose this information.  It also describes your rights and certain 
obligations we have regarding the use and disclosure of your medical information.  We are required by law to: 
 

1. Make sure your medical information is protected 
2. Give you this Notice describing our legal duties and privacy practices 
3. Follow the terms of this Notice that is currently in effect. 

 
WHO WILL FOLLOW THIS NOTICE?  
The privacy practices described in this Notice will be followed by all physicians and employees of Desert Orthopedic Specialists. 
 
WHAT IS PROTECTED HEALTH INFORMATION? 
“Protected Health Information” is information that individually identifies you and that we create or get from you or from another 
health care provider, health plan, your employer, or a health care clearinghouse and that relates to (1) your past, present, or future 
physical or mental health or conditions, (2) the provision of health care to you, or (3) the past, present, or future payment for your 
health care. 
 
HOW WE MAY USE ANJD DISCLOSE YOUR PROTECTED HEALTH INFORMATION 
The following sections describe different ways we may use and disclose your medical information. We abide by all applicable laws 
related to the protection of this information.  Not every use or disclosure will be listed. All of the ways we are permitted to use and 
disclose information, however, will fall within one of the following categories: 

• Treatment. We may use or disclose your Protected Health Information to give you medical treatment or services and to 
manage and coordinate your medical care. For example, your Protected Health Information may be provided to a physician 
or other health care provider (e.g., a specialist or laboratory) to whom you have been referred to ensure that the physician 
or other health care provider has the necessary information to diagnose or treat you or provide you with a service. 
 

• Payment. We may use and disclose your Protected Health Information so that we can bill for the treatment and services 
you receive from us and can collect payment from you, a health plan, or a third party. This use and disclosure may include 
certain activities that your health insurance plan may undertake before it approves or pays for the health care services we 
recommend for you, such as making a determination of eligibility or coverage for insurance benefits, reviewing services 
provided to you for medical necessity, and undertaking utilization review activities. For example, we may need to give your 
health plan information about your treatment in order for your health plan to agree to pay for that treatment. 
 

• Health Care Operations. We may use and disclose Protected Health Information for our health care operations. For 
example, we may use your Protected Health Information to internally review the quality of the treatment and services you 
receive and to evaluate the performance of our team members in caring for you. We also may disclose information to 
physicians, nurses, medical technicians, medical students, and other authorized personnel for educational and learning 
purposes. 
 

• Appointment Reminders/Treatment Alternatives/Health-Related Benefits and Services.   We may use and disclose 
Protected Health Information to contact you to remind you that you have an appointment for medical care, or to contact 
you to tell you about possible treatment options or alternatives or health related benefits and services that may be of 
interest to you. 
 

• Minors. We may disclose the Protected Health Information of minor children to their parents or guardians unless such 
disclosure is otherwise prohibited by law. Research and related activities. We may use and disclose your Protected Health 
Information for research purposes, but we will only do that if the research has been specially approved by an authorized 
review board or a privacy board that has reviewed the research proposal and has set up protocols to ensure the privacy of 
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your Protected Health Information. Even without that special approval, we may permit researchers to look at Protected 
Health Information to help them prepare for research, for example, to allow them to identify patients who may be included 
in their research project, as long as they do not remove, or take a copy of, any Protected Health Information. We may use 
and disclose a limited data set that does not contain specific readily identifiable information about you for research. 
However, we will only disclose the limited data set if we enter into a data use agreement with the recipient who must agree 
to (1) use the data set only for the purposes for which it was provided, (2) ensure the confidentiality and security of the 
data, and (3) not identify the information or use it to contact any individual. Required by Law. We will disclose Protected 
Health Information about you when required to do so by international, federal, state, or local law. 
 

• To Avert a Serious Threat to Health or Safety. We may use and disclose Protected Health Information when necessary to 
prevent a serious threat to your health or safety or to the health or safety of others. But we will only disclose the 
information to someone who may be able to help prevent the threat. 
 

• Business Associates. We may disclose Protected Health Information to our business associates who perform functions on 
our behalf or provide us with services if the Protected Health Information is necessary for those functions or services. For 
example, we may use another company to do our billing, or to provide transcription or consulting services for us. All of our 
business associates are obligated, under contract with us, to protect the privacy and ensure the security of your Protected 
Health Information. Organ and Tissue Donation. If you are an organ or tissue donor, we may use or disclose your Protected 
Health Information to organizations that handle organ procurement or transplantation – such as an organ donation bank – 
as necessary to facilitate organ or tissue donation and transplantation. 
 

• Military and Veterans. If you are a member of the armed forces, we may disclose Protected Health Information as required 
by military command authorities. We also may disclose Protected Health Information to the appropriate foreign military 
authority if you are a member of a foreign military. 
 

• Workers’ Compensation. We may use or disclose Protected Health Information for workers’ compensation or similar 
programs that provide benefits for work related injuries or illness. 
 

• Public Health Risks. We may disclose Protected Health Information for public health activities. This includes disclosures to: 
(1) a person subject to the jurisdiction of the Food and Drug Administration (“FDA”) for purposes related to the quality, 
safety or effectiveness of an FDA-regulated product or activity; (2) prevent or control disease, injury or disability; (3) report 
births and deaths; (4) report child abuse or neglect; (5) report reactions to medications or problems with products; (6) 
notify people of recalls of products they may be using; and (7) a person who may have been exposed to a disease or may be 
at risk for contracting or spreading a disease or condition. 
 

• Abuse, Neglect, or Domestic Violence. We may disclose Protected Health Information to the appropriate government 
authority if we believe a patient has been the victim of abuse, neglect, or domestic violence and the patient agrees or we 
are required or authorized by law to make that disclosure. 
 

• Health Oversight Activities. We may disclose Protected Health Information to a health oversight agency for activities 
authorized by law. These oversight activities include, for example, audits, investigations, inspections, licensure, and similar 
activities that are necessary for the government to monitor the health care system, government programs, and compliance 
with civil rights laws. 
 

• Data Breach Notification Purposes. We may use or disclose your Protected Health Information to provide legally required 
notices of unauthorized access to or disclosure of your health information. 
 

• Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose Protected Health Information in 
response to a court or administrative order. We also may disclose Protected Health Information in response to a subpoena, 
discovery request, or other legal process from someone else involved in the dispute, but only if efforts have been made to 
tell you about the request or to get an order protecting the information requested. We may also use or disclose your 
Protected Health Information to defend ourselves in the event of a lawsuit. 
 

• Law Enforcement. We may disclose Protected Health Information, so long as applicable legal requirements are met, for law 
enforcement purposes. 
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• Military Activity and National Security. If you are involved with military, national security or intelligence activities or if you 

are in law enforcement custody, we may disclose your Protected Health Information to authorized officials so they may 
carry out their legal duties under the law. 
 

• Coroners, Medical Examiners, and Funeral Directors. We may disclose Protected Health Information to a coroner, medical 
examiner, or funeral director so that they can carry out their duties. 
 

• Inmates. If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may 
disclose Protected Health Information to the correctional institution or law enforcement official if the disclosure is 
necessary (1) for the institution to provide you with health care; (2) to protect your health and safety or the health and 
safety of others; or (3) the safety and security of the correctional institution. 
 

USES AND DISCLOSURES THAT REQUIRE US TO GIVE YOU AN OPPORTUNITY TO OBJECT OR OPT OUT 
• Individuals Involved in Your Care or Payment for Your Care. Unless you object, we may disclose to a member of your 

family, a relative, a close friend or any other person you identify, your Protected Health Information that directly relates to 
that person’s involvement in your health care. If you are unable to agree or object to such a disclosure, we may disclose 
such information as necessary if we determine that it is in your best interest based on our professional judgment. 
 

• Disaster Relief. We may disclose your Protected Health Information to disaster relief organizations that seek your Protected 
Health Information to coordinate your care, or notify family and friends of your location or condition in a disaster. We will 
provide you with an opportunity to agree or object to such a disclosure whenever we practicably can do so. 
 

• Fundraising Activities. We may use or disclose your Protected Health Information, as necessary, in order to contact you for 
fundraising activities. You have the right to opt out of receiving fundraising communications. 

 
YOUR WRITTEN AUTHORIZATION IS REQUIRED FOR OTHER USES AND DISCLOSURES 
The following uses and disclosures of your Protected Health Information will be made only with your written authorization: 

1. Uses and disclosures of Protected Health Information for marketing purposes; and 
2. Disclosures that constitute a sale of your Protected Health Information. 
 

Other uses and disclosures of Protected Health Information not covered by this Notice or the laws that apply to us will be made only 
with your written authorization. If you do give us an authorization, you may revoke it at any time by submitting a written revocation 
to our Office and we will no longer disclose Protected Health Information under the authorization. But disclosure that we made in 
reliance on your authorization before you revoked it will not be affected by the revocation. 
 
YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMAATION 
You have the following rights, subject to certain limitations, regarding your Protected Health Information: 

• Right to Inspect and Copy. You have the right to inspect and copy Protected Health Information that may be used to make 
decisions about your care or payment for your care. We have up to 30 days to make your Protected Health Information 
available to you and we may charge you a reasonable fee for the costs of copying, mailing or other supplies associated with 
your request. We may not charge you a fee if you need the information for a claim for benefits under the Social Security Act 
or any other state or federal needs-based benefit program. We may deny your request in certain limited circumstances. If 
we do deny your request, you have the right to have the denial reviewed by a licensed healthcare professional who was not 
directly involved in the denial of your request, and we will comply with the outcome of the review. 
 

• Right to a Summary or Explanation. We can also provide you with a summary of your Protected Health Information, rather 
than the entire record, or we can provide you with an explanation of the Protected Health Information which has been 
provided to you, so long as you agrees to this alternative form and pay the associated fees. 

 
• Right to an Electronic Copy of Electronic Medical Records. If your Protected Health Information is maintained in an 

electronic format (known as an electronic medical record or an electronic health record), you have the right to request that 
an electronic copy of your record be given to you or transmitted to another individual or entity. We will make every effort 
to provide access to your Protected Health Information in the form or format you request, if it is readily producible in such 
form or format. If the Protected Health Information is not readily producible in the form or format you request your record 
will be provided in either our standard electronic format or if you do not want this form or format, a readable hard copy 
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form. We may charge you a reasonable, cost-based fee for the labor associated with transmitting the electronic medical 
record. 
 

• Right to Get Notice of a Breach. You have the right to be notified upon a breach of any of your unsecured Protected Health 
Information. 
 

• Right to Request Amendments. If you feel that the Protected Health Information we have is incorrect or incomplete, you 
may ask us to amend the information. You have the right to request an amendment for as long as the information is kept by 
or for us. A request for amendment must be made in writing to the Privacy Officer at the address provided at the end of this 
Notice and it must tell us the reason for your request. In certain cases, we may deny your request for an amendment. If we 
deny your request for an amendment, you have the right to file a statement of disagreement with us and we may prepare a 
rebuttal to your statement and will provide you with a copy of any such rebuttal. 
 

• Right to an Accounting of Disclosures. You have the right to ask for an “accounting of disclosures,” which is a list of the 
disclosures we made of your Protected Health Information. This right applies to disclosures for purposes other than 
treatment, payment or healthcare operations as described in this Notice. It excludes disclosures we may have made to you, 
for a resident directory, to family members or friends involved in your care, or for notification purposes. The right to receive 
this information is subject to certain exceptions, restrictions and limitations. Additionally, limitations are different for 
electronic health records. The first accounting of disclosures you request within any 12-month period will be free. For 
additional requests within the same period, we may charge you for the reasonable costs of providing the accounting. We 
will tell what the costs are, and you may choose to withdraw or modify your request before the costs are incurred. 
 

• Right to Request Restrictions. You have the right to request a restriction or limitation on the Protected Health Information 
we use or disclose for treatment, payment, or health care operations. You also have the right to request a limit on the 
Protected Health Information we disclose about you to someone who is involved in your care or the payment for your care, 
like a family member or friend. To request a restriction on who may have access to your Protected Health Information, you 
must submit a written request to the Privacy Officer. Your request must state the specific restriction requested and to 
whom you want the restriction to apply. We are not required to agree to your request, unless you are asking us to restrict 
the use and disclosure of your Protected Health Information to a health plan for payment or health care operation purposes 
and such information you wish to restrict pertains solely to a health care item or service for which you have paid us “out-of-
pocket” in full. If we do agree to the requested restriction, we may not use or disclose your Protected Health Information in 
violation of that restriction unless it is needed to provide emergency treatment. 
 

• Out-of-Pocket-Payments. If you paid out-of-pocket (or in other words, you have requested that we not bill your health 
plan) in full for a specific item or service, you have the right to ask that your Protected Health Information with respect to 
that item or service not be disclosed to a health plan for purposes of payment or health care operations, and we will honor 
that request. 
 

• Right to Request Confidential Communications. You have the right to request that we communicate with you only in 
certain ways to preserve your privacy. For example, you may request that we contact you by mail at a specific address or 
call you only at your work number. You must make any such request in writing and you must specify how or where we are 
to contact you. We will accommodate all reasonable requests. We will not ask you the reason for your request. 
 

• Right to a Paper Copy of This Notice. You have the right to a paper copy of this Notice, even if you have agreed to receive 
this Notice electronically. You may request a copy of this Notice at any time. 
 

HOW TO EXERCISE YOUR RIGHTS 
• To exercise your rights described in this Notice, send your request, in writing, to our Privacy Officer at the address listed at 

the end of this Notice. We may ask you to fill out a form that we will supply. To exercise your right to inspect and copy your 
Protected Health Information, you may also contact your physician directly. To get a paper copy of this Notice, contact our 
Privacy Officer by phone or mail. 
 

CHANGES TO THIS NOTICE 
We reserve the right to change this Notice. We reserve the right to make the changed Notice effective for Protected Health 
Information we already have as well as for any 
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Protected Health Information we create or receive in the future. A copy of our current Notice is posted in our office and on our 
website. 
 
QUESTIONS OR COMPLAINTS 
You may file a complaint with us or with the Secretary of the United States Department of Health and Human Services if you believe 
your privacy rights have been violated. To file a complaint with us, contact our Privacy Officer at the address listed at the end of this 
Notice. All complaints must be made in writing and should be submitted within 180 days of when you knew or should have known of 
the suspected violation. There will be no retaliation against you for filing a complaint. 
 
To file a complaint with the Secretary, mail it to: Secretary of the U.S. Department of Health and Human Services, 200 Independence 
Ave, S.W., Washington, D.C. 20201. Call (202) 619-0257 (or toll free (877) 696-6775) or go to the website of the Office for Civil 
Rights, www.hhs.gov/ocr/hipaa/, for more information. There will be no retaliation against you for filing a complaint. 
 
Desert Orthopedic Specialists Privacy Office 
2905 W. Warner Road 
Suite 23 
Chandler, AZ 85225 



 
 

DESERT ORTHOPEDIC SPECIALISTS CONSENTS FORM  
 

Please Print Patient Name: ___________________________________________ 

 
Acknowledgement of Notice of Privacy Practices: 

I have been offered a copy of the Notice of Privacy Practices.  I understand that Desert Orthopedic Specialists has the 
right to change its Notice of Privacy Practices from time to time and that I may contact Desert Orthopedic Specialists at 
any time to obtain a current copy. 

**Signature: _________________________________________    Date: ________________  
 

Authorization for Release of Health Information: 

I hereby authorize Desert Orthopedic Specialists to release any medical or incidental information to my referring 
physician or any other physicians who have been or may become involved with my care. I also authorize the release of 
information that may be necessary in the processing of any insurance claims.  

I hereby authorize Desert Orthopedic Specialists and its Employees permission to discuss, send and/or receive my 
personal health information to/with the following individual(s): 

Name:     Relationship:    Phone:      

Name:     Relationship:    Phone:      

Name:     Relationship:    Phone:      

 
**Signature: _______________________________________   Date: ________________   

 

Authorization for Release of Prescription Information: 

I hereby authorize Desert Orthopedic Specialists to release any prescription information to pharmacies as needed.  

**Signature: _______________________________________   Date: ________________   

 

Acceptance of Patient Portal Authorization:                                                                                                                               
A patient portal is a secure online website that gives patients convenient 24-hour access to personal health 
information from anywhere with an internet connection.  Using a secure username and password, patients can 
communicate with our office to: exchange secure e-mail with our health care team, request a prescription refill, and 
update contact information. 
□  By signing below, I acknowledge that I would like a Patient Portal account and agree to the terms and conditions set 

forth in the Patient Portal Authorization Policy.  
 

Your Email Address: ________________________________________________________________________ 
 
□ I am declining activation of my Patient Portal Account. (Signature is still required) 
 
 
**Signature:         _____  Date:      



FINANCIAL POLICY AND PATIENT RESPONSIBILITY 
We thank you for taking the time to read and understand our policies.  

 
It is the “Provider’s” Responsibility: 

To provide quality medical care. Our team at Desert Orthopedic Specialists is committed to providing our patients with the highest 
quality care with surgical and non-surgical orthopedic treatment options as well as Alternative Health treatment options.  
 
To file insurance claims.  Desert Orthopedic Specialists, PC will file a claim with primary and, as a courtesy to our patients, secondary 
carriers only. All services rendered due to a work related injury will be billed to the appropriate worker’s compensation plan so long 
as the claim and billing information is received by our office in advance.  
 

It is the “Patient’s” Responsibility: 
To know their insurance policy.  Patients should be aware of their benefit coverage including which physicians are contracted with 
their plan, covered and non-covered benefits, authorization requirements, and cost share information such as deductibles, 
coinsurance and copays.  If you are not familiar with your plan coverage, we recommend you contact your carrier directly. 
 
To obtain a referral from their Primary Care Physician (PCP) or worker’s compensation adjuster prior to receiving services.  Any non-
covered services due to lack of referral and/or prior authorization are the financial responsibility of the patient. 
 
To pay their patient responsibility amounts at the time of service.  Please help us continue to keep patient care our first priority by 
promptly paying your patient responsibility amounts (copays, deductibles, cost shares, coinsurance amounts, etc.) at the time of 
service or prior to your upcoming service (i.e. surgery). This arrangement is part of your contract with your insurance company.  
Failure on our part to collect copays (and other patient responsibility amounts) can result in our being held in violation of our 
insurance contracts therefore our office will not waive any deductible, copay or coinsurance amounts.  
 
To be an advocate in assisting our office with claims payment by contacting your insurance carrier when claims have not been paid 
within a reasonable time frame OR when you are asked to assist us. 
 

Additional Practice Related Fees That May Apply: 
Co-Pays and Co-Insurance:  Please pay these at the time of service.  Late payments will result in a $10.00 administrative fee 
 
Nonsufficient Funds:  Non-sufficient funds will result in an additional $35 administrative fee. 
 
Unpaid balances:   A late charge of 1.5% per month (or 18% per annum) on unpaid patient balances will be added to accounts not 
paid within 90 days of receipt of insurance payment.  An additional Collection Fee of 50% will be added to your account balance if 
your account is transferred to collections for non-payment. 
 
Missed Appointments and ‘No Shows’:  Please cancel your appointment at least 24 hours in advance of your appointment. Less 
than 24 hour notice will cause a cancellation fee of $50.  
 
Requests to complete LIFE, DISABILITY, FMLA and other forms:  There is a $25.00 fee for each form. 
 
Release of Medical Records:  Our office is able to provide your other medical providers with a copy of your Desert Orthopedic 
Specialists records free of charge. However, records requested for any other entity will be assessed an administrative fee of $35 
which is to be paid in advance of the records being released.  
 

FINANCIAL POLICY ACKNOWLEDGEMENT 

By signing my name below, I acknowledge that I have read and understand the Financial Policy of Desert Orthopedic Specialists, PC 
as well as the cover letter attached.  I understand that, regardless of my insurance claim status or absence of insurance coverage, I 
am ultimately responsible for the balance on my account for any services rendered. I agree that if my account is referred to a 
collection agency or attorney I will be responsible for all costs of collection on my account including attorney’s fees, and any interest 
on money due.  
 
Patient Signature:   _________________________________________ Date: ____________________ 
 
Patient Printed Name: _________________________________________  
 
 



Revised: 9/1/2017 
 

 
PATIENT HISTORY FORM 

 
 

 
Name______________________________Age_____Birthdate___________Height______Weight_____ 
 

Occupation:_______________________  Referring Provider: _____________________________ 

Are you:  ☐ Right handed ☐ Left Handed  Gender:  ☐ Male   ☐ Female  
 

Medications: ☐ NONE ☐ ADDITIONAL SHEET ATTACHED  
 
Medication (include over-the-
counter medicines and 
nutritional supplements) 

Reason used Dose 

1.   

2.   

3.   

4.   

5.   

6.   

7.    

8.   

9.   

10.   

 

Medical History: Do you currently or have you ever had any of the following, check box and/or circle?    
 anemia arthritis       thyroid problems       sleep apnea, use CPAP? YES/NO                   
 hypertension chronic pain syndrome    circulatory problems    depression               diabetes 
 stomach ulcers fibromyalgia       gout           heart disease            pacemaker 
  use oxygen HIV/AIDS       hypercholesterolemia    kidney disease           osteoporosis 
  asthma psychiatric illness       pregnancy (current)     reflux/heartburn         seizures 
  COPD stroke, when?______       bleeding disorder       irregular heart beat(A-Fib)    
☐ hepatitis, Type?_____________, current or history of 
☐ blood clots, When?______________,meds used/procedure done?___________________________________________   
☐ alcohol abuse (current/history) ☐ drug abuse (current/history)Please explain:_________________ ______ 
☐ cancer(s):Please explain(Current or History):________________________________________________________ 
☐ Other, Please explain_________________________________________________________________________________ 
☐ NONE OF THE ABOVE 
 

Medical Allergies, please list reactions to allergies below: ☐ NONE      ☐ penicillin    ☐ sulfa         
☐ latex   ☐ metals   ☐ tape ☐ shellfish  ☐ Poultry products (chicken/eggs) ☐ iodine, topical  ☐ IV 
contrast dye (Iodine)☐ other ____________________ 
 

Allergy side effects (list medication/product & symptoms of side effect):  

___________________________________________________________________________________________________________________________ 
 

Surgical History (Circle ALL that apply, please list dates):    
   NONE    
   Eyes/ENT    cataracts, vision correction, sleep apnea, tonsils, sinus surgery, thyroid, other__________ 
   Heart       bypass, valve replacement, stent, pacemaker, other_________________________________________ 
   Lung        resection, other___________________________________________________________________________ 
   GI          appendix, gallbladder, hernia, other ______________________________________________________ 
   GYN         C-section, hysterectomy, tubal ligation, other ____________________________________________ 
   Urologic    prostate, bladder, vasectomy, other________________________________________________________ 
   Orthopedic  joint replacement(please explain), arthroscopy, fracture(s), spine, other__________________ 
   Vascular    carotid, aneurysm, bypass, other___________________________________________________________ 
   Neurologic  aneurysm, tumor, craniotomy, other_________________________________________________________ 
   Cancer      skin, breast, prostate, colon, lung, other_________________________________________________ 
   Other/Explanation: ____________________________________________________________________________________ 

Anesthesia Complications:      ☐ NONE    If yes, explain_____________________________________________ 
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Specialists: List any doctors that you see for heart, lung, cancer, other special conditions, Please give 
names and phone numbers.  Please put NONE or N/A if you do not see any other doctors except primary care: 

________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

 

Family History:         
 
☐ NONE OF THE BELOW 
☐ anesthesia complications Father/Mother/Siblings ☐ bleeding disorder Father/Mother/Siblings 
☐ cancer type Father/Mother/Siblings  ☐ diabetes Father/Mother/Siblings 
☐ gout Father/Mother/Siblings  ☐ heart disease Father/Mother/Sibling  
☐ malignant hyperthermia Father/Mother/Siblings ☐ arthritis Father/Mother/Siblings 
☐ other ________________________________________________________________________________________________ 
 
 

Social History: 
Marital status:     ☐ single     ☐ married       ☐ divorced       ☐ widowed       ☐ separated 

Alcohol use:        ☐ no        ☐ yes, continue w/below questions 

If yes, how often? ☐ monthly or less ☐ 2-4 times a month ☐ 2-3 times a week ☐ 4 or more times a week 

How many drinks on occasion?   ☐1-2      ☐3-4      ☐5-6      ☐7-9     ☐10 or more 

In the last year, have you ever had 6 or more drinks on one occasion? ☐yes  ☐no  

 If so, ☐monthly or less      ☐monthly      ☐weekly       ☐daily  

Tobacco use:        ☐ none       ☐ previous When quit? _________  ☐ current packs/day____________ 

Recreational drug use:       ☐ none    ☐ previous    current drug ___________________ last used______ 
 

Review of Systems (Circle ALL that apply):                       
  YES   NO  Constitutional    unexpected weight loss, weight gain, chills, fever, night sweats, fatigue 
  YES   NO  Eyes              blurred/double vision, eye pain, redness, watering, ________________________ 
  YES   NO  ENT               headache, difficulty swallowing, nose bleeds, ring in ears, earache ________ 
  YES   NO  Cardiovascular    chest pain, palpitations, murmur, fainting _________________________________ 
  YES   NO  Respiratory       shortness of breath, wheezing, coughing, painful breathing, snoring ________ 
  YES   NO  Gastrointestinal  nausea, heartburn, constipation, incontinence, diarrhea, bloody/black stool 
  YES   NO  Musculoskeletal   joint pain, swelling, instability, stiffness, redness, heat, muscle pain 
  YES   NO  Dermatologic      skin changes, poor healing, rash, itching, redness _________________________ 
  YES   NO  Neurologic        numbness/tingling, unsteady gait, dizziness, tremors, seizures _____________ 
  YES   NO  Psychologic       nervousness, anxiety, depression, hallucinations ___________________________ 
  YES   NO  Hematologic       easy bleeding/bruising _____________________________________________________ 
  YES   NO  Endocrine         excessive thirst or urination, heat/cold intolerance _______________________ 
  YES   NO  Allergic          reactions to food or environment ___________________________________________ 
  YES   NO  Other             ____________________________________________________________________________ 
 
 

Additional information you would like us to know: 
__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

 
 
__________________________________________________________________       ______________________ 

Patient or responsible party signature                       Date 
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