
 

 
Name: __________________________   Date of Birth: ___________________________                
Physician: _______________________   Date: __________________________________ 
Weight: _________________________ Height: _________________________________ 

 

Pharmacy:  
Pharmacy Name: _______________________ Pharmacy Phone Number: _______________  
  
Pharmacy Address: ___________________________________________________________  
 

 
Medical History: Please check any of the medical conditions you have seen a doctor for.   
☐ None  ☐ Stomach Cancer ☐ Emphysema ☐ Hiatal Hernia 
☐ Anemia  ☐ Uterine Cancer ☐ Barret’s Esophagus  ☐ High Blood 

Pressure   
☐ Anxiety Disorder  Other Cancer: 

_____________________ 
☐ Fibromyalgia  ☐ High Cholesterol  

☐ Heart Valve Disease   ☐ Congestive Heart 
Failure  

☐ Ulcerative Colitis  ☐ HIV / AIDS 

☐ Osteoarthritis   ☐ COPD  ☐ Gallstones  ☐ Irritable Bowel 
Syndrome  

☐ Rheumatoid  ☐ Coronary artery 
disease  

☐ Glaucoma  ☐ Kidney Stones  

☐ Hemorrhoid's  ☐ Crohn’s Disease  ☐ Headache/Migraine  ☐ Pancreatitis   
☐ Breast  Cancer ☐ Hepatitis/ 

Type:______________ 
☐ Thyroid Disease  ☐ Parkinson's Disease  

☐ Colon Cancer ☐ Liver Disease ☐ Atrial Fibrillation   ☐ Reflux  
☐ Esophageal Cancer ☐ Dementia   ☐ Tachycardia  ☐ Seizure Disorder  
☐ Kidney Cancer ☐ Alzheimer's   ☐ Bradycardia  ☐ Sjogren's Disease   
☐ Liver Cancer ☐ Depression  ☐ SVT  ☐ Sleep Apnea On 

CPAP 
☐ Lung Cancer ☐ Diabetes   ☐ Heart Attack  ☐ Stroke  
☐ Ovarian Cancer ☐ Diverticulitis/ 

Diverticulosis  
☐ Prostate  ☐ Other:   

☐ Skin Cancer ☐ Ulcer    
 



Name: ____________________________________________ 

Surgical History- Please check any surgeries you have had.  
☐ None   ☐ Gastric Sleeve  ☐ Laparoscopy   
☐ Appendix Removal   ☐ Spinal Cord Stimulator   ☐ Liver Biopsy   
☐ Back/ Cervical Surgery   ☐ Heart Stents   ☐ Lung Surgery   
☐ Bilateral Tubal Ligation  ☐ Heart Surgery/ Bypass  ☐ Mastectomy  

☐ Blood Transfusions  ☐ Heart Valve 
Replacement Aortic  ☐ Pacemaker  

☐ Carpal Tunnel Release   ☐ Heart Valve 
Replacement Mitral  ☐ Prostate  

☐ Watch Man  ☐ Hernia Repair   ☐ Throat/ Mouth Surgery   
☐ Colectomy  ☐ Hiatal Hernia Surgery   ☐ Tonsillectomy  
☐ Colostomy   ☐ Hysterectomy  ☐ Adenoidectomy   

☐ Ileostomy  ☐ ICD (Internal 
Cardiac  Defibrillation)  ☐ Wisdom Teeth   

☐ C-Section  ☐ Joint Surgery   ☐ Transplant   
☐ Gallbladder Surgery   ☐ Hip Replacement   ☐ Thyroidectomy  
☐ Gastric Bypass  ☐ Knee Replacement   ☐ Amputation 
☐ Shoulder Replacement   ☐ Other: Please List   
 

Family History:  
Heart:  
Father/ Mother/ Brother/ Sister  
Lung:  
Father/ Mother/ Brother/ Sister  
Cancer:  
Father/ Mother/ Brother/ Sister  
Diabetes:  
Father/ Mother/ Brother/ Sister  
Hypertension:  
Father/ Mother/ Brother/ Sister  
Other:_________________________________________  
Father/ Mother/ Brother/ Sister  

 

 



Name: _______________________________________________________ 

 
Social History  
What is your occupation? ____________________________________  
Marital Status? ☐ Single ☐ Married ☐ Divorced ☐ Widowed ☐ Other_______________________ 
Do you use tobacco?  ☐No ☐Yes ☐Quit Age started______ Age Stopped________ 
Years Smoked ______  
Do you currently use recreational drugs?   ☐No ☐Yes   
Type___________________  
Frequency____________________  
Do you consume Alcoholic drinks?  ☐No ☐Yes ☐Quit  
Frequency/amount_____________________  
Dou you consume/drink caffeine? ☐No ☐Yes   
Type____________  
Amount Per Day_____________  
  

 

Medications/Allergies (PLEASE PRINT)  

Please list all medications you are taking, including vitamins and 
supplements.   
  
Medication                                               Dosage                        How Often  
____________________________   _________________   ________________  
____________________________   _________________   ________________  
____________________________   _________________   ________________  
____________________________   _________________   ________________  
____________________________   _________________   ________________  
____________________________   _________________   ________________  
____________________________   _________________   ________________  
____________________________   _________________   ________________  
 
Please list all allergies or reactions you may have to medications or food.   
___________________________________________________________________________________
___________________________________________________________________________________ 
__________________________________________________________________________________ 
Date of Last Vaccine: 
  
Flu: ________________ Pneumonia: _____________________ 
 

 



Name: _______________________________________________________ 

Review of Symptoms:   
Have you had any of the symptoms recently? Circle Yes or No  
Weight Loss  Yes / No  Confusion   Yes / No  
Fever  Yes / No  Memory Difficulty  Yes / No  
Fatigue   Yes / No  Insomnia  Yes / No  
Excessive thirst  Yes / No  Depression  Yes / No  
Eye Symptoms  Yes / No  Nervousness   Yes / No  
Blurred Vision  Yes / No  Excessive urination    Yes / No  
Vision Loss  Yes / No  Easy Bleeding  Yes / No  
Hearing Loss  Yes / No  Easy Bruising   Yes / No  
Ringing in Ears  Yes / No  Anemia  Yes / No  
Mouth Sores  Yes / No  Enlarged Glands  Yes / No  
Taste Change   Yes / No  Itching   Yes / No  
Sore Throat   Yes / No  Rash  Yes / No  
Chronic Cough   Yes / No  Burning in urination   Yes / No  
Spitting up blood  Yes / No  Irregular periods  Yes / No  
Wheezing   Yes / No  Muscle Pain Yes / No  
Chest Pain  Yes / No  Back Pain Yes / No  
Shortness of Breath  Yes / No  Numbness  Yes / No  
Swelling in Ankles  Yes / No  Weakness  Yes / No  
Cold Intolerance  Yes / No  Headache  Yes / No  
Heat Intolerance  Yes / No  Seizure Yes / No  
Joint Pain  Yes / No  Chest Pain  Yes / No  
 

 

 



PAYMENT is expected at the time of your visit.  We will accept cash, check or credit card.  Payment will include 
any unmet deductible, co-insurance, co-payment amount, or non-covered charges from your insurance 
company.  We do ask for a copy of an ID card due to many cases of identity theft in the news lately. (Please do 
not be offended) 
 
INSURANCE we are participating providers with several insurance plans.  We will file insurance for you.  We 
make no claim to know what services your insurance covers.  We will make a good faith attempt to verify 
coverage, we are not able to guarantee that the information given to us by your insurance is correct or a 
guarantee of payment.  Please remember that insurance is a contract between the patient and the insurance 
company and ultimately the patient is responsible for payment in full.  Be sure to check with your insurance 
regarding your benefits.  Remember approval for a service doesn’t always mean a payment for the service so 
be aware of what your benefits are. 
 
RETURNED CHECKS will incur a $35 service charge.   
 
DISABILITY PAPERWORK: A $10.00 fee per set is required to complete the requested forms. We reserve the 
right to allow 7-10 business days to complete the forms.  
 
ACCOUNTING PRINCIPALS Payment and credits are applied to the oldest charges first, except insurance 
payments which are applied to the corresponding dates of service. 
 
RESPONSIBILITY FOR PAYMENT:  I understand that I, personally, am financially responsible to Orthopedic 
Associates of Dayton for charges not covered by insurance. 
 
WORKERS COMPENSATION:  I understand that if I do not provide my medical insurance and workers comp 
denies treatment that I am financially responsible. 
 
NO SHOW APPOINTMENTS:  Please give us at least 24 hours notification if you cannot keep an appointment.  
This courtesy will allow others to be seen.  You will be charged $25.00 for each no show appointments. 
 
THIRD PARTY PAYOR:  Our office does not bill third party payors such as personal Injury, motor vehicles 
accidents, or attorneys.  Our policy is we bill your regular insurance and once we receive payment from your 
third party payor we will reimburse your regular insurance. 
 
RELEASE OF INFORMATION:  I hereby authorize Orthopedic Associates of Dayton, Inc. to release to 
government agencies, insurance carrier, or others who are financially liable for such professional and medical 
care, all information needed to substantiate claim and payment. 
 

 
 
I have read and understand the practice’s financial policy and I agree to be bound by its terms. I also 
understand and agree that such terms may be amended by the practice from time to time. 
 
_________________________________________   ___________________ 
Signature of Patient       Date 
(Or Guarantor, if applicable) 
 
____________________________________ 
Please print the name of a patient 

We participate in one or more Health Information Exchanges. Your healthcare providers can use this electronic 
network to securely provide access to your health records for a better picture of your health needs. We and other 
healthcare providers, may allow access to your health information through the Health Information Exchange for 

treatment, payment or other healthcare operations. This is a voluntary agreement. You may opt-out at any time by 
notifying the office administrator. 
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