Last Name:

Patient Registration

First Name:

Preferred Name:

Middle Name, Suffix:

Former Last Name:

Sex:

DOB:

SSN;

Address:

Address ctd:

City:

State:

Zip:

Country:

Home Phone:

Q Same as mobile phone

Mobile Phone:

O None

Work Phone:

Patient Email:

0 No Email

(The patient will not have a portal access without an email)

Contact Preference:

Registration Department:

Language:

Ethnicity:

Marital Status:

0 Patient Declined
1 Patient Declined

Homebound? O Yes 1 No

Primary Care Physician:

Skilled Nursing Facility:

How did you hear about us?

AWF

ORTHOPAEDIC ASSOCIATES OF WEST FLORIDA

Date:

Guardian

Last Name:

First Name:

Middle Name, Suffix:

Emergency Contact

Name:

Relationship

Home Phone:

Mobile Phone:

Next of Kin

Name:

Relationship

Phone:

If reason for your visit is Workers Comp.

Employer Name:

Employer Phone:

Usual occupation:

Current or most recent:

Usual Industry:

Guarantor Information

Patient’s relationship to guarantor:

Guarantor (name to whom statement are sent)

Last Name:

First Name:

Middle Name, Suffix:

DOB:

Mailing Address 0 Same as Patient’s address

Address:

Address (ctd):

City:

State:

Country:

Zip:

Optional information

SSN

Phone:

Email:

Employer:

Q0 No Guarantor Email
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W ORTHOPAEDIC ASSOCIATES OF WEST FLORIDA FINANCIAL POLICY

Welcome to OAWF, a division of Florida Orthopaedic Institute. Please read the following for your financial obligation.
You understand and agree that you are responsible and liable for payment of all charges for professional services
rendered. If our office is participating with your insurance and accepts assignment, this means that we will accept what
your insurance allows for the services performed which is less than our standard billed amount. Based on your plan, our
office will collect an estimated patient responsibility amount at the time of your visit. Once your claim processes
through your insurance, the patient responsibility may be more or less than the original estimated amount. You will
receive a statement in the mail if there is a balance due by you that is due upon receipt. If you have a credit, our office
will apply that credit to any open patient balances on your account. It is our office policy to hold all credits on your
account until all open claims have processed by your insurance company.

You authorize payment of medical benefits to the physician/care center performing the professional services. In the
event your insurance company forwards payment directly to you, you will deliver such payment to the physician/care
center where services were performed.

PRIVATE PAY: Full payment is expected when services are rendered. We accept checks, cash, and most major
credit/debit cards. *There is a charge for any returned checks*

PPO’s & HMO'’s: You will be responsible for any copays, deductible, co-insurances, and non-covered services.
**|t is the patient’s responsibility to verify any required authorizations/referrals are in place prior to their visit**

Medicare: We are Medicare providers and accept Medicare assignment. You are responsible for the Medicare yearly
deductible, co-insurance, and non-covered services. We will also file your secondary insurance as courtesy. If your
secondary insurance does not make payment, you are responsible for this balance.

Medicaid: We do not participate with any Medicaid HMOQ’s. The patient is responsible for payment if you have a
Medicaid HMO.

Worker’s Compensation: All authorized charges will be billed directly to the worker’s compensation carrier. In the
event your claim or service is denied, you will be responsible for this balance.

Auto/Personal Injury: For auto accidents or personal injury accidents it is your responsibility to provide us with your
accident claim number and adjustors name and telephone number prior to your visit. On your initial visit for auto
accidents, you must sign a DISCLOSURE AND ACKNOWLEDGMENT FORM for PIP benefits in order for us to be paid. You
are responsible for any deductibles, copays, co-insurances, or non-covered services. We file auto insurance and accept
assighment of benefits. We will also file your personal injury insurance, if applicable.

Litigation/Attorney: If our office agree to accept a Letter of Protection, you are required to contact your attorney to

provide this to us prior to treatment. You are ultimately responsible for any charges held under a letter of protection
when your case settles or the letter of protection becomes invalid. Some services may not be held under the letter of
protection at the discretion of the physician’s office.

Minors: In the case of minors, any required payment is expected at the time of service. Required payment is the
responsibility of the person bringing the child in for treatment. In no case shall a parent be billed unless prior
arrangements have been made directly with that parent.

By signing below you are stating you understand and agree to all of the above terms and polices:

“l understand that | am ultimately responsible for all charges incurred regardless of my existing medical coverage. |
accept responsibility for all patient balances due according to the above terms. Should my account become past due,
the full balance is due and payable immediately. | will be responsible for all collection and legal costs incurred for
collecting the delinquent balance on my account.”

Patient/Guardian Signature Patient/Guardian Printed Name Date



WWW.OAWF.COM 430 Morton Plant St., Suite 301 ¢ Clearwater, FL 33756 ¢ Fax 727-461-1492
(727) 461-6026 8839 Bryan Dairy Rd., Suite 240  Largo, FL 33777 « Fax 727-397-0562
2414 Enterprise Rd. » Clearwater, FL. 33763 « FAX 813-418-4743

2044 Trinity Oaks Blvd., Suite 110  Trinity, FL. 34655 ¢ Fax 727-372-0235

Patient Name: Acct No.

TO WHOM MAY WE DISCLOSE
YOUR HEALTH INFORMATION

In accordance with HIPAA (Health Insurance Portability and Accountability Act),
and the related policies and procedures of Orthopaedic Associates of West Florida,
each patient may designate those individuals to whom health professionals may
discuss or share information relevant to your health care.

To whom may we release information on your behalf?

Signature Date



Account # Patient:

ORTHOPAEDIC ASSOCIATES OF WEST FLORIDA Page 4

Coordination of Benefits & HIPAA Acknowledgment

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? dYes W No

If Yes, please indicate the type of accident: d Auto Accident 14 Work U School W Home
4 Other Please describe

Is a third party responsible for your injury? dYes WNo 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? 1 Yes W 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? 1 Yes W 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 HIPAA privacy policy.

Signature Date



General Consent for Care and Treatment Consent

TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the
recommended surgical, medical, or diagnostic procedure to be used so that you may make the
decision whether or not to undergo any suggested treatment or procedure after knowing the risks
and hazards involved. At this point in your care, no specific treatment plan has been
recommended. This consent form is simply an effort to obtain your permission to perform the
evaluation necessary to identify the appropriate treatment and/or procedure for any identified
condition(s).

Effective 03/02/2020, Orthopaedic Associates of West Florida will now be a division of Florida
Orthopaedic Institute. Please contact your administrator if you have any questions

Definitions: Within this document, the term ‘I’ shall hereinafter be interpreted as the patient or
guardian/representative empowered to consent to treatment on behalf of the patient. ‘OAWEF”’
shall hereinafter be interpreted as Orthopaedic Associates of West Florida, a division of Florida
Orthopaedic Institute.

Consent: This consent provides OAWF with my permission to perform reasonable and
necessary medical examinations, testing, and treatment. By signing below, I am indicating that
(1) Iintend that this consent is continuing in nature even after a specific diagnosis has been made
and treatment recommended; and (2) I consent to treatment at this office or any other satellite
office under common ownership. The consent will remain fully effective until it is revoked in
writing. [ have the right at any time to discontinue services.

I have the right to discuss the treatment plan with my medical provider about the purpose,
potential risks, and benefits of any test ordered for me. If [ have any concerns regarding any test
or treatment recommended by my health care provider, I am encouraged to ask questions.

I voluntarily request a physician, and/or mid-level provider (Nurse Practitioner, Physician
Assistant, or Clinical Nurse Specialist), and other health care providers or their designees as
deemed necessary, to perform reasonable and necessary medical examination, testing, and
treatment for the condition which has brought me to seek care at this practice. I understand that if
additional testing, or invasive or interventional procedures are recommended, I will be asked to
read and sign additional consent forms prior to the test(s) or procedure(s).

Patient Consent for E-Prescribing (Electronic Prescribing): I have been made aware and
understand that the medical practices and offices may use an electronic prescription system
which allows prescriptions and related information to be electronically sent between my
providers and my pharmacy. I have been given information and understand that my providers
using the electronic prescribing system will be able to see information about medications I take,
including those prescribed by other providers. I give my consent to my providers to see this
protected health information.

Consent for Care and Treatment Consent
Rev. 3/2020



Notice of Privacy Practices: Required pursuant to Health Insurance Portability and
Accountability Act of 1996 (HIPAA), I acknowledge that I may receive a copy of OAWEF’s
Notice of Privacy Practices upon request. I hereby consent to the use and disclosure of my
protected health information as described in the Notice of Privacy Practices. This will include all
of my protected health information generated during hospitalization and outpatient treatment at
OAWEF, including but not limited to treatment for mental health, drug and alcohol abuse,
communicable diseases such as HIV/AIDS, developmental disabilities, genetic testing, and other
types of treatment received.

No Guarantee: | am aware that the practice of medicine is not an exact science and further
understand that no guarantee has been or can be made as to the results of the treatments, care, or
examination within the Practice.

Accuracy and Integrity: I hereby acknowledge the information I provided on the patient
information form and patient history to be true and correct and completed to the best of my
ability.

Advance Care Planning: Advance care planning involves learning about the types of decisions
that might need to be made, considering those decisions ahead of time, and then letting others
know—both your family and your healthcare providers—about your preferences. These
preferences are often put into an advance directive, a legal document that goes into effect only if
you are incapacitated and unable to speak for yourself.

O 1 have an Advance Care Plan in place. is my health care agent.

O 1 do not wish to designate a person as a health care agent at this time.
O 1 would like more information regarding Advance Care Planning.

I certify that I have read and fully understand the above statements and consent fully and
voluntarily to its contents.

Signature of Patient or Personal Representative Date

Printed name of Patient or Personal Representative Relationship to Patient
Signature of Witness Employee Job Title
Printed Name of Witness Date

Consent for Care and Treatment Consent
Rev. 3/2020



OAWF Patient Intake Form Name/DOB

Patient Name Date of Birth

Please review this form to ensure that your health information is accurate. You will be able to discuss
any questions or concerns that you have with your provider during your appointment.

Allergies

List all known allergies.

Allergy Reaction(s) Date of First
Reaction (approx.)
/
/
/
/
/
Medications
List all current medications. Include prescribed and over-the-counter drugs, such as vitamins and inhalers.
Medication Dosage Frequency
Family History
Check all diseases and conditions that apply.
[] Asthma Family member(s):
[1 Bleeding Family member(s):
[] Cancer Family member(s):
[[] Diabetes mellitus Family member(s):
[] Stroke Family member(s):
[ Heart disease Family member(s):
] Hypertensive disorder Family member(s):
] Malignant hyperthermia Family member(s):

[] Rheumatoid arthritis Family member(s):




OAWF Patient Intake Form Name/DOB

Social History 1. Please indicate your current smoking status (Circle one)

Never smoker Former smoker Smoker - current status
unknown

Current some day Current every day

smoker smoker Unknown if ever
smoked

2. If you smoke, please indicate how much (None is an option) (Circle one)
None 1PPW 2 PPW
1/4PPD 1/2PPD 1PPD 11/2PPD 2PPD 3+ PPD

3. Tobacco-years of use (enter o if not applicable)

4. Please describe your alcohol intake (Circle one)

None Occasional Moderate Heavy

5. Are you currently employed? (Circle one)
Yes No

6. Is this an auto related injury? (Circle one)
Yes No

7. What is your level of education? (Circle one)
Lessthan8h 8 o9 10 11 12

2 Year College 4 Year College  Post Graduate

8. Do you live alone or with others? (Circle one)

alone with others

9. What is your current occupation?

10. Relationship Status (Circle one)
Sngle  Married  Separated Divorced ~ Widowed

Unknown Domestic Partner Other

11. Is this a work related injury? (Circle one)

Yes No
12. Are you currently being seen for pain management? (Circle one)
Yes No

13. Are you currently taking prescription pain medications? (Circle one)
Yes No

4. T have received Hospice services this year or am currently receiving Hospice care (Circle
one)

Yes No



OAWTF Patient Intake Form

Surgical History

Check all surgeries that apply.

o Ankle Surgery o Cataract Surgery
o Appendectomy o Gallbladder Surgery
o Artificial Joint o Hernia Repair
o Cardiac Surgery/Bypass/OpenHeart o Hysterectomy
Past Medical History
Check all diseases and conditions that apply.
o Alcoholism o
o Allergies o
o Anemia o
o Anxiety/Depression o
o Arthritis o
o Artificial Joints o
o Asthma/ Lung Disease o
o Atrial Fibrillation o
Back Pain
o

Bleeding Disorder

Blood Clot/Deep Vein Thrombosis/PE
Blood Transfusion

Bowel Disease

COPD

Cancer

Carpal Tunnel

Cataract

Chronic Sinus/Rhinitis

Coronary Artery Disease

Diabetes

Dyslipidemia

Edema

Emphysema

Fibromyalgia

Foot Deformity

Fractures

Frost Bite

GERD/Ulcers

Gallbladder Disease

Gout

HIV or AIDS

Have you ever had a reaction to ANESTHESIA
Head Trauma/Injury

Headaches or Migraines

Heart Attack (MI)/ Congestive Heart Failure (CHF)
Hepatitis

0O o0 0 0O 0o o oo o 0OOOO OO O O O 0O O 0O 0O o o o o o o

0O 0O 0O O 0o oo 0o OO OO O O O O O 0O O O O o o o o o o

Name/DOB

Laminectomy
Mastectomy
Orthopaedic Surgery
Prostate Surgery
Tonsillectomy

O 0O O 0 O°

Hernia

High Cholestrerol
Hypertension
Hyperthyroidism
Hypothyroidism
Immune Deficiency
Kidney Disease
Kidney Stones
Leukemia

Liver Disease

MRSA

Malignant Hyperthermia
Muscle, Joint, or Bone Problems
Neck Injury

Neurologic Disorder
Neuropathy

Obesity

Organ Transplant
Osteoporosis

Other

Pacemaker

Parkinson's Disease
Peripheral Vascular Disease
Polio

Rheumatoid Arthritis
Scoliosis
Seizures/Epilepsy
Serious Illness or Injuries
Sleep Apnea

Spinal Stenosis

Stroke

Substance Abuse

Thyroid Disease
Tuberculosis

Urinary Tract Infection
Varicose Veins



OAWF Patient Intake Form Name/DOB

1 What side of the body part are we seeing you for today?
Left | Right [ Neither | Notes:

2 What body part are we seeing you for today?
Neck , Arm , Shoulder , Elbow , Wrist , Hand , Finger(s) , Back ,Hip , Leg , Knee , Foot , Ankle , Toe(s)

3 | What is your hand dominance? | LEFT | RIGHT

4 How long have you had the problem that you are seeing us for today?

__weeks |  __months | years | Notes:

5 How did the problem you are seeing us for occur?
Fall Bending Lifting Twisting Sports injury Work injury
Vehicle Accident Assault Overuse Atraumatic Laceration Unsure
Notes:

6 | Are your symptoms | Improving | Worsening | No Change | No Symptoms
Notes:

7 Describe your symptoms:
Painless Sharp | Dull Stabbing Tingling
Burning Ache Pins and Needles None of the above No Symptoms
Notes:

8 What makes your symptoms better?
Walking Standing Sitting Lying Down
Stooping/Bending Activity in General Nothing in Particular No Symptoms
Notes:

9 What makes your symptoms worse?
Walking Standing Sitting Lying Down
Stooping/Bending Activity in General Lifting Carrying
Twisting Pushing/Pulling Throwing Weight-Bearing
Exercise Previous Surgery Computer Use Changing Clothes
Getting Out of Bed Going from sit to stand Upstairs Downstairs
Morning Daytime Nighttime Cold Weather
Damp Weather Nothing in Particular No Symptoms
Notes:

10 | Discomfort level for body part being seen today on a scale of 0-10 (0=none, 10=extreme) is?

Discomfort Level

__/10

| Worst Discomfort

__/10

Have you had any recent symptoms below?

Constitutional weight gain fever chills Notes:

Eyes loss of vision Notes:

Ears hearing loss Notes:

Respiratory coughing Notes:

Cardiovascular fainting swelling in lower extremities Notes:
Gastrointestinal nausea vomiting heartburn Notes:
Genitourinary difficulty with urinating Notes:

Musculoskeletal joint pain Notes:

Neurological memory loss numbness loss of strength Notes:
Psych: anxiety depression Notes:




