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Dr. Account # 

Referring Physician: 

Name of Patient: __________________________________ Date of Birth_________________ 

Address _____________________________________________________________________ 

City _________________________      State_______________      Zip ______________    

Home  phone (___) ____-_____  Work Phone (___)____-_____ Cell Phone (___) ____-_____  

Social Security # _______________________ Email address ___________________________    

Occupation ___________________________ Employer_______________________________ 

Guardian(s)__________________________________________________________________ 

To whom may we release information on your behalf? _________________________________ 

___________________________________________________________________________ 

Emergency Contact __________________________________________________________ 

Phone # _________________________ Relationship ______________________________ 

Patient Demographic Information 

HEALTH INSURANCE INFORMATION 
Primary Insurance Carrier _____________________________________________________ 

Subscriber _________________________________  Relationship to Patient _____________ 

Subscriber’s DOB:  _____-_____-_______     Subscriber’s SS # _______-______-________ 

Policy # __________________________________  Group # ________________________ 

 - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

Secondary Insurance Carrier ___________________________________________________ 

Subscriber _________________________________  Relationship to Patient _____________ 

Subscriber’s DOB:  _____-_____-_______     Subscriber’s SS # _______-______-________ 

Policy # __________________________________  Group # ________________________ 

Date 

PCP: 
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7/26/2011 

  Patient:  

Review of Systems: 
 
Check all that apply: 

  General- Fatigue, Weight gain; weight loss 

  Skin- Rashes; sores  

  Eyes- Blurred vision; glaucoma  

  ENT- Hearing loss, Nasal congestion   

  Heart- Chest pain; Hypertension; Arrhythmia 

  Lungs- COPD; Pneumonia; sleep apnea 

  Gastrointestinal- Stomach or Bowel problems; 
ulcer; GERD; jaundice 

  Genito-urinary- Kidney or bladder infection, 
incontinence 

  Musculoskeletal - Joint pain; stiffness; muscle 
pain 

  Endocrine- Diabetes; thyroid disease 

  Neurologic- Dizziness; tingling or numbness; 
weakness 

  Psychiatric- Depression; anxiety 

  Hematologic/Lymphatic- Bleeding; lymphatic 
problems; Anemia 

  Immunologic/Allergic- Lupus; Rheumatoid 
arthritis 

Medical History  

Anesthesia History:  
 
Check each type of anesthesia 
you have had:  

  General          Local    

  Regional        Spinal 
Please list any adverse 
reactions 
________________________
________________________
________________________
________________________
________________________
________________________
____________________ 

  Account # 

Past Surgical History 
List all operation and dates of surgery: 
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________

Family History 
 

  Mother’s age ____________ 
Cause of death __________ 

  Father’s age _____________ 
Cause of death __________ 

  List any illness that runs in the 
family: 
________________________
________________________
__________________ 
 

Social History: 
 

  Who else lives in your household?  
________________ 

  Do you smoke? ____________ 
  If so, how much?___________ 
  _________________________ 
   
  Do you drink? _____________ 
  If so, how much?  ___________ 
_________________________ 

  For how long?  _____________ 
 

      Past Medical History: 
      Check all that apply: 

  Asthma/COPD            Rheumatoid Arthritis 

  Bleeding Disorder            GERD/Peptic Ulcer 

  Hepatitis             Hypertension 

  Pulmonary Embolism or DVT    Hyperlipidemia 
  Diabetes             Heart Disease 

  Stroke             Thyroid Disease 

  Weight Loss            Pneumonia 

  Sleep Apnea            Other  

  Cancer 
What type:              
  
      

FAMILY & SOCIAL HISTORY 

Date: 
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History: 

 

 

Physical: 

 

 

 

X-Ray: 

 

 

Diagnosis: 

 

 

 

Plan: 

Patient:  
____________________________________________

Physician/Medical Staff Notes 

Account # 

Describe your injury/condition: _________________ 
__________________________________________ 
__________________________________________ 
Is your injury/condition related to:    

  Employment   Auto Accident 

   Other (describe)___________________________ 
When did your injury/condition occur? ___________ 
__________________________________________ 
Where did your injury occur? ___________________ 
__________________________________________ 
Have you seen another physician for this problem?  
Who ______________________________________ 
__________________________________________ 
Have you have x-rays or an MRI? If so, when/where?  
__________________________________________ 
 

Referring Physician: PCP: 

Current Medications & Dosage : 
_____________________________________ 
_____________________________________ 
_____________________________________ 
_____________________________________ 
_____________________________________ 
Preferred Pharmacy______________________ 

Allergies:    

  None             Aspirin          Codeine           

  Cortisone       Demerol       Erthyomycin 

  Lidocaine       Penicillin      Sulfa                

  Tetracycline     Other  _______________ 
__________________________________ 
__________________________________ 
 

Date of Birth ____/ ____ /_______ 
Age _____           Male        Female 
    
      Single     Married 
      Widowed            Divorced 
 
How were you referred to our office? 

  Physician _____________________ 

  Friend   Adjuster      Ad 

  Phone Book   Internet 

  Attorney _____________________ 
 
Have you missed work? ___________ 
 
Date last worked? ________________ 

Date: 
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Dear Patient, 

 

Your insurance contract(s) may provide for benefits to be coordinated with other medical insurance by which you may 

be covered. In this case, your primary insurance pays first when there is more than one insurance company. Please 

complete the portions below if applicable. 

 

Section 1 

 

Name of Physician/Provider you are seeing: _____________________________________________________________ 

Is the reason for your visit due to an injury caused by an accident?            Yes          No 

If Yes, please indicate the type of accident:          Auto Accident             Work              School          Home 

                    Other Please describe _______________________________________ 

Is a third party responsible for your injury?          Yes  No        Who? _______________________________________ 

 

 

Section 2 (Please complete if injury is related to an auto accident) 

 

Were you in your own vehicle, or someone else’s vehicle? _________________________________________________ 

Name of Auto Carrier? ________________________________Adjuster ______________________________________   

Phone # _______________________Claim # ___________________________  Date of Injury?____________________      

Do you have an attorney?       Yes        No    If yes, who? ____________________________________________________ 

Attorney phone # ___________________________________  Legal aide/contact _______________________________ 

 

Section 3 ( Please complete if injury is related to a workers comp claim)     

 

Employer at the time of the injury _____________________________________________________________________ 

Date of Injury ____________________  Work Comp Ins. Carrier _____________________________________________ 

Adjuster ___________________________________________ Phone # ________________________________________ 

Case Manager ______________________________________  Phone # ________________________________________ 

 Do you have an attorney?       Yes        No    If yes, who? ____________________________________________________ 

 

 

Please read below and sign. 

 

To the best of my knowledge, the statements above are true. Unanswered questions indicate they do not apply. My 

signature authorizes my insurance carrier to receive any payment and all information concerning claims filed by me or 

on my behalf to another insurance carrier for the purpose of coordination of benefits. 

 

My signature also serves as acknowledgement that upon request I will be provided a copy of the HIPPA privacy policy. 

 

 

____________________________________________   __________________ 

                            Signature                    Date                                                  
 

Patient:  
____________________________________________

Coordination of Benefits & HIPPA Acknowledgment 

Account # 
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This is an agreement between Orthopaedic Associates of West Florida, P.A., a Florida Professional Corporation, as 

creditor, and the Patient/Debtor named on this form. 

 

In this agreement, the words “you”, “your”, and “yours” means the Patient/Debtor. The word “account” means the 

account that has been established in your name to which charges are made and payments credited. The words “OAWF”, 

“us”,  “our”, and “we” refer to Orthopaedic Associates of West Florida, P.A. 

 

By executing this agreement, you are agreeing to pay for all services that are received. 

 

Monthly Statement: If you have a balance on your account, we will send you a monthly statement. It will separately 

show the previous balance, any new charges to the account, the finance charge, if any, and any payments or credits 

applied to your account during the month. 

 

Payments: Unless other arrangements are approved by OAWF in writing, the balance on your statement is due and 

payable when the statement is issued, and considered past due if not paid within 30 days. 

 

Charges to Account: We shall have the right to cancel your privilege to make charges against your account at any time. 

Future visits would then need to be paid at the time of service. 

 

Required payments: Any co-payment required by an insurance company must be paid at the time of service. 

 

Payment options:  You may choose to pay by cash, credit card, or check on the day services are provided.   

 

Self Pay: Patient is required to pay at the time of service unless other arrangements have been made and agreed to by 

OAWF in writing prior to the appointment. 

 

Insurance: Insurance is a contract between you and your insurance carrier. We are NOT a party to this contract in most 

cases. We will bill your primary insurance company as a courtesy to you. Although we may estimate what your insurance 

company may pay, it is the insurance carrier that makes the final determination of your eligibility and determines 

payment. You agree to pay the portion of the charges not covered by your insurance carrier. If your insurance carrier 

requires a referral and/or preauthorization, you are responsible for obtaining it. Failure to obtain the referral and/or 

preauthorization may result in a lower payment from the insurance carrier, thus increasing the portion you would be 

responsible for. 

 

As a courtesy, we will be happy to file your secondary insurance. However, it is our policy that should your insurance 

carrier not pay the claim within 45 days, the balance becomes your responsibility, and is payable at that time. If your 

insurance carrier makes payment after you have paid, you will be promptly refunded.            

 

Personal Injury: If you are being treated due to a personal injury lawsuit or claim, we require verification from your 

attorney prior to your initial visit. Payment of the bill remains the patient’s responsibility unless other arrangements 

have been agreed to by OAWF in writing prior to the appointment.                                  

 

Patient:  
____________________________________________

Financial Policy 

Account # 
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Workers Compensation: We require written approval/authorization by your employer and/or workers compensation 

carrier prior to your initial visit. If your claim is denied or un-authorized services are performed, you will be responsible 

for payment in full.     

 

Divorce: In case of divorce or separation, the party responsible for the account prior to the divorce or separation 

remains responsible for the account. After a divorce or separation, the parent authorizing treatment for the minor 

patient will be responsible for those subsequent charges. If the divorce decree requires the other parent to pay all or 

part of the treatment costs, it is the authorizing parent’s responsibility to collect from the other parent. 

 

Past Due Accounts: If your account becomes past due, we will take necessary steps to collect this debt including the 

possibility of referring the account to a collection agency. 

 

Credit History: You give us permission to check your credit and employment history and to answer questions about your 

credit experience with us. We have he option to report your account status to any credit reporting agency such as the 

credit bureau. 

 

Returned Checks: There is a $25.00 fee for any check returned by the back. The $25.00 fee will be added to your 

account upon notice from the bank. 

 

Records/Radiology Copies: For copies of either your medical records or radiology films, there may be a charge for copies 

provided. This may not be covered by your insurance, and will be your responsibility. 

 

Waiver of Confidentiality: You understand if this account is submitted to an attorney or collections agency, if we have to 

litigate in court, or if your past due status is reported to a credit reporting agency, the fact that you received treatment 

at our office may become a matter of public record. 

 

Co-Signature: If this or another Financial Policy is signed by another person, that co-signature remains in effect until 

canceled in writing. If written cancellation is received, it becomes effective with any subsequent charges. 

 

Effective date: Once you have signed this agreement, you agree to all the terms and conditions contained herein, and 

the agreement will be in full force and effect. 

 
Patient’s Name: ___________________________________________________________________________________ 

 

Responsible Party 

(If not patient) ____________________________________________________________________________________ 

 

Signature ______________________________________________________      Date ___________________________ 

 

Co-Signature (if required) _________________________________________      Date ___________________________ 

 

Witness _______________________________________________________       Date ___________________________ 

 

Witness Signature _______________________________________________       Date ___________________________  

 

 

Patient:  
____________________________________________

Financial Policy cont’ 

Account # 



 
 



 
 



 


