WELCOME TO OUR OFFICE

PATIENT INFORMATION -

Patient's Name: : Sex: Male Female
Date of Birth: Age: Social Security Number:
Mailing Address
City: State: Zip Code:
Physical Address
City: State: Zip Code:
Home Phone: Waork: Cell:
Employer: Employer's Phone:
Emergency Contact: Emergency Contact's Phone:
PARENT/GUARDIAN'S INFORMATION (IF PATIENT IS UNDER THE AGE OF 18)
Parent/Guardian's Mame: Relationship to Patient:
Date of Birth:_ Social Security Number:
Mailing Address City: State: Zip Code:
Physzical Address
Ciry: State: Zip Code:
Home Phone: Work: Cell:
Employer: Employer's Phone:
e e e Hc]auumh:ph:pahml
Social Security Number: Date of Birth:
Mailing Address
City: State: Zip Code:
Physical Address
Ciby: State: Zip Code:

Date of injury/onset:
Have you been a patient at our office before?  YES NO
How did vou hear about our office?
Are you receiving any health-related services at your home (home health nurse oraid)? YES =~ NO
Is your injury work related? YES NO Date of injury:
Is your injury related to n motor vehicle accident?  YES NO Date of accident:
What body part is being treated?

Signature of PatientParentGuardian [t



History & Physical Today’s Date
Name: a Male/Female Age:
Referring Dr.;
Primary Dr:
Completely Explain Current Complaint [Indicate right or befi):

Date of Birth:
. Right/Left Hand Dominate? (Flease Circle)

Medieal History: Check to indicate all that apply to you:

- Ulcer __ Diverticulitis __ Asthma

— Chest Pain — High Bloed Pressure _ Cancer

. Thyroid Disease — Dinbetes —_ Irregular Pulse

— Beizures — Heart Astack [MI) — Fainting Spells

___ Rheumatoid Arthritis  _ Stroke ___ Congestive Heart Failure
— Dsteoarthritis — Owsteoporesis . Alcoholizm

__ Cwurrently Pregnant _ Dbesity - Glawesma

e Anesthesia Problems _ Emphysema ___ Ciher

Past Burgleal History: (Indicate dates and types of past surgeries)

Past Fracture/Injury History:

Family History: (Circle all that apply for mother/father side of the family)

1. Epilepsy . Stroke 11. Heart Attack
2. Dinbetes 7. Mlcoholism 12, Emphysema
3. Thyraid 8. Cancer 13, Other

4. Osteoporosis 0. Anesthesia problems

5. Hypertension 10, Arthritis

List all evrrent medications you are aking

List any medications you are allergic to with the reactions:

Social History Oocupation:
Marital status (circle One)  Married Single Widowed Divorced Separated
Tobaccs Use: Bmoke? Yes) No/Never Quitin____ Packs per day_ Years____

Chewing Tobacto Yes/Noe  Quitin____ How much perday___ Years
Alcohiod Consumption? Yes/ Mo Drinks per doy /week jrircle one
History of Drug Use? Yes/No If ves, explain, SHins =
Currently Using (plesse circle) Cane Dennsres Walker Cratchies Wheelchnir Glasses/contncts Heaging Aid Medical Draces
Phyaleal Exam: (murse will do this) %02 Pulse;_ Height:  Weighi:




NAME:

DATE:

REVIEW OF SYSTEMS- Check ai that apply to you

GENERAL SKIN HEAD /EYES/EARS | |
O Fever O Nail Changes NOSE/THROAT |
O Chils O Mole U Headaches
O Fainting O Skin Rashes 4 Glaucoma
O Mone O Skin Sores O Dry Eyes
O HMone O Dizziness
O Dental Problems
3 Recwrent Infections
O Neck Soreness
O Heck Pain
O Mone
j LUNGS "HEART BLOOD
'O Cough O Palpitations O Broken Blood Vessels
O Shortness of Breath O Cold Extremities . | O Easy Brising
O Wheezing O Chest Pain O Proienged Bleeding
O None O Biood Clots O Swollen Nodes
O Pain in Legs when Walking | 0 MNone
O Mone
GASTROINTESTINAL GENITOURINARY MUSCULOSKELETAL
O Nausea O Frequent Urination O Muscle Weakness
O Vemiting O Urinary Burning Q Joint Pains
O Heartburn O Bed Weiting O Joint Swelling
O Constipation Q@ MNone QO Joint Deformities
O Dimrhea O Back Pain
O Hona 3 Mona
NEUROLOGICAL PSYCHIATRIC | ENDOCRINE
O Seizures 0 Depression 'O Weight GainLoss
O Loss of Sensation O Anxicusness/Stress O Heal'Cold Intolerance
O Paralysis O Aleshol Abuse O Diabetes/High Blood Sugar
O TinglingBuming/Mumbness | O Panic Attacks O Hone
O None O Drug Abusa/Addiction
O Mone




Please complete the following information regarding your injury:

(If you do not have any injury please go to the next page.)

Date injury occurred:

Place injury occurred:

Please describe briefly how injury occurred:

Signature of the Patient or Responsible Party Date



It is the policy of Alamogordo Orthopaedics that 24 hour cancellation notice
is required for all scheduled appointments. Any patient not giving a
minimum of 24 hour notice of cancellation will be charged a $25.00 fee for
the reserved appointment time. This charge is not covered by your insurance
company and will be billed directly to you.

Thank you for your cooperation and understanding. Please do not hesitate to
call our office with any questions or concerns. We are here to assist you

( 575-434-0693)

I have read and fully understand this policy:

(Print Please) Patient Name Date of Birth

Patient Signature Date



Alamagorde Orthopacdics amd Sporis Medicine
Financial Palicy

Insurance claims (Primary and Secondary) are filed a5 a countesy 1o our patients. Our office will normally assist
vou by verifying benefits'managed care requirements with your primary insurance only. Ultimately you are responsible
for knowing and understanding your benefits and paying the balance of your aceount,
Managed Care: Co-Fayment amounts are due at the time of service. If your insurance plan requires prior authorization or
a referral our office will assist you in obtaining it. You arc responsible for the balance of vour account.
Commercial: Co-Insurance and deductible amounts are due at the time of service. We will estimate’collect AMY C0=
percentage due based upon an average of $150.00 per visit, This will be a DEPOSIT toward your out-of-pocket costs per
visil. If the estimate is not encugh, you will be billed for any remaining out-of-pocket expenses. If this estimate ends up
being too much, you will be refunded any overpayments when your account is paid in full, If you owe towards your
deductible we will collect $150.00 per visit until this is met. You are responsible for the balance of your account should
our estimale be inacourate,
Medicare: All covered services will be billed by our office dircctly 1o Medicare, IF you have a secondary or supplemental
coverage, and you have provided us the necessary information, it will also be billed afier Medicare has been paid. You are
responsible for the 20% co-insurance, deductible and any uncovered service(s) that you choose to have provided, at the
time of service. You are responsible for the balance of your account.
Medicaid/Salud: All covered services will be billed by our office directly o the appropriate Medicaid carrier. If payment
denies for reasons of expired eligibility, payment in full will be due immediately. A current Medicaid card and appropriale
prior authorization/referral from your primary care physician is due at the time of your appointment.
‘Workers" Comp: Verification of your work-reloted injury will be obtained by our office prior to YOur appoiniment,
Claims are filed directly with your employer’s insurance carrier. If the worker's compensation denies your claim, you will
be responsible for the balance of your account.
Frivate Pay: 1f you have no insurance coverage, MVA, or we are unable to verify medical benefits, payment in full is due
at the time of your service. We will collect $130.00 per visit as a deposit towards your account. You are responsible for
the balance of your account should our estimation be inacourate,
Litigated: If your injury is being handled by an attormey, payment in full is duc at the time of service, We will collact
$150.00 per visit as a deposit towards your account. You are responsible for the balance of your account should our
eshimation be inaccurate,
Out of Network: If our physicians are not in contract with your insurance, you will be responsible or the charges in full
al the time of service.

Assignment of Insurance Benefits: [ authorize my insurance company to make payment directly to Alamogordo
Orthopaedics, Sports Medicine, and Podiatry for services rendered me or my insured :
[} Yes ()Mo Imitials

Medicare Assignment: Alamogorde Orthopaedics, Sponts Medicine, and Podiatry aggress 1o accept the Medicare
allowable amount as the full charge. I am responsible for the deductible, co-insurance, and non-covered services. My
signature below represents authomzation (o bill Medicare for services rendered to me.

(31¥es()Me Initials

| understand and agree that regardless of my insurance status, 1 am ultimately responsible for the balance of my
account for any professional services rendered. | have read all the information on both sheets and have completed all
answers. I certify this information is true and comect to the best of my knowledge, | agree 1o notify this office of any
changes in my insurance status or the information given this date. | understand that failure 10 provide updated insurance
information may result in denial of payment and will become my financial responsibility. Alamogordo Orthopacdics,
Sports Medicine, and Podiniry WILL NOT BE RESPONSIELE FOR SERVICES RENDERED THAT MAY REQUIRE
PRIOR APPROVAL/AUTHORIZATION FROM PATIENT'S INSURANCE

Signabare of Patient, Guardian or Responsible Party Diie

Alamigordo u-h:.;.-.}{lu_-,: bl,u,_ul.h !l.lr-d::;.,;_-.;-,.,l Pascliatry [ake




Alsmagonde (rthopsedics & Sorts Medicing, P.C.
2301 Trudvan wells Ril Suite A, Alssrogando, M 85310
159 Mescalero Trail, Suite 4, Ruidoso, MM GRS

Ackmimsledgement of Privacy Notice

Furpadis of this Acknowledgeenent

This acknowled germent, which allows the Practice i use andfer dischoar perscmally Hmmmhimhmmtp-m“
healthcare operatioes, is pursuant o the requirements of 45 CFR §16LSI(N1L part of the frderal privacy regulations for the Fealih
Ireurarce Privacy and Acoountability At of 1996 (the “Privacy Regalatiors™),

Fiesie rraied it follewing informetion corefully:

fuﬂtﬂh‘rﬂﬂﬂlﬂumhﬂnﬂ]ﬂlrmwﬁ“hhmmdmmdeMEMMr
e by &Wﬁﬂmkﬁ:ﬂhmnt1H‘m+ﬂhuuppmﬂluﬁ‘q,:ﬂumhm
1o ey ceal any healthes re oponations permdtied in te Privacy Hegulations.

12 aware e Practice madntains a Privacy Motice which scis for the types and “uﬂ-ﬂmmmhmumm
lnIuhu-ﬂuﬁ!hhuyrquhmﬂmmadudhhhw}mughmumumhnhmnpﬁm
Regulasors and sets forth in detail the way in which the Practice mahes such e or disdosars.

Hundenstand and acknorrdedge that in lts Privacy Motice, the Practior has resorved the right to chasegs iss privacy Motics 53 6 sees fis
Eroam, i b tme. O ] wdsh to obdaln & nindied Privacy Motioe, [ nesd io send lwdlmmh;mudmwhh
offioe of the Practice af the following sddress: 2390 [eafian Weelli Ral., Suise A, Alamogords, MM B30, ABersion | Practice

Compliance Directar.

[ anderstand ared acknowledge tat §have the right fo request that e Practios restrict how my indomeation is used o dischossd 1o
carmy out breatment, payment or healihoare operations. | underitand and scknowledge that the Praction i not required to sgres o
resbriction requested by e, Bul if the Practios agrees o such a roquested restriction it will ks bouned by thai resiriction until | notify
it othereise in writing:

I reqpaest the following restrictions be placed on the Practios’s uie andfor disclosure of my heath inloration, (Seave blank if no
PestricEr]

T undemtand the forpoing provisiors, end wish toslgn this Acknosledgement autherizing the use ol my pessonally idintifiable
Feeadih inloemathon for the puspedes of reatsreent, paymen! for trestmens and healthoare operstions.

B SHERENG THES FORM, | ACKMOWLEDGE THAT | HAVE EEVIEWED AN EXECLUTED COFY OF THES ACEROWLEDGIMINT
ARD A COFY OF THE FRACTIORS POLICY MOTICE AMD AGREE TO THE FRACTICE'S IUSE AND DISCLOSURE OF MY FROTECTED
HEALTH INFORMATION FOR TREATMENT, FAYMENT AND HEALTHCARE DFERATIONS.

Signature of Fatient or Represeniative Dok

Patient's Mame (pried)

E;ﬂinnmq-mumf

S

Mame of Persomal Repeesentative (5 Applicable) tﬂm:wmnm

T Be Complieted By Practi

The: pequested restrictions en the use and/'er disclosure of the patient’s beadth infommation st forth above are
— Arcepbed 1 — ol Applicable
e Dby fewplaing —

.Slgmlurtni Authorieed Fractwe Heprescniative D



Alsmogordo Orihopeedics & Sorta Medicine, P,C.
Z2¥] Indian weds R Galn A Alamvogoido, B AEI10
153 Mascaine Tomd Suls 4, Ruisses MM BEMS

ROTICE OF PROTECTED HEALTH INFORMATION
This. noton describes bow medical informaton aboul yoea may Be used and declosed and how you can sl Besims b i irdornanas

PLEASE REVIEW IT CAREFULLY,
Parpose ol Motice

Weidier e loderal heathcars pivacy regulations pertaining to the Mealth insumnce Porisbdly and Accounisbibiy A of il et forth ak A5CFR §
180404 24 38q. {lhe *Privacy Reguiations”), Alamogonde Orhopaedics and Sporis Medcine, P.C. e Pradica”) i sequimd in prodec the privesy of
your individually identflable healdh information, which inchedes information about yoor health slory, symplon, los! nesulls, Sagnoses, reatmest and
claims and payment history. Ve are also mequired to prosida you with this noios of Prolecied Health Isformalion Pracices regariing ouw legal duliss,
podicies and pecoadunes jo protec] and malntain e privacy of your healh informaton {The NoBoe™). We will ol uss or deckss your bealih nlommatsn
extapl @ prowiced forin this Notice. Howeer, we resers e nghl fo change the lema of the Motize and make new noSice provisions dor 8l yous hasth
EanE inleernainn (hE] we Ay manien,

Parmitzed Lises and Cisclodures of Your Healih information

1. Usey gred Dipciosyres Wi Petent Conpent. Undei the Prvecy Regulalions, sfer having made good fais sffons be alinin your
acknirebsdgamant of Sis Motios, we are permited 10 use g discioss your health imloemation for P Folowing pupckos

& Teaimanl We are parmified b use your heaith mfomation in the provision snd coordineton of yoor Bealih cam. Wa may
discinss information contakned in yoor medicsl record b your prmarny health can provides, contuling peosidens, and 1o olther health cans
rernoeeal whio B @ pead for misch information for your care and reatmanl. For svghy, youl plyacan may disckoss your Sealsh
infomnaon when consuling with ancfer physician regarcing your medicsl condBon

b wm“wmmmmmhnmumm biling. clarns mansgement. medical
and reimbarsament. This information may ba reisass o an inserance corrpany, thisd pae] payed of suthoroed anties
WHMWimmummmMumHWMH“mhwﬂm
mecount. For axampls, o bl san 55 pour RSumnoe company may inckeds infamralica thal MenSBel you, por disgaosh, 4nd the procedwes
nindl Suppliss e in your eatman

2 Heakh Can Opemlicng, We sre peemilled (o use Bnd decinss e haa i infoenabo during T Prectiea’s isutins haalh cirs cparalioes,
inclusing, bin ot Bmbed io, quality sssrance, UieaSon reviess, Mok ivares, audiing socredistion, cenfcation, Soansing or
crndordalng notivities and lor sducalionsl purposas

2 Uses and Disclosures With Patert Authonzitin, Under the Privacy Reguisticns, we can use s decionn youf heath information for purposes
aihal B iraalrmend, payrseol of haalh cars SparnSons, wif your willen nuthorzation. For aomdin, with your suthoflsalion we cin provide
yirud e B madnl oorSlesi 10 OWmiphess W milght be stk b proves i usbil leT of sérndei. Under the Prvacy leguliom, you
:qﬁmdhwmm howerser, such @ revocalion will nol have sy efleol on uSes O deckeiunes of pour Realth infosmagan gior o our

H gl Undes B Privacy reguialicns, we ang penmifed o dncle youl
mﬂmmﬂﬂ-hwﬂmmlmw 8 cica ponenal fiend o afy o8ar peracn lamified by you,
¥ ihe isformation & diredfy relevant o thal parson's inwoivemant in your o of inadsasnl. Voo must ba sclifid i sdvancs of the uie o
ssckasuns and hirve the oppornuniy o werbally sgres or objea.

8 Ussb e Digclopiamy Ribguings by Law, W will disciogs your Beaks infoemation whan sequined 10 do so by lw

b, Pyblc Healh Aciies. We rmay deckoss yout hoalh information for publc Fealh mpoding, reporting of communicatbile deesses and wial
shatistica and smiar olhet caarmatascns

. Abuss g Megied] ¥We may discioss your hesalith nfrmation  we heve @ ressonable belief of abess, seglect or domestic vioknds.

i Begulalony Agencies Ve may Ssciosn your heakh isformation to o heaith cane oversight sgency Tor sctivites suthorized by lw, including,
It el Bt o, Boemesure, cerdicaton, sudis, imvesSgations and mspecions. Thess actalies e nesesanry for the govemmient and
eriain privabe heslh cversighl sgeeces 1o moniior Fee health cane syssem. gowemmend programs &nd eormpliance with cinl nghts.

o Jefcil aed Adeinsdinien Prooeeding We may decloss bealh information in judicial mnd admnistntive proceedings, a6 well &4 &
response 1o a0 erder of o court. adminisirative itunal, Of In responss o @ SUBROBRE, SO, WATARE, diloseery roguatd of similir ingal
reques

f Low Enfperamand Pupoiss. Wa may discices yoor health infoemation b ke enforooenent offcials whan iequined o 80 8o by s

G Coroeery, Medcsl Expmings, Fusetal Depcion. 'Wa may dacloss your heakh irlomation b o comeasr or 3 medical axaminer. This may ba
rescessary, for axample, io delesming B causs of doa®™ We may also discinse your heal® infoemalion b funtrnl dinschons, & nocessary. b
Eaity oul Thesr duthes

h,  Pessarch, Uincer corlen Groumyishceny, wa may deciogs your Baakl infosm pion Lo reseaichoais when thee chnical resamich study his
D approved by 30 inslEstional inve b0 Bl hat reveesd T resoaich propoial sid provided Sat cedsn saleguaits o bn plkce 10
emsure the privecy aihd probsdnon of it hidlth Efsimaton




i Thisals bo Head and Salpty, We may use o disclose your hesth inbcmrabion i we bebave, I good faith, the wse or deckeuwn is recessary
15 prerven] of lebsan o sericus of immisent thmet $2 the haakh of safely of 0 peeson o the pubilic.

| igreetersrs . F you s 8 merniber of the g ferces. wa ey dacos your heall iviormation as reguined by Miey command
E oyt

E Vyodery Companaption We may dsckee your heash infematon o the edan recessary 1o comply wih laws mlssng i worosrs’
compansation or olhar similar pogieTa

L Maseling Ve may use or Gaciose youl health information 1o make maseting communcation B pou, 1 iues communicalion is conduslsd
twow 0 (woe, concerns, producss or maces of nomnal vake, or identifios us as the communicating pary thr we will necsiee remunemban
hmumm.mmwhmmmmmemmb
rooemang fubens Commanicalions

m. Appoiniment Beminders. Vs may use and discicas haalh infomaltion to nemind you of 5o appoiimest for eatrman] 58 medcal cars sl
A PR

£ CHBAF UaeE Bnd Sacioaund, in addSon by (ha mssans cotfined Shows, Vel May Lb Shd diclela piuf Raalh infoemation b oiher pumporss
et lry the Priviscy Reguiations

i Ugs g Deicicsers to Boslress ARBGTEIGNE. Wilh an SEkAcwindsmant of & phopar suthorization, we sm permitied to deciss poor Fealth
migrmabon 1o Busmess Axsociaion sl 10 Slow Butings Asascislel 1 Moshg your hoakl inlormabion on our bohall, A Business Associets &
defined under the Privacy Reguistions as an iscividusl o aftily uhdon conlnc] willl ul o pacfpim of ossest o n a function or sctvity which
MHHHMMHMWHWMMMHMWMMMMM.
mmdmmmm “mllmMﬂHhmﬂlmiﬂ hialth earg

Pationi Rights
Alnough your mesfical recond B our property, you haes the following nghts oonceming yoar rmedical record and Baalh inlesrution
1, F: F T, You haree the right 1o nequest feslricions on the cee and

B L
mﬂmmmuWWHMmm Hiverwer, we are nol pegiined 16 Sgees b3 toch &
requast. B, however, we agroe 1o the reguesied restriction, § s kinding on us.

2 Righii iososc aod Copy Your Hoalh nfommafion, You have tha right in inspect snd copy you own heally infsamabion upon request. Howsver,
'wa e nol required (o provide you aooess 1o all the health nfommation we mainisn. For exampls, his right does nid axlsnd 5 paychcthampy
noles ivlormaton compied in eascnabls anticipathon of, or for e in ovil, crimingd o sdemins il procssding, of Lobes! io o fempl o
Chnioal Lnbewabary Inpsosemants Amendmant of 1588, Access may ko be dened § disclsus woild seasonally §ndanged you of ancifar
pEIRON.

3 Righi o Vartaly Dtsect. You hava the right in werbally objed 1o certain dsclosurss thad ar roulinely rrada for irsimenst, payman, of PaalBeamm
operabions of for other porposss withoul an authorizaton. For exammpde. we ane required 1o ghve you an oppounity o objedt 1o B sharing of
o hith indormation with @ person o family member accompanying you for eatmest

4 Right 1o Seck an Amendment of Your Health information. ou Pave the night i reques] an amssndment of your healh rormation. If we dosgres
wilh the requesled amendsssal, we wil perml you 1o inclsde  slatement in th record. Momover, wa will peovids you with @ wiltlen explisalicss
cf ihe reason for the desial and ihe procedures for ling soproprale compiaings snd Bpoeals.

Ration. You hive the right ko rectss an Becountng of dacksiorot misds By ot of youl
Aol EVOrtc W S0 (5] ywart FVics 1o 750 008 OF FOOF buqueok: proviSs howewer Thal W nsad Rot prcniis S Bctoursig ot ary

yout haath information, 3 braf descrigion o the alammaticn dictad ard tha pupone fo e diecionre

-9 Exhl o Confdental Communicatons. You have Ba fight 1 resanm (anfidential comeunications of your health informaticn by alscnalive mesms
o plmcaathes lncaticne. For pxampls, pom may rguasl thal we anly contac! you ol work or by mall

T, Bight b Rgvole Tour Auforgaion. Yoy have the righl to movoke & vy sxeculed aulhorization for the usa or declosune of your haalh
mforration. However, such revocation will nod Bave any ofec! &0 yses o disclosures prior 1o the secaipt of the revocation

B Biigh b recuber Copy of this Molicn. vioa have the right 1o fedeihve a copy of this Moo

H you have questions. and would lke addticnal imlrmation regaeding the uses and disclosuses. of your haalh isfersatien, you may conlsc the

Oficar al 57430009 (SMics phone npmbsd). Moeder, e Practics huMmmuMmmmw
righis winlatiant. T you beliswm That v pfvacy fghis Bave Bean violated, you may fie a complaint with us o e Secretary of The Dapanmant of Haal®
o Foman Sefvices ol 200 Independoencs Svenue, 5 W . Washingion DLE. 20300, To fie o cormplaint w4 1S plosse conlad the Cormgliancs THTesr il
STE-4 -0 (offica phone rambarn . AN complainta must bo asbmited 1o the Praciics in wiiting at 2301 ledisn Wels Road, Suite A Alamopoeds, B
BEYTC Thars will b no retakafion o0 fieg § complainl

Lifgsteve Daty
The affeciive date of s Noton & Agel 112003



