
Name: ________________________________

DOB: _______________________

Mt. Lebanon Greensburg Warrendale

Patient Name (PRINT First, Middle, Last):

____________________________________________

Address: ____________________________________

____________________________________________

____________________________________________

Contact Information

Home #: (__________) _________ - _____________

May we leave a message? Yes           No

Work #: (__________) _________ - _____________

May we leave a message? Yes           No

Cell #: (__________) _________ - ______________

May we leave a message? Yes           No
May we send a text message? Yes       No

Email: _____________________________________

Emergency Contact

Name: _____________________________________

Phone #: (__________) _________ - _____________

Relationship: ________________________________

Insurance Information

Primary Medical: ____________________________

Policy #: ____________________________________

Group #: ___________________________________

Secondary Medical: __________________________

Policy #: ___________________________________

Group #: ___________________________________

DOB: ________________________

Gender: ______________________

SSN#: _______-______-___________

Marital Status: ________________

Race: White          Black        Other
Declined to specify

Spouse Information

Name: ________________________

DOB: _________________________

Employer: _____________________

Language: English         Spanish
Other

Interpreter Required: Yes
No

Primary Care Physician Information

Name: ________________________

Phone #: (______) ______ - _______

Referring Physician Information

Name: ________________________

Phone #: (______) ______ - _______

Is this a Workers Compensation claim?
Yes          No

Is this an Auto-Accident Claim?
Yes No

If YES, please provide the following:

Date of Injury: ___________________

Attorneys Name: ____________________

Attorney’s #: (______) _______-________

(Please complete WC Form)

Are you currently under contract with
Pain Management? Yes          No

If YES, please provide the following:

Name: _____________________________

Phone #: (_______) ________-__________

Address: ________________________

________________________________

________________________________

PLEASE FILL THIS PORTION OUT
IF PATIENT IS A MINOR OR HAS
A LEGAL GUARDIAN:

Primary Legal Guardian Name:

_________________________________

DOB: ____________________________

Address (ONLY if different from
patients):

_________________________________

_________________________________

_________________________________
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Name: ________________________________DOB: _______________________

Pharmacy Name: ________________________________ Phone #: (__________) _________ - _____________

Medications NOT CURRENTLY TAKING ANY MEDICATIONS
1 ___________________________________________ 6__________________________________________
2___________________________________________ 7__________________________________________
3___________________________________________ 8__________________________________________
4___________________________________________ 9__________________________________________
5___________________________________________ 10__________________________________________

Allergies NO KNOWN DRUG ALLERGIES
1 ___________________________________________ 3___________________________________________
2___________________________________________ 4___________________________________________

Social History/ Habits (Check all that

apply)

Medical Problems/

History (Check all
that apply)
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Surgical History (Check all that apply)

Name: ________________________________ DOB: _______________________

Current Medical Status: (Check ONLY what applies)
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Body Parts Involved
Check ONLY what applies – circle follow up question(s)

Pain Severity on a scale 1-10; 10 being the worse:
_______at best       _______at worst

**Circle what applies**
How would you best describe your pain?

Sharp       Stabbing       Throbbing       Aching       Dull       Other

Does the pain wake you from sleep? Yes No

Which of the following, if any, makes symptoms better?
Bracing       Elevation      Heat      Ice      Injections      Rest Medications

Which of the following, if any, makes symptoms worse?
Bending        Climbing Stairs          Exercise            Kneeling
Running Lifting the body part        Sitting Squatting
Standing    Twisting        Walking

Do you have any of the following?
Swelling              Bruising             Numbness             Tingling

Is the problem getting better or worse?
Better                 Worse             No Change

Pain Frequency: Intermittent          Constant Activity
Related             Worse in AM           Worse in PM

Previous treatment for this problem? (circle what applies) Bracing         Medications Physical Therapy         Injections       Surgery
Chiropractor        Cane/Crutches           Other: ___________________

Name: ________________________________

DOB: _______________________

Consent to Treatment and Payment Authorization

I hereby give my consent to the physicians and other clinical personnel of for Sports Medicine & Joint Replacement Specialists, Corp. for the

evaluation and treatment of the conditions for which I present in their offices.

I hereby authorize the office of Sports Medicine & Joint Replacement Specialists, Corp. to release any medical information required to permit

payment directly to them for services rendered.

I authorize Sports Medicine & Joint Replacement Specialists, Corp. to release information related to my condition to the applicable worker's

compensation carrier, auto insurance carrier, or my personal health insurance carriers as necessary based on the type and place of injury.

I recognize and accept the responsibility for services rendered regardless of insurance coverage; including but is not limited to, co-insurance,

co-payment, deductible, and non-covered services.

Sports Medicine & Joint Replacement Specialists Corp. will not accept any attorney's letter of protection.  All charges for my care are ultimately

my responsibility to pay in full, within 60 days of services rendered.

Patient Consent for Use and Disclosure of Protected Health Information

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information. The notice contains a

patient’s rights section describing your rights under the law.  You ascertain that by your signature that you have reviewed our notice before

signing this consent.

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or healthcare operations. We

are not required to agree with this restriction, but if we do, we shall honor this agreement.
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The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of the information for treatment, payment, or

healthcare operations.  By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially

anonymous usage in a publication.

You have the right to revoke this consent in writing, signed by you. However, such a revocation will not be retroactive.

By signing this form, I understand that:

• Protected health information may be disclosed or used for treatment, payment, or healthcare operations.

• The practice reserves the right to change the privacy policy as allowed by law.

• The practice has the right to restrict the use of the information, but the practice does not have to agree to those restrictions.

• The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.

• The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments?    YES     NO

May we leave a message on your answering machine at home or on your cell phone?    YES    NO

May we discuss your medical condition with any member of your family?      YES      NO

If YES, please name the family members allowed: ___________________________________________________________________

Patient Name: (Printed)______________________________         Signature: _____________________________________

(If not the patient state your relationship to the patient): ______________________________

Today's Date: ______________________________
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