RTHOPRADIC

O ASSOCIATES OF SOUTH BrROwARD, P.A.

RICHARD E. STRAIN, JR., M.D., F.A.C.S.
WARREN GROSSMAN, M.D., F.A.C.S.

CHRISTOPHER WONG, M.D.

MARC IALENTI, M.D.
Dipolmates of the American Board of Orthopedic Surgery

DR. NEW PATIENT INFORMATION, ADULT

PATIENT'S NAME 0 MALE DATE OF BIRTH AGE | TODAY'S DATE
0 FEMALE

LOCAL ADDRESS APT. & cITY 2IP CODE PHONE #

OUT OF STATE ADDRESS APT # cITY STATE ZIP CODE CELL #

PATIENT'S SOC. SEC. # PATIENT'S EMPLOYER OCCUPATION

ADDRESS OF EMPLOYER city ZIP CODE PHONE #

NAME & ADDRESS OF GROUP HEALTH BENEFIT CARRIER PHONE #

SPOUSE'S FULL NAME SPOUSE'S SOC. SEC. # SPOUSE'S DATE OF BIRTH

EMPLOYER OF SPOUSE OCCUPATION

ADDRESS OF EMPLOYER cITY ZIP CODE WORK PHONE #

REFERRING DOCTOR:

PHONE #

NAME OF PRIMARY DOCTOR:

WHAT MEDICATION IS PATIENT
ALLERGIC TO?

ADDRESS

DR. TELEPHONE NO.

PATIENT BEEP: PATIENT E-MAIL:

DATE OF ONSET OF ILLNESS OR INJURY

AREA OF BODY TO BE EXAMINED

WAS ILLNESS OR INJURY DUE IN ANY WAY:

a. To a Worker's Comp. accident

QvYes ONo

b. To an automobile accident

QvYes ONo

c. Any other type of accident

OYes UONo

If any of the above are answered “yes”, give details in “ Remarks”

REMARKS ( If claim is due to an accident, state when, where, and how it occurred )

HEALTH

NAME & ADDRESS OF PRIMARY HEALTH INSURANCE COMPANY

INSURANCE

POLICY # OR MEDICARE #

AUTO
INSURANCE

NAME & ADDRESS OF AUTO INSURANCE COMPANY

( M auto accident )

POLICY #

HOW ARE YOU PAYING TODAY?

QO CHECK QCREDIT CARD QO CASH

IN CASE OF EMERGENCY NOTIFY:

PLEASE READ CAREFULLY AND SIGN. THANK YOU!

A service charge of 1% per month will be added on any
account not paid within 60 days after the initial billing. If
the undersigned fails to make payment when due, the
undersigned promises to pay all collection fees and costs
incurred to the extent permitted by law.

Signature of person responsible for paying bill

| authorise the release of any payment and medical information
necessary to process this claim

Signed




NAME: DATE:

Mark the areas on vyour body where vyou feel the degcribed
sensations. Use the appropriate symbol. Mark areas of radiation,
include all affected area.

X%k & 0000 XXXX i
NUMBNESS *%*% PINS & NEEDLES OOOO BURNING XXXX STABBING ////
Xk kK 0000 XXXX /1117

BACK : | FRONT




" ASSOCIATES OF SoutH Browarp, P.A.
(954) 961-3500 Fax: (954) 961-1835

RICHARD E. STRAIN, JR., M.D., FA.C.S. 4700 Sheridan Street
WARREN GROSSMAN, M.D., FA.C.S. Suite H
STEVEN D. STEINLAUF, M.D. Hollywood, Florida 33021

CHRISTOPHER WONG, M.D.

MARC IALENTI, M.D. 1 S.W. 129th Avenue

Suite #401

Diplomates of the American Board of Orthopaedic Surgery Pembroke Pines, Florida 33028

7800 S.W. 87 Avenue
Suite A-110
Miami, Florida 33173

ANDREA LOBUE, MMS, PA-C

Please fill out'the information below.

PHARMACY NAME:

ADDRESS:

PHONE: ( ) -
FAX: ( ) -

IF ADDRESS IS UNKNOWN PLEASE GIVE US THE CITY NAME AND THE TWO CROSSROADS OF
THE LOCATION OF YOUR PREFERRED PHARMACY:




RTHOP [‘%3 E C Richard E. Strain, iM.D.

" ASSOCIATES OF Soutd BrowArD, PLA. Warren Grossman, M.D.

" Date:

Name:

Date of Birth: Age: SSN:

Reason for Today's Visit:
Current problem is the result of a (check all that apply):

{1 Car accident (1 Work accident , {0 Other accident (3 Other

Reason for Medication Side Effects

Current Medicationt ’ Dose

Allergies:

Are all your immunizations up to date? Q1 Yes U No - if no, which ones?

Review of Systems

Are you currently having problems or have had problems with {describe all “yes” responses) —

Eyes O No UYes

Ears, Nose, Throat [ No Ul Yes

Lungs / breathing T No O Yes

Digestion O No [IYes

Bowel movements O No [ Yes

Bladder problems I No [3Yes

Diabetes U nNo LdYes

High blood pressure [ No U Yes

Bleeding problems (I No [ Yes

Balance problems O No ([1VYes

Numbness / tingling (I No U Yes

Blackouts / fainting I No O Yes

Psychological issues O No O Yes

Tired or weak LINo {Yes

General health O No 3 Yes
‘ New Patient Intake Form — Page 1 of 3

Date:

Reviewed by:




RTHOP E D EC ﬁichard E. Strain, M.D.

" ASSOCIATES OF SoutH Browarp, P.A.

Warren Grossman, M.D.

Past Medical History

Check alf of the medical problems you have had in the past (even if currently resotved)

U {have no known medical problems
{1 High blood pressure

Q Coronary artery disease

Q3 Peripheral vascular disease

0 Heart attack ~ Dates _

{J Adult onset diabetes

(1 Childhood onset diabetes
0 Asthma

Q copd

Prior Medications

O Ulcers

Q Hepatitis

O Liver disease
CJ Cal'lCer"'Type

L Immune disorder
{] Tuberculosis
{0 Overweight

D Arthritis — Type /location
U Other-

Past Surgeries / Hospital

Year Complications

Have you ever been diagnosed with - [ HiV O Cancer U Polio (1 TB 11 Epilepsy 1 Arthritis ?

Have you ever had general anesthesia? O No U Yes

Have you ever had problems with anesthesia? LI No I3 Yes

New Patient Intake Form — Page 2 of 3

Reviewed by:

Date:




RTHOP{%D EC Richard E. Strain, M.D.

* AssoCIATES OF SouTH Browarp, P.A. Warren Grossman, M.D.

Family History
Member Alive Deceased Health Status / Cause of Death
Father a a
Mother (] ]
Grandfather (mom) 03 O
Grandmother (mom) U a
Grandfather {dad) (W] O
Grandmother (dad) - Q a
Sister / brother a a
Sister / brother Q a
Sister / brother o Q

Social History

O student O Housewife O Retired 0 Employed full time (1 Employed part time
{1 Unemployed L1 Disabled (since } Employer -

Q Single O Married O Divorced O Separated {1 Widowed
Dovyou live: 3 Alone Q With spouse 3 With family 0 With friends O Other

Exercise: U1 Daily O Weekly O Monthly U Rarely Ul Never

What type of exercise?
Children? {1 No (3 Yes—ages
History of substance abuse? (O No 01 Yes—type
Smoke currently? (3 No O Yes-__ packsdailyfor_____ years
Quit smoking? U Thisyear O>1year U >5years >10years
Previously smoked - packs per day for years

Drink alcohol? O Daily a 1-2x / week 0 1-2x / month

1 1-2x / year

New Patient Intake Form —Page 3 of 3

Date:

Reviewed by:




- RTHOP/ED E C | Richard E. Strain, M.D.

¥ ASSOCIATES OF SOUTH Browarp, P.A. - Joint Pain Questionnaire

Date:

Name:
Age: Weight: Height:

Occupation:
Hobbies / Sports:
Problem Joint(s):

Do you currently use: (I Cane {0 Crutches L Walker O Wheelchair

Do you have difficulty with stairs? [ Yes (explain)
U No

Do you need arm support to arise from a chair? U Yes
O No
Are you able to cut your toenails? [l Yes
U No
Are you able to tie your shoes? QO Yes
U No
Current or previous pain medications: 1)
2)
3)

Arthritis medications:
Other medications:

Have you had previous orthopaedic operations? U Yes (1 No

tf yes — please list:

Other previous operations:

Do you have any medical problems? O Yes (1 No

If yes ~ please list:

Allergies:

Name of primary care physician:

Joint Pain Questionnaire

Date:

Reviewed by:




RTHOREDIC

ASSOCIATES OF SOUTH BROwARD, P.A.
(954) 961-3500 Fax: (954) 961-1835

RICHARD E. STRAIN, JR., M.D., FA.C.S. 4700 Sheridan S'treet
WARREN GROSSMAN, M.D., FA.C.S. Suite H
CHRISTOPHER WONG, M.D. Hollywood, Florida 33021
AR IREEHTI, BLD 1 S.W. 129th Avenue
Diplomates of the American Board of Orthopaedic Surgery Suite #401

Pembroke Pines, Florida 33028

CONSENT FOR MEDICAL CARE: I authorize the patient’s doctors to determine what kind of treatment must be
done to learn more about the patient’s condition. Further, I authorize the personnel of Orthopaedic Associates of
South Broward, PA to give treatment which I may receive. I understand that medicine is not an exact science, and
acknowledge that no guarantee or assurance had been made to as to the results of treatment, test or examinations.

RELEASE OF INFORMATION: I hereby authorize Orthopaedic Associates of South Broward, PA to disclose all
or part of my records to any person or corporation which is required to pay for all or part of the physician’s charge.

ASSIGNMENT OF BENEFITS: I hereby irrevocably assign payment to Orthopaedic Associates of South Broward,
PA, accepting this assignment, of all medical benefits applicable and other wise payable to me. I certify that the
information given to me in applying for payment is correct, and request that said payment of authorized benefits are
made on my behalf. Iunderstand that I am financially responsible for the charges, which the carrier denies

payment.

PAYMENT: I understand that it is my responsibility to obtain any needed authorization for Treatment according to
my individual insurance policy. In the event that I fail to do so, I agree to pay any and all fees/costs incurred by
Orthopaedic Associates of South Broward, PA to enforce this agreement.

Print Patient Name: Last, First, Initial

Patient’s Signature

Date



( JRTHOPADIC

ASSOCIATES OF SOUTH BrowArD, P.A.
(954) 961-3500 Fax: (954) 961-1835

RICHARD E. STRAIN, JR., M.D., FA.C.S. 4700 Sheridan Street

WARREN GROSSMAN, M.D., FA.C.S. Suite H

CHRISTOPHER WONG, M.D. Hollywood, Florida 33021
MARC IALENTI, M.D.

1 S.W. 129th Avenue

Diplomates of the American Board of Orthopaedic Surgery Suite #401

Pembroke Pines, Florida 33028

Policy and procedure for narcotic pain medications

The policy of this office is not to prescribe any narcotic pain medications after normal
business hours (9:00 a.m. to 5:00 Monday through Friday ). We will attempt to fill
appropriate medication request in a timely fashion; however, the office requires at least
48-hours notice to prepare your prescriptions. Therefore, please plan ahead. In addition,
any patient who knowingly obtains narcotic pain medications from other treating
physicians while under the care of our Drs.without this office’s knowledge may lead to
dismissal from this practice. It should be noted that this is illegal and will not be

tolerated.

’ In an effort to provide you with the highest level of care and the most appropriate
pain relief, I will utilize different medications and pain management techniques. During
the course of your treatment you may be prescribed a narcotic analgesic. Please note that
these medications are effective in alleviating but not completely eliminating pain. Please
also note that they are highly addictive and in the United States prescription opiate
overdose is the second leading cause of accidental death, resulting in excess of 12,000
deaths per year. For this reason, I will prescribe narcotic analgesics appropriately but
also in a manner fitting the nature of your injury or surgery. In other words, we will do
all that we can together to limit the amount of narcotic analgesics that are prescribed.

I have read the above policy and agree to adhere to the conditions set forth.

Printed Name and Date Patient Signature



ORTHOP& DIC

ASSOCIATES OF SOUTH BrowArp, P.A.
(954) 961-3500 Fax: (954) 961-1835

RICHARD E. STRAIN, JR., M.D,, FA.C.S. 4700 Sheridan S_treet
WARREN GROSSMAN, M.D., FA.C.S. © Suite H
Hollywood, Florida 33021

CHRISTOPHER WONG, M.D.

MARC IALENTI, M.D. 1 S.W. 129th Avenue

Diplomates of the American Board of Orthopaedic Surgery . SUlte #401
Pembroke Pines, Florida 33028

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES

l, have received the notice of privacy practices from

Orthopaedic Associates of South Broward, PA

Patient Signature Date

a staff member of Orthopaedic

In lieu of patient signature, |
has been given the

Associates of South Broward,PA, state that
opportunity to obtain our current Notice of Privacy Practices

Staff Signature Date

**0Office use only:

We attempted to obtain written acknowledgement of receipt of our Privacy Practices, but

acknowledgement could not be obtained because:

Individual refused to sign form

Communication barriers prohibited obtaining acknowledgement

Emergency situation prevented us from obtaining acknowledgement



Consent to Obtain External Prescription History

I, , whose signature appears below, authorize
Orthopaedic Associates of South Broward, PA and its affiliated providers to view
my external prescription history via the Rx Hub service. | understand that
prescription history from multiple other unaffiliated medical providers, insurance
companies and pharmacies may be viewable by my providers and staff here, and
it may include prescriptions back in time for several years.

MY SIGNATURE CERTIFIES THAT | READ AND UNDERSTOOD THE SCOPE OF MY
CONSENT AND THAT | AUTHORIZE THE ACCESS.

Patient Signature Date



CONSENT FOR TRANSFER OF BIOLOGICAL SPECIMEN

Florida law (Section 817.5655, Florida Statutes) prohibits the sale or transfer of a
person’s biological specimen from which DNA can be extracted to a third party

without the express consent of such person.

During the course of your care at Orthopaedic Associates of South Broward, P.A., it may be
medically necessary to obtain a blood, urine, stool, tissue or other type of biological specimen
for analysis. This analysis will not involve the examination of your DNA to identify the presence
and composition of genes in your body. After the analysis has been performed and the sample
is no longer needed, it will be stored as medical waste and then transferred to a third party for

disposal in accordance with all local, state and federal requirements.

It may also be the case that a biological specimen (such as blood, urine, hair, bodily fluids, etc.)
from you may be deposited on medical instruments, bedding, clothing or other objects. These

objects may then be transferred to a third party for cleaning or disposal.

By signing this document, you affirmatively state that it is your intentional decision to consent
to the transfer of any and all biological specimens collected by or deposited with

Orthopaedic Associates of South Broward, P.A. to a third party as set forth above. This consent
does not authorize the sale or transfer of a biological specimen for the purpose of DNA analysis.

Signature of Patient

Printed Name of Patient

Personal Representative

Date

HIPAA Compliance Kit: Step-by-Step: Step 7: HCO Forms: CONSENT FOR TRANSFER OF BIOLOGICAL SPECIMEN
HIPAA Compliance Kit by HITECH Compliance Associates, Inc. mm@HipaaComplianceKit.com




