Jonathan E. Fow, M.D., Inc.

Orthopaedic Surgery & Sports Medicine

	Welcome to our clinic!!  Please take a few minutes to answer the following questions so we can better assist your needs.

	Today’s Date:
	Primary Care Physician/Pediatrician:

	PATIENT INFORMATION

	Patient’s Last Name:
	First:
	Middle:

	Is this your legal name?
	If not, what is your legal name?
	Social Security #: 
	Birth date:
	Age:
	Sex:

	( Yes
	( No
	
	
	       /          /
	
	( M
	( F

	Street Address:
	Home Phone:
	Cell Phone:

	
	(          )
	(          )

	P.O. Box:
	City:
	State:
	ZIP Code:

	
	
	
	

	Occupation:
	Employer & Address:
	Employer Phone:

	
	
	(          )

	Chose clinic because/Referred to clinic by (please check one box):
	( Dr.
	
	( Insurance Plan
	( Hospital

	( Family
	( Friend
	( Yellow Pages
	( Other
	(                                 
	

	Do You Drive?                               
	( No ( Yes   If Yes, Driver’s License Number:                                                      State:

	Preferred Pharmacy, Address, Phone:
	

	

	Parent/Guardian Information

	Who has legal custody of patient?    Mother    Father   Guardian            Other:_______________________________________________________

	MOTHER/GUARDIAN INFORMATION
	FATHER/GUARDIAN INFORMATION

	Last Name
	Last Name

	First Name
	First Name

	Mailing Address
	Mailing Address

	City, State
	City, State

	Zip Code
	Zip Code

	Home Phone
	Home Phone

	Alternate Number
	Alternate Number

	

	IN CASE OF EMERGENCY

	Who should we contact in the case of an emergency?
	Relationship to patient:
	Home Phone:
	Work Phone:

	
	
	(          )
	(          )

	AUTHORIZATION TO TREAT

	(In the event a parent/guardian is unable to accompany a patient under the age of 18 to an appointment, we must have a signed consent to proceed with medical treatment in writing prior to any care being provided.  Please list any person(s) that have permission to accompany the patient to our facility for medical treatment.) 

  I authorize the following person (s) to accompany my child to Jonathan E. Fow, M.D.   I understand that if not accompanied by an approved person on this list, my child will not receive medical treatment in my absence without my prior knowledge and written authorization.    
                      NAME(S) if any                                                                                                  Relationship

	
	

	
	

	
	

	(  Please check here if patient is of driving age and has your consent to drive self to/from appointments. ***

	
	Parent/Guardian Signature
	
	Date
	


HEALTH HISTORY

(Confidential)

Name: _______________________________________
                           Today’s Date: ______________________
	CONDITIONS -  Check (() conditions which you have now or had in the past

	· anemia

· asthma

· bleeding disorder

· cancer (site:________)

· diabetes

· emphysema

· epilepsy

· glaucoma

· gout


	· heart disease

· hepatitis

· high blood pressure

· high cholesterol

· HIV positive or AIDS

· kidney disease

· lupus

· multiple sclerosis

· osteoporosis


	· pacemaker

· pneumonia

· polio

· rheumatic fever

· rheumatoid arthritis

· stroke

· thyroid disease

· tuberculosis

· ulcers

	OPERATIONS - List all previous surgeries and DATES
	MEDICATIONS - List all medicines you take regularly and DOSAGES

	
	

	
	

	
	

	
	

	
	

	ALLERGIES to medications or substances and reactions
	HANDEDNESS:  (  right     (  left     (  ambidextrous

	
	SCHOOL GRADE:

	
	INVOLVED IN SPORTS/ATHLETICS? 

	
	

	
	HABITS: (  tobacco      (  alcohol     ( recreational drugs 



	FAMILY HISTORY - Illnesses that run in                            your family
· arthritis

· cancer

· diabetes

· heart disease

· high blood pressure

· kidney disease

· strokes

· other: _____________________________
	OTHER SIGNIFICANT ILLNESSES, INJURIES, OR SYMPTOMS:

	
	

	
	

	
	

	SYMPTOMS – Check  √  all symptoms you have now or have experienced recently

	· chills

· fatigue

· fever

· unexpected weight gain

· unexpected weight loss

· visual problems

· eye pain

· excessive tearing

· nosebleeds

· bleeding gums

· hearing loss

· hoarseness

· ear infection

· sinus trouble

· ringing in ears

· spinning sensation

· chest pain 

· irregular heart beat

· racing heart beat


	· swelling of ankles

· poor circulation

· varicose veins

· coughing blood

· difficulty breathing

· constipation

· diarrhea

· gas/bloating

· vomiting blood

· rectal bleeding

· poor appetite

· depression

· difficulty sleeping

· poor memory

· gait disturbance

· head injury

· blackouts

· seizures

· concussion
	· tremor

· cold or heat intolerance 

· excessive sweating

· neck lump(s)

· extreme thirst

· excessive urination

· skin abnormalities

· easy bruising or bleeding

· painful urination

· blood in urine

· frequent urination

· bladder incontinence

· joint swelling

· joint stiffness

· muscle aches

· muscle wasting

· joint grinding

· double-jointedness


Name:__________________________________                           dATE:__________                                            

Circle or complete answers(s) to the following questions:

Chief Complaint – Please briefly describe the problem which brings you to see the doctor:  _____________________________
______________________________________________________________________________________________________
What is the one primary body part bothering you?:    knee    hip    shoulder    elbow    ankle    wrist    foot    hand    toe    finger   

   (If more than one area, use separate form             thigh     leg     upper-arm    forearm    neck    upper-back    lower-back

    for each problem)

Are there areas to which the symptoms spread?:   knee    hip    shoulder    elbow    ankle    wrist    foot    hand    toe    finger   






         thigh     leg     upper-arm    forearm    neck    upper-back    lower-back

Which side is bothering you?   right     left    both 

Was there a sudden injury?  yes    no      If yes, date of injury: __________________ 

Type of injury:   fall   twist   impact    crushing    car accident    other:__________________________________

Your location at time of injury:   work    home    school    other:_______________________________________

Activity leading up to injury (i.e. skiing, biking, walking, lifting, etc.): ___________________________________

How soon did symptoms begin after the injury (i.e. immediately, 2 hours, etc.)?  __________________________

If there was no sudden injury, date symptoms began:______________________         Symptoms began:    suddenly    gradually


Activity you think may have caused the symptoms:_________________________________________________

Describe your pain:    none    sharp    dull    aching    burning    tingling    other:__________________________________

Highest pain level (0 to 10): ______     Lowest pain level (0 to 10): ______     Pattern of pain:     constant      fluctuating      on/off

Things that make your pain worse:   standing    sitting    lying    sleeping   walking    running    jumping    twisting    lifting    stairs


squatting    kneeling    typing    driving    reaching-overhead    heat    cold    other:_________________________________

Things that make your pain better:   standing    sitting    lying    sleeping   walking    heat    cold    medication    therapy


other: ____________________________________

Associated symptoms:   limp   popping    clicking    grinding    snapping    locking    catching    giving-way    dislocation    swelling


lump    bruising    bleeding    draining    deformity    numbness    rash    Other:__________________________

Treatments to date:    emergency-room    urgent-care    saw Dr._____________    physical-therapy     brace    cast    crutches


sling    chiropractic    injection    medication    surgery   Other:______________________________________

Tests done:   X-rays     MRI     bone scan     NCV/EMG (nerve test)    CT scan    other: _________________________
Describe any previous injury or problem involving this same body area: _____________________________________

______________________________________________________________________________________________
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Authorization for Use or Disclosure of (PHI) Protected Health Information

I hereby authorize the use and disclosure of individually identifiable health information related to me, which is called (PHI) protected health information, under a federal health privacy law, as described below.  

I, ________________________________, authorize Jonathan E. Fow, M.D., Inc. to release and obtain my private health information to/from (check all that apply):

· My primary care physician/staff              
Name of Doctor:____________________________________

· My pharmacy



Name of Pharmacy:__________________________________

· My parent/guardian


Name(s):__________________________________________

· My personal representative

Name of representative:_______________________________

· Other




Name:____________________________________________

· Other




Name:____________________________________________

· None of the above

May our office leave a message on your home answering machine?


· Yes                         

· No

· N/A

May our office leave a message on your cell phone voicemail?


· Yes                         

· No

· N/A

Are there any restrictions on PHI to be disclosed?

· Yes

· No

If  yes: _____________________________________________________________________________________
The PHI will be disclosed to confirm appointments, to render caregivers counseling on my treatment, for prescription pick-ups, and any other reason to ensure I obtain optimum treatment and care while I am a patient with Jonathan E. Fow, M.D., Inc.  I understand that I have the right to revoke this authorization, in writing, at any time by sending such written notification to the practice’s Privacy Officer at P.O. Box 114, Avila Beach, CA  93424-114.  I understand that my revocation will not affect any actions taken by Jonathan E. Fow, M.D., Inc., that information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no longer by protected by federal or state law.  I understand that I may refuse to sign this authorization and that my refusal in no way affects my treatment.  My physician will not condition my treatment or payment on whether I provide authorization for the requested use of disclosure except if health care services are provided to me solely for the purpose of creating protected health information for disclosure to a third party.  

______________________________                     __________________________                ___________

Patient’s Signature (13 & Older)


       Printed Name
              

Date

______________________________                     __________________________                ___________

Parent’s Signature-if patient under 18
                     Printed Name
              

Date Personal representative 

HIPPA-Health Insurance Portability and Accountability Act
 YOUR RIGHTS
Under the federal Health Insurance Portability and Accountability Act (HIPPA), you have the right to request restrictions on how we use or disclose your personal information for treatment, payment, or health care operations.  You also have the right to request restrictions on disclosures to family members or others who are involved in your health care or the paying of your care.
ACCESS TO YOUR PERSONAL HEALTH INFORMATION 

You have the right to inspect and or/obtain a copy of your personal health information we maintain in your designated medical records.  You must sign a release of medical records consent form to obtain these records. 

FAMILY, FRIENDS, AND PERSONAL REPRESENTATIVES

With your written consent we may disclose to family members, close personal friends, or another person you identify your personal health information relevant to their involvement with your care or paying for your care.  If you are unavailable, incapacitated, or involved in an emergency situation, and we determine that a limited disclosure is in your best physical interest, we may disclose your personal health information without your written or verbal approval.  We may also disclose your personal health information to the public or private entities to assist in disaster relief efforts. 

OTHER USES AND DISCLOSURES:  

We are permitted or required by law to use or disclose your personal health information, without your authorization, in the following circumstances:

1. For public health activities (reporting of disease, injury, birth, death, or suspicion of child abuse, neglect, or domestic violence)

2. To government authority if we believe an individual is a victim of abuse, neglect or domestic violence.

3. For health oversight activities (for example, audits, inspections, licensure actions or civil, administrative or criminal proceedings or actions)

4. For judicial or administrative proceedings (for example pursuant to a court order, subpoena or discovery request)

5. For law enforcement purposes ( i.e. reporting wounds or injuries or for identifying or locating suspects, witnesses or missing persons)

6. To avert a serious threat to health or safety under certain circumstances

7. For military activities if you are a member of the armed forces or an inmate or individual confined to a correctional institution.

8. For compliance with worker’s compensation claims

We will adhere to all state and federal laws or regulations that provide protections to your privacy.  We will only disclose AIDS/HIV related information, genetic testing information and information pertaining to your mental condition or any substance abuse problems as permitted by law. 

Patient Signature:__________________________________________                    Date:_______________________

Witness Signature:__________________________________________                    Date:_______________________
Mark the figures on the left to indicate where you were experiencing pain immediately AFTER THE INJURY.  Use the following symbols to indicate the type of pain you were experiencing:





Sharp Pain:  ^





Dull Pain:  =





Burning pain:  ~





Tingling or numbness:  o











Intensity of INITIAL PAIN (0-10): ______












































Mark the figures on the left to indicate the location of the pain you are experiencing NOW.  Use the same symbols as listed above.











Intensity of CURRENT PAIN (0-10): ______


Sharp Pain:  ^





Dull Pain:  =





Burning pain:  ~





Tingling or numbness:  o











Intensity of INITIAL PAIN (0-10): ______











