


Orthopedic Specialists Of SW FL
2531 Cleveland Avenue, Ste. 1
Fort Myers, Florida 33901

CONSENT TO EXAMINATION, TREATMENT AND STATEMENT OF FINANCIAL
POLICY AND RESPONSIBILITY

By my signature below | attest that | am capable of reading and comprehending this form without assistance, and have signed
the form of my own free will. | agree that | have been made aware of the availability of assistance and/or an interpreter to help
me in completing this form, and declined any aid.

By my signature below | hereby authorize the physicians of Orthopedic Specialists of Southwest Florida with the assistance of
other health care providers and assistants selected by them, to provide medical care and treatment to me. | further agree to
undergo any examinations, x-rays, blood tests and / or any other diagnostic modalities that the physician may determine to be
important and / or relevant to my care.

By my signature below | authorize the doctor to treat or correct any unexpected conditions or problem found during the
examination, diagnostic procedure, and / or care, treatment, therapy or remedy listed above. | agree that the doctor will explain
my medical condition(s), symptom, or trauma, if known, and will explain any proposed examination, diagnostic procedure, and /
or care, treatment, therapy or remedy. | agree to ask for clarification if needed.

By my signature below | agree that the doctor will explain other relevant and available alternatives, including associated risks,
to the examination, diagnostic procedure, and / or treatment proposed. | agree that | will be provided with the opportunity to
discuss relevant and available alternatives. | agree to ask for clarification if needed.

By my signature below | understand that there are certain risks inherent to the diagnosis and treatment of any disease, physical
trauma, or condition. | agree that the doctor will discuss the risks of the specific examination, diagnostic procedure, and / or
treatment proposed, including risks that are specific to me. | further agree that the doctor will explain the risks of not having
the examination / diagnostic procedure / treatment proposed. | agree to ask for clarification if needed.

By my signature below | agree that | am submitting to the examination, diagnostic procedure, and / or treatment of my own free
will. | further agree that | can ask questions and raise concerns with the doctor about my condition, the risks inherent to the
examination, diagnostic procedure, and / or treatment, and my treatment options. | agree that my questions and concerns will
be discussed and answered to my satisfaction. | further attest that | understand that | may ask questions concerning my
examination or treatment, and that | may stop treatment at any time for clarification of treatment options.

By my signature below | attest that | have stated or noted my past medical history to the best of my ability, and further attest
that | have not taken any undisclosed medications or drugs prior to examination and / or treatment.

By my signature below | agree that the doctor or any individual employed by the physician has not provided me a guarantee or
assurance that the examination, diagnostic procedure, and/or care, treatment, therapy or remedy will cure or improve the
condition(s) listed above. | further understand that the examination, diagnostic procedure, and/or care, treatment, therapy or
remedy may make my condition worse.
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Orthopedic Specialists Medical History Form

Of
SW Florida
Patient's name Date of Birth Age Sex M| | F |
PAST MEDICAL HISTORY - Have you been diagnosed with any of the following medical conditions?
Yes no Yes no Yes no
Heart Disease __Yes __ No Blood Clots/DVT __Yes __ No Rheumatoid Arthritis_Yes __ No
Heart Attack __Yes __ No Bleeding Disorder __Yes __ No Osteoarthritis __Yes __No
Angina/chest pain __Yes __ No Hypertension __Yes _ No Gout __Yes __No
Congestive heart failure __Yes __ No Stroke __Yes __ No Thyroid Disease ___Yes __ No
COPD/Emphysema __Yes __ No Liver Disease __Yes __ No Tuberculosis __Yes __No
Asthma __Yes __ No Hepatitis __Yes __No HIV/AIDS __Yes __No
Pneumonia __Yes __No Anemia __Yes __ No Seizures __Yes __No
Kidney Disease __Yes __ No Sickle Cell Disease __Yes ___No Anxiety __Yes __No
Renal Failure __Yes __ No Stomach/intestinal ulcers___Yes _ No Depression __Yes __No
Diabetes Yes No Cancer Yes No Fibromyalgia __Yes No

SURGERIES-please list all surgeries with approximate date.
Problem Date

P w0 Ddp PR

Medications-List all medications with dosage and frequency, (attach list if extensive)
Medication Dosage Frequency

I L A

Drug and Food Allergies or adverse Reactions (include penicillin, aspirin, and anti-inflammatory drugs And
local anesthesia)

Patient signature Date

Physician Signature Date Medical history form (cont.)




Social History:

Marital status: Single Married Divorced Widow(er)
Number of children Presently living alone Yes No
Do you presently smoke tobacco? Yes No
If yes, please list amount you smoke: _ pack/day __ packs/week __ number of years smoked
Do you drink alcohol regularly? Yes No
If yes, please amount and type ingested per day Per week

What is your occupation?

Family Medical History: (do you have a family history of any of the following illnesses?)

Yes No Yes No Yes No
Cancer __Yes __ No Rheumatoid Arthritis __ Yes __ No Heart Disease ___Yes __ No
Diabetes __Yes _ No Degenerative Arthritis __Yes __ No Thyroid Disease __Yes __ No
Immune Disorders __ Yes No Lung Disease Yes No Kidney Disease ___Yes No

Immunizations: (approximate date or age)
Flu Tetanus

Review of Systems:
Are you currently having or have you had problems with any of the following?
Circle Describe all Yes responses

Musculoskeletal no yes
(reason you are here today; ex. Joint pain, muscle pain, etc.)

Weight loss/weight changes no yes
Fever no yes
Eyes, ears, nose, throat no yes
Heart/Cardiovascular no yes
Lungs/Respiratory no yes
Gastrointestinal no yes
Genitourinary no yes
Skin no yes
Neurological no vyes
Endocrine no yes
Hematologic no yes
Psychiatric no vyes

| certify that to the best of my knowledge the preceding information is true and accurate.

Patient signature Date

For office use only:
Initial date Initial date Initial date Initial date Initial date




Orthopedic Specialists Of SW FL
2531 Cleveland Avenue, Ste. 1
Fort Myers, Florida 33901
Notice of Privacy Practices

We are required to provide you with our "Notice of Privacy Practices" upon request. Please notify the

receptionist if you would like a copy.

Please provide the information below.

Your Name (please print)

Date of Birth

Do you want to give us permission to discuss your medical and financial information with family

members and/or friends.

Yes No

If yes, please list the friends/family members that you would like to authorize us to speak to:

Name Relationship Phone Number
Name Relationship Phone Number
Name Relationship Phone Number
Name Relationship Phone Number

The "Notice of Privacy Practices" was made available to me.

Your Signature

Today's Date

Form 03401



Accident/Injury Detail- (this form must be completed, signed and dated)

Many insurance companies require accident/injury details after they receive our claim. Please answer the following questions
and explain how this accident/injury occurred.

Is this claim related to an accident?

NO If not due to any type of accident, please describe your symptoms; when they started, and the manner in which they started.

YES Please answer the following that apply below:

Date of Injury:

Location of Injury (home, work, etc.):

If Auto, Motorcycle, slip/fall, or “Other Accident” please answer the following:
Auto Motorcycle ATV/Dirt Bike Bicycle Slip/Fall Other (animal bite, tools, etc.)

Provide description of how accident occurred:

If Auto/Motorcycle:

Wereyouthe _ driveror ___ passenger?

Do you own the vehicle? Yes No

If motorcycle related, do you have PIP insurance that would cover medical expenses relating to this accident? Yes No
Has a claim been made with your auto insurance carrier? Yes No

If Work related, please answer the following:
Name of employer at the time of injury:

Are you self employed? Yes No

Do you receive a W-2 (employee) or 1099 (subcontractor) from this employer at year end? W-2 1099
Have you filed a Workers’ Compensation claim? Yes No

Has the employer or the workers’ compensation carrier accepted or denied liability? accepted denied

Attorney Information
Have you sought the assistance of an attorney relating to this accident/injury? Yes No
If yes, please provide: Attorney’s name:

Attorney’s address:

Attorney’s phone:

To the best of my knowledge the above information is true, accurate and complete. Unanswered questions indicate they do not apply.
My signature authorizes any Medicare carrier, intermediary, insurance carrier, or plan to make available to my health insurance
company, , all records necessary for processing claims filed by me or on my behalf.

| authorize all insurance payments, including auto, and medpay to be made directly to Orthopedic Specialists of SW Florida.

Signature: Date:
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