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DATE:
Plaase use BLACK | INK when completing this form ACCOUNT #:
i L PATIENT INFORMATION
;;PAT!EN’ITS NAME (Last Name, First Name, Middle Name) SOCIAL SECURITY NUMBER
;ggmam's ADDRESS DATE OF BIRTH GENDER
i O MALE () FEMALE
MM DD YYYY
EMPLOYER
;j;Am ZIP CODE MARITAL STATUS
5 " O SINGLE [J MARRIED [] OTHER
-‘rampaoma (include Area Code) PATIENT RELATIONSHIP TO PRIMARY INSURED
HOME | WORK . O SELF [ SPOUSE (I CHILD 0 OTHER
spouss .
smuse' S EMPLOYER:
'lixona
REFERRING PHYSICIAN: PRIMARY CARE PHYSICIAN:
NT'S CONDITION RELATED TO: EMPLOYER'S NAME:
JYES GINO EMPLOYMENT  INJURY DATE EMPLOYER'S ADDRESS: '
Elgss o) No AUTO ACCIDENT  INJURY DATE crry STATE —— ZIP
iYEs limo OTHER ACCIDENT  INJURY DATE EMPLOYER'S TELEPHONE: ()
: ’ IF FULL-TIME STUDENT - SCHOOL:
:CHIEF MEDICAL PROBLEM TODAY: LEFT / RIGHT (INDICATE WHICH SIDE)
§IDATE svwroms BEGAN:
PLACB OF ACCIDENT:
'HOW DID INJURY HAPPEN:
vmoammmsm FOR COMPLAINT: DATE: PLACE & TREATING PHYSICIAN:
PRIORX:RAYSEORTHISPROBLEM: DATE: — PLACE:
INSURANCE INFORMATION
Your insurance cands will bs requested for the registration process.
ar Y INSURANCE O SECO}NDARY INSURANCE
msunanL-'séM Eitiae. . INSURED'S NAMBM
T M‘@%
SOCIAL SECURITY #: SOCIAL SECURITY #:
INSURED'S EMPLOYER INSURED'S EMPLOYER
INSURED'S DATE OF BIRTH . INSURED'S DATE OF BIRTH
IF PATIENT IS A MINOR
FATHER'S NAME: MOTHER'S NAME:—-—
DATE op BIRTH: ... DATR :.)g,-smm. T f@‘;,m TR
S R G <
FATHER'S EMPLOYER: " MOTHER'S EMPLOYER:
WORK PHONE: WORK PHONE:
POS® Reorder § 0010765



ORTI'IO“PAF_EI_C“ SPECIALISTS
SPORTS MEDICING
-/ .

Patient:
Account i

(Secoudary
* [ bereby &Mudandcﬁmathoabovemadimmmvbnazbvckwkmdswyaﬂeto:
INTERNATIONAL ORTHOPAEDIC SPECIALISTS

2260 NE 123RD STREET

N. MIAM), FLORIDA 33161 .
The medlcal and dizgnostic expense benofits allowobld' and GBI Poyapie o me unaes my currens insurance palicy as paymant
toward tho total charges for the Ssrvices rendered. THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER
IHISPOLICY.'I’H;paywntwillnotauwdmyindeomOﬂhopudisSpedaﬁasofMinmiBmhmdlhmagxwdww.ha
current mammer, any balancs of sald service charges oves and above this insursnce payment except to the extant my lability for any such
balence {3 limited by agreemeat or law applicable to the Oxthopaedic Specialists of Miami Beach. .

A pbotocapy of this assignment ghall be considered a3 effective and as valid as the original. I also suthorize the release of any

information scquired in the courss of my treatmant to any insurance company, adjuster or attomey involved in this case,

DATB

SIGNATURE OF PATIENT PRINT NAMB OF PATIBNT
(OR AUTHORIZED REPRESENTATIVE®) (OR AUTEORIZED REPRESENTATIVE®)

I *Please explan Represenmtive's relaticnship to Petisot and includs a dascaiption of Representativa’s antharity to 2ct oo hadalf of Patlent,

1], , recelve or become eatitled to receive any moniea fram any source
whatsosver for my injuries, either through & lawsult, settlemeat of a lawsuit or claim, eward by a court or bitratar(s), jury vesdict or
payment of insurance proceeds, T hereby, essian end azme to pay sald funds to:

INTERNATIONAL ORTHOPAEDIC SPECIALISTS

2260 NE 123RD STREET .

N. MIAMI, FLORIDA 33181
to the exteat of eny cutstanding amounts (hon owed by me to the Ortliopaedic Specialists of Miami Beach for medical sarvices before
any other fees, costs, or expenses ere disbursed from any seld funds. I furthar agres that the fec for the sevices to bo perfonned by the
Orthopasdio Specialists of Miaml Beach depands on the trestmens readsred and that any amount that T owe to the Onhopaedic
Speclallsts of Mimmi Beach ahatl constitute a len on any claim oc lawsait I may have a8 a result of my injuries and any settlesuent,
m&jmyvuﬂumhamwom&&mlwdveabemmmﬂdadwmcdwsamuhofmyi:ﬁuﬂes.

ThisAsslgnmntanlecnshmbeplmdhmychm'nndaccpylhe:eohhallgmxﬁmuacmlm!cetomyanmney.mmy
other person, that my medical bills to the Orthopeedic Speclalists of Misml Beach ehall be paid first from the proceeds of any soch
lawsuit, setdoment, awmd.jm-yvudlctoxinsmmThhmhnﬂnﬁmmumbomodiﬁedmuessuhinmmnsanddgmdbybom

parties. .

Ihaebyappoinubempmwuormmnemhwmwmasmymmmy-h—mwdsnmynan»mm\dﬁu
8 financing statement under the Unifann Commerciel Cods to svidence this lica.

Imdm.ndmmlmminmomm'uspm!bhfwﬁewymomeWedbymatothoompaed!eSpedeﬂmd
Miami Beach and that notwithsianding this Assigmnent and Lisn, the Orthopaedic Specialists of Miami Beach is not yequired to loak to
any other person or sntity for payment.

1will instruct my attomney to pay ﬂwOnhopmd!cSpdaﬁmotMiamiBawhupmﬁdedabowﬁomanymniramcdvedby
him/her described above. These muml.uwocah!sandmayuctbechmgedMmmu;ewdmmemofﬂmo:ﬂzopudlc
Specialists of Miaro Beach. ] have given asthorkzation to the Orthopaedic Specialists of Miami Beach (o forward this document to ray

attomey.
DATB

SIGNATURB OF PATIENT PRINT NAMB OF PATIENT
(OB AUTHORIZED REPRESENTATIVE®) (OR AUTHORIZED REPRESENTATIVE®) .
*Plenss upldnnmmﬁve'smhﬁoaﬁpwhﬁmmdlmuﬂondudvﬁmofwmw'aamwﬂxymmwwcfm

PCI° Reaxies § GO00044
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ORTHOPAED ECIALISTS
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JERRY SHER, M.D.

SOPHIA DEBEN, M.D,

MALPRACTICE COVERAGE

Under Florida Law, physicians are generally required to carry malpractice insurance or otherwise
demonstrate financial responsibility to cover potential claims for medical malpractice. YOUR
DOCTOR HAS DECIDED NOT TO CARRY MALPRACTICE INSURANCE. This is permitted
under Florida law subject to certain conditions. Florida law imposes penalties against noninsured
physicians who failed to satisfy adverse judgments arising from claims of medical malpractice. This
notice is provided pursuant to Florida Law, Florida Statutes 458.320 7(o)dn 5.

Signature

Name

Date



INTERNATIONAL ORTHOPAEDIC SPECIALISTS
AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

PAIlENT NAME: DOB:

| hereby authorize
| (PLEASE PRINT NAME OF DOCTOR/FACILITY TO RELEASE YOUR RECORDS)

T(‘) release my medical records information including any labs, diagnostic images, operative reports and
ofﬁce notes to:

| INTERNATIONAL ORTHOPAEDIC SPECIALISTS
2260 NE 123" STREET
NORTH MIAMI, FL 33181
(305) 674-5956 P
(786) 703-7872 F

By authorizing the release of the above mentioned records, | understand that the medical records are
confidential and cannot be disclosed without specific written consent of the person to whom they

bertain, or as permitted by law. | further understand that once released, the records custodian, or its
gmp|oyees have no responsibility or liability that may arise regarding and aspect of this authorization.

PATIENT SIGNATURE:

'WITNESS: DATE:

APPOINTMENT POLICY

| ) understand that | will be charged 2 fee for appointments not cancelled within 24 hours. This includes
- cancelled appointments, rescheduled appointments, and missed appointments (“no shows”).

|
Thefeels $ 50.00 but is subject to change at the discretion of INTERNATIONAL ORTHOPAEDIC

| SPECIALISTS.

| PATIENT SIGNATURE: DATE:




I|

of this office’s Nofice of Privacy Practices explalning:
B How this office will use and disclose my protected health information.

B My privacy rights with regard to my protected health information,

E This office’s obligations concerning the use and disclosure of my protected health information,

, hereby acknowledge that I have reviewed and received a copy

I understand that the Notice of Privacy Practices may be revised from time to time and that I am entltled to receive a copy of eny revised
Notice of Privacy Practices upon request.

I also understand that if I have any questions or complaints, I may contact:

You may also contact the Secretary of the U.S, Department of Health and Human Services with any concemns regarding our privacy and se-curity
policies and procedures, Please contact our office for information on how to contact the U.S. Department of Health and Human Services.

COMPLVEGHT'

A1l54

Date: / [

O Other

.

Please Print
Relationshlip to Patient:

ForOfficeliselonlyl SR E S
We made & good-faith effort to obtain an acknowledgment of,
recelpt of our Notice of Privacy Practices. In spite of these efforts, our office has been unable to obtain a signed
acknowledgment of receipt for the following reasons (check all that apply):

O Patient refused to sign (date of réfusﬂ)_;l__l_g : .
O Communications barriers prohibited obtaining an ﬁlﬁ‘l&v[c&pxmt.

7o

O An emergency situation prevented us from ‘obtaining an acknowledgment.

Attempt was made by:

Date:

(AN

)

02013 ComplyRight
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PATIENT MEDICAL HISTORY

Name: _ Emall address:

0 — Height:__'__" Wt Ibs. Sex: oM oF
Are you? o Right-handed O Left-handed

CC/Reason for today’s visit?

Date of lnjnry or Onset of Symptoms:

Were you seat to our office by a phys!cian? oYes oNo

If so, p!ease provide:
Requesting Physiclan's Name: Phone #:
Phystclx‘in's Address: City/States
..C.0.00" lllllllll 0000000030000 R000R000O0RQRRENOIIY P T Y TR L LR Y P PP PR P PP TR P YA RSN LA R AR AL LA AL AR A e Add 00600000000 060000000000000000000000 00000
PREFERRED hone :
\
M_@mgmm Include non-prescription & herbal supplements
Drug Name Dosage Frequency

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

ALLERGIES: o Yes aNo (¥fyes pleass list below)
Medication Reaction

Tape Allergy OYes oNo Latex Allergy oYesoNo

ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

oAIDS or HIV oBronchitis oHepatitis oMumps oThyrold Disease
DAnemia oChicken Pox oHigh Blood Pressure  oPneumonia oTuberculosis
Arthritis oDisbetes ainfectious Mono oPolio oUleer
oAsthma oDiphtheria aKidney Disease oRheumatic Fever oVenereal Disease
oBack Trouble OEpilepsy/Seizures oLow Blood Pressure  oScarlet Fever oWhooping Cough
oBladder Infections oGleucoma oMeasles oSleep Apnea oOther (please list)
uBleedmngdency oHeart Disease oMigraine Headaches  oSmallpox
uBlood Transfusions ~ oHemorrhoids oMitral Valve Prolapse  oStroke
SURGIC italization RY:

Datz Dogtor Hospital, City/State

|

\
EAMILY MEDICAL HISTORY:

Age Conditions or Diseases If Deceased, Cause of Death

Father
Mother
Siblings

—— e ———— e A

N 1
1




PATIENT MEDICAL HISTORY

Patient Social History: Marital Status Living Situation Use of Tobacco Use of Aleohol
oSingle oWith Family oNever oNever
‘ aMarried oWith Friends aPreviously, but quit oRarely
! oDivorced oAlons oCurrently oModerate
! oWidowed oOther ___ Packsperday oDaily
! 0 Separated
+*+*QCCUPATION; ##+

oon-nn‘?unonuoonuonuou-ov-on--oa-.tcooooacooontcoooootoo-oau.ooo000000000o"...oo..oooo-o-ouooao-o-oaquoc-ooaoo;oao-noucuououoo"-unntnnu

Review of Systems: Please indicate any personal history below: (Please circle all that apply)

Musculoskelets] Genltourinary Peshiatric
Joint Pain No Yes Frequent urination No Yes Memory lossorconfusion ~ No Yes
Joint Stiffnessorswelling ~ No Yes Buming or painful urination  No Yes Nervousness No Yes
Weakness of musclesorjoints No Yes Blood in urine No Yes Depression No Yes
Muscle pain or cramps No Yes Incontinence or dribbling No Yes Insomnia No Yes
Back pain No Yes Female—number pregnancies
Cold extremitles No Yes Pemale - number of deliverles Gastrofntestinal
Difficulty In welking No Yes Loss of appetite No Yes

| Nausea or vomiting No Yes
Constitutiona) Symptoms Integumentary (skin, breasts) Frequent diarrhea No Yes
Bad general health lately No Yes Rashoritching No Yes Constipation No Yes
Recent welght change No Yes Changes bn skin color No Yes Rectal bleeding, blood Instool No Yes
Fever| No Yes Varlcose velns No Yes Abdominal pain No Yes
Fa;lgzh No Yes Bresst paln :o zcs Respistory
H es No Yes Breast} o Yes 0

| e Chronfcor frequentcoughs  No Yes
Ears/NoseMMouth/Thyaat Neurological Spitting up blood No Yes
Hearing loss orringing No Yes Lightheaded or dizzy No Yes Shortness of breath No Yes
Earaches or dralnage No Yes Numbness or tingling sensationNo Yes Wheezing No Yes
Chronic sinus problems No Yes Tremors No Yes
Nose bleeds No Yes Peralysis No Yes Eyes .
Bleeding gums No Yes Eye discase cr injury No Yes
Sorethroator voicechange  No Yes Endocrine Wear glasses/contact lenses ~ No Yes
Swollenglandsinneck ~ No Yes Excessivo thirstorurination  No Yes Blurred or double vision No Yes

| Heant or cold intolerance No Yes
Cardlovaseular Skin becoming drier No Yes Women;
Heart Trouble No Yes Iregular periods No Yes
Chest pain or anginapectoris  No Yes Hematoloaie/Lymphatic Frequent spotting No Yes
Palpitation No Yes Slow to heel after cuts No Yes Are you pregnent? No Yes
Shortnessof breath (walking) No Yes Bleeding or brulsingtendency No Yes (if over age 18)
Swelling of feet, ankies No Yes Anemia No Yes Are you nursing? No Yes
or hands Enlarged glands No Yes
|

............. $0000008000000000000000003000900800000000000 0000 -u...nuuunonu.-..uu.unnono-u--uun"Hu--N""""""“"“‘""""'""“

Have you ever experienced any pri r.ln]ury or sympwx.:;s regarding this body part? oYesoNo
i ‘
If s, please provide details:

Ple:ase listany sports/hobbies you enjoy:

|
S0 00000000000000000000060000000000000000000000000000%

L;‘-:GAL INFORMATION:

eeeesvssessssne 600000008 00800000000880000000600000000000000000000800PPsIRlaressrreorriresiIsItoncssssse XT3

Is there any current or pending litigation involving this problem for which we are seeing you today? oYes oNo

To the best of my knowledge, the questions on this form have been answered accurately. I understand that providing incorrect information
can be dangerous to my health. It is my responsibility to inform the doctor of any changes in my medical status. I also authorize the health
care staff to perform the necessary services I may need.

Signature of Patient or Parent of Minor Date Signature of Physician Date



(ORTHOPAEDIC SPECIALISTS -
‘ $P0RTS MUDICINE

PATIENT MEDICAL HISTORY

Date

] Update

NAME : : Update

Updste

Hf\VE YOU EVER RECEIVED TREATMENT FOR? . IFYES, EXPLAIN

M‘emal liness * OYes ONo
H‘IV Positive / AIDS OYes ONo
S;exuaily Transmitted Disease(s) OYes ONo
Alcohol Abuse ' OYes ONo
[flicit Drug Use . OYes 0ONo

Are you currently Pregnant and under age of 187 O Yes O No

iflyou have answered Yes to any of the above, please Initial the corresponding categories listed below which will
thorlze Orthopaedic Spacialists to disclose that Information to third partles, for treatment.or payment purposes In

3{9 event that It Is requestsd by sald third partles or required by law,

Menta! liiness information

Il HIV / AIDS Information

ials: — Sexually Transmitted Disease(s) Information -

Initials: Alcohol Abuse l;nfonnaﬂon .

Intats: o {llictt Drug Use Information

! | als: Pregnancy Information, If patient Is under the age of elghteen (18)

1 HAVE READ AND UNDERSTAND THE INFORMATION IN THIS CONSENT, | At THE PATIENT OR
AUTHORIZED TO ACT ON BEHALF OF THE PATIENT TO SIGN THIS DOCUMENT VERIFYING CONSENT TO

THE ABOVE STATED TERMS, .

Inftals:

By signing below, | acknowledge and agree 10 the above conditions. DATE

|

SIGNATURE OF PATIENT, PRINT NAME OF PATIENT

(th AUTHORIZED REPRESENTATIVE®) (OR AUTHORIZED REPRESENTATIVE®)

'jPlease explaln Representative’s relaﬁonshlp 1o Patlent and Include a description of Representative's authority to act
on behalf of Patient. )

i ' " ‘Physlolan Signature

Date

£03° Reaiey § 0A042
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