
Today's  Date                             Re fe rre d by

Patie nt                                                                              Se x                         Age                       Date  of Birth

Marrie d          Single            W idow e d        Divorce d         Social Se curity No.

Addre s s                                                                    City                                       State                                       Z ip

H om e  Te le ph one  No.                                                                      Me s s age  Te le ph one  No.

H ave  you, or an im m e diate  fam ily m e m be r s e e n our doctors  be fore ?                      W h e n?

Em ploye r                                                                                               W ork  Te le ph one  No.

Are  you cove re d by: H e alth  Ins urance                             Me dicare                             W e lfare                              None

Re as on for vis it:                                                                                                                                   Righ t                     Le ft

W h e n did th is  proble m  s tart?                                                                                  H ave  you h ad th is  s am e  proble m  be fore ?

Date  of Injury                                       On th e  job injury?                     Auto Accide nt?

H ow  did accide nt h appe n?                                                                                          Location/ State  of Accide nt

W h o h as  pre vious ly s e e n you for th is  proble m ?

Lis t your Inte rnis t or Fam ily Doctor

DO YOU NOW , OR H AVE YOU H AD ANY MEDICAL PROBLEMS IN TH E PAST? -EXPLAIN

(Such  as  H igh  Blood Pre s s ure , Diabe te s , Th yroid Proble m , H e art Trouble , Ulce rs , Cance r, Se iz ure s , Blood Clots , De pre s s ion, or any oth e r Condition)

PLEASE LIST ANY SURGERIES YOU H AVE H AD, AND TH E APPROXIMATE DATES:

PLEASE LIST ALL FRACTURES OR INJURIES:

LIST ALL MEDICATIONS YOU ARE TAKING: (If none , ch e ck  h e re ) None

CURRENT MEDICATIONS                                                                        W H AT IS IT TAKEN FOR?

Do you h ave  any MEDICATION ALLERGIES?                      (if ye s , ple as e  lis t th e m )

Any OTH ER ALLERGIES?

H AVE YOU EVER BEEN TREATED W ITH : Digitalis                      ns ulin                     Ste roids                      As pirin

Do you Sm ok e ?                       If ye s , h ow  m ay pack s  a day?

Do you drink  Alcoh olic Be ve rage s ?                     H ow  m uch ?

IN BLOOD RELATIVES, IS TH ERE ANY H ISTORY OF:

             Tube rculos is                                        H e art Trouble                                                  H igh  Blood Pre s s ure

         K idne y Trouble                                         Birth  De fe cts                                                                     Diabe te s

Ble e ding Te nde ncie s                                                 Cance r                                     Me ntal or Ne rvous  Dis orde rs  

Oth e r

Ple as e  continue  to page  2.
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Idah o Orth opae dic &  Sports  Clinic Ne w  Patie nt Profile  (page  2)

Pe rs on Re s pons ible  for Account                                                                                              Social Se curity No.

Em ploye r                                                                                                                                  Te le ph one  No.

Re lations h ip to Patie nt                                                                                                              Te le ph one  No.

Addre s s                                                                  City                                     State                                  Z ip

 

Your Spous e

Spous e 's  Em ploye r                                                                                                                   Te le ph one  No.

Addre s s                                                                  City                                     State                                  Z ip

Pare nt or Guardian (If patie nt is  a m inor)

Ne are s t Re lative  not living at s am e  addre s s                                                                             Te le ph one  No.

Addre s s                                                                  City                                     State                                  Z ip

Prim ary Ins urance                                                                                                                      Te le ph one  No.

Addre s s                                                                  City                                     State                                  Z ip

Nam e  of Policy H olde r                                             Date  of Birth                                              Social Se curity No.

Group No.                                                             Policy No.                                                                   Em ploye r

Addre s s                                                                  City                                     State                                  Z ip

Se condary Ins urance                                                                                                                 Te le ph one  No.

Addre s s                                                                  City                                     State                                  Z ip

Nam e  of Policy H olde r                                         Date  of Birth                                 Social Se curity No.

Group No.                                                            Policy No.                                    Em ploye r

Addre s s                                                                  City                                     State                                  Z ip

(Ple as e  include  a copy of Ins urance  Cards  w h e n Pos s ible )

I h e re by give  approval for ph otograph s  to be  us e d for th e  re cords  and m e dical te ach ing purpos e s .

                       Signature

I auth oriz e  th e  re le as e  of inform ation th at m ay be  ne ce s s ary to re q ue s t claim  re im burs e m e nt from  any ins urance  com pany th at I 

s ubm it a claim .

                       Signature

I auth oriz e  paym e nt dire ctly to Idah o Orth opae dic and Sports  Clinic. I unde rs tand th e y w ill re fund any ove rpaym e nt on m y account.

                       Signature

I UNDERSTAND A FINANCE CH ARGE IS COMPUTED ON ACCOUNT BILLINGS UNPAID 9 0 DAYS AFTER FIRST BILLING. 

PERIODIC RATE OF 11/2%  PER MONTH . 18%  ANNUAL PERCENTAGE RATE.

Signature

Y N

Y N

Y N


	todaysDate: 
	referredBy: 
	patient: 
	sexM: Off
	sexF: Off
	dateOfBirth: 
	Item9: 
	married: Off
	single: Off
	widowed: Off
	divorced: Off
	ssNumber: 
	patientAddress: 
	patientCity: 
	patientState: 
	patientZip: 
	seenBeforeYes: Off
	seenBeforeNo: Off
	patientEmployer: 
	patientMessagePhone: 
	seenBeforeWhen: 
	patientWorkPhone: 
	Item27: Off
	Item28: Off
	Item31: Off
	Item32: Off
	Item35: Off
	Item36: Off
	patientReasonForVisit: 
	Item40: Off
	Item41: Off
	Item44: Off
	Item45: Off
	Item48: Off
	Item49: Off
	Item52: Off
	Item53: Off
	Item56: Off
	Item57: Off
	patientDateOfInjury: 
	patientWhenProbStart: 
	patientHowAccidentHappened: 
	patientLocationOfAccident: 
	patientWhoSeen: 
	patientInternist: 
	patientPastMedProblemsLine1: 
	Item67: 
	patientSurgeriesLine1: 
	Item69: 
	Item70: 
	patientFracturesLine1: 
	Item72: 
	patientMedicationsNone: Off
	patientCurrentMedsLine1: 
	Item75: 
	Item76: 
	Item77: 
	Item78: 
	Item79: 
	Item80: Off
	Item81: Off
	Item84: 
	Item85: 
	patientOtherAllergies: 
	Item87: Off
	Item88: Off
	Item91: Off
	Item92: Off
	Item95: Off
	Item96: Off
	patientSmokePacks: 
	Item100: Off
	Item101: Off
	patientDrinkHowMuch: 
	FatherDeceasedCause: 
	FatherDeceasedAge: 
	Item110: Off
	Item111: Off
	motherDeceasedCause: 
	motherDeceasedAge: 
	Item116: Off
	Item117: Off
	brothersDeceasedCause: 
	brothersDeceasedAge: 
	Item122: Off
	Item123: Off
	sistersDeceasedCause: 
	sistersDeceasedAge: 
	Item128: Off
	Item129: Off
	childrenDeceasedCause: 
	childrenDeceasedAge: 
	Item134: Off
	Item143: Off
	Item144: Off
	Item147: Off
	Item148: Off
	Item151: Off
	Item152: Off
	Item155: Off
	Item156: Off
	Item159: Off
	Item160: Off
	Item163: Off
	Item164: Off
	Item167: Off
	Item168: Off
	Item171: Off
	Item172: Off
	Item175: Off
	Item176: Off
	patientHomePhone: 
	Item180: 
	Item181: 
	Item182: 
	Item183: 
	Item184: Off
	Item185: Off
	Item188: Off
	relativeOther: 
	Item191: Off
	Item192: Off
	Item195: Off
	Item196: Off
	Item199: Off
	patientAspirinNo: Off
	Item243: 
	personResponsible: 
	Item197: 
	personResonsibleEmployer: 
	personResonsibleTelephone: 
	Item209: 
	Item201: 
	Item202: 
	Item203: 
	Item204: 
	Item205: 
	Item215: 
	Item216: 
	Item208: 
	Item218: 
	Item219: 
	Item220: 
	Item221: 
	Item222: 
	Item223: 
	Item224: 
	Item225: 
	Item226: 
	Item227: 
	Item228: 
	Item229: 
	Item230: 
	Item231: 
	Item232: 
	Item233: 
	Item234: 
	Item235: 
	Item236: 
	Item237: 
	Item238: 
	Item239: 
	Item240: 
	Item241: 
	Item242: 
	Item234: 
	Item235: 
	Item245: 
	Item237: 
	Item238: 
	Item248: 
	Item240: 
	Item250: 
	Item244: 
	Item245: 
	Item246: 
	Item247: 
	Item248: 
	Item249: 
	Item250: 
	Item251: 
	Item259: 
	Item260: Off
	Item261: Off
	Item264: 
	Item265: Off
	Item266: Off
	Item269: 
	Item270: Off
	Item271: Off
	Item274: 
	Item275: 


