Patient Information

COPAY $ Todays Date:

Last name First name MI
Date of Birth _ Sex: M F SSN#

Address

City State Zip

Home Phone Cell#:

Work Phone Fax #

Employer Email:

Business address

City State Zip

Emergency Contact Name and Relationship to you:

Emergency Contact Ph#: Marital Status:

Chief Complaint

Date of injury or onset Is this a work-related injury? YES NO

How did you hear about this office? (please circle) Ins Co  Website Yellow Pgs Friend Other
Who referred you to this office?

Primary Care Physician

Phone # Fax #

Address City/ST Zip
Primary Insurance Company'

Subcriber Name: ‘ SS#: DOB:
Employer Name & address:

Phone # Fax #

Ins.Address ‘ City/ST

Policy # Group #

Industrial Carrier/Workers Comp OR secondary ins name

Sub Name SS# DOI:

Phone # Fax # |

Bill to Address: City/ST/ZIP

Claim #: ID#

Adj/Nurse Address: City/ST/Zip

Adjuster Name: _ Nurse Case Mgr:

Adj Ph#: Nse Ph#:

Adj Fax #: Nse Fax:
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Patient: , 1D

1.)What is your Age Today?

2.)Do you write with your ?
(Right, Left, Both Hand(s))

3.)When did your problem start?

4,)Which part of your body is bothering you?
__Neck, Back- upper, Back lower
Left Right
__Shoulder
__Arm
__Elbow
__Forearm
_ Wrist
__Hand
...Hip
_ Thigh
__Knee
_Leg
__Ankle
__Foot

5.) What problems is it causing?

__Pain at rest
_Pain with activity
__ Pain at night

_ Stiffhess

__ Weakness
__ Numbness/tingling

6.) Is this problem:

__Occasional
_Intermittent
__ Frequent
_.Constant

7.} Have you had treatment for this problem?
_No
__Yes, please mark below
__Oral medications( motrin, etc)
__Narcotic pain medication(vicodin,stc)
__Muscle relaxants
_ Injections; How many?
__Physical Therapy
__Casting/Splinting
__Hospitalization
_ Surgery

intalra hy Anta

8.)Have you ever had surgery?
_ No
yes, please list:

9.)Do you take any Medication?
_No
__Yes, Please list:

10.)Do you have Allergies to Medication?
_No
__Yes, please mark below:
__Penicillin
__Sulfadrugs
__Codiene
_ Morphine
__Other

11,}Do you have Allergies to Food or Dye or
tape?

_No

__Yes, please mark below

__ Latex

__Tape

_ Radiographic dye

__Eggs

_ Milk

__Peanuts

__Seafood

__ Wheat

Other

Notes:
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Patient: , 1D

12.)Do you have any Medical Problems?
No
__Yes, please mark below/describe:
__Anemia
__Bad Teeth
_ Bleeding Problems
__Blood Clots
__Cancer
__Depression
__Diabetes
__Lung Problems:
__Asthma
__Emphysema
__Other
__Heart Problems:
__ Angina
__Arrythmia
__Heart attack
__High Blood Pressure
__Kidney Disease
_Liver disease/hepatitis
_ Stomach Ulcers
_ Stroke
__Thyroid
__Tuberculosis
_ Other
13)Do you have any other Muscle or Skeletal
problems?
__No
__Yes, please list and deseribe
__Neck, Back- upper, Back lower
Left  Right
__Shoulder
__Am
__Elbow
__Forearm
_ Wrist
_ Hand
__Hip
__Thigh
__Knee
Leg
__Ankle
__Foot
14.}Do you have any other Problems?
_No
__Yes, please mark and describe
__Cardiovascular
__Ears, Nose, Mouth, Throat
__Eyes
__Genitourinary system
__blood, tymph, or immune system
_ Neurological or nerves
__Psychiatric
__ Lungs or Respiratory
_ Skin

mtala hv date

15.)Has any one related to you by blood had
any medical problems?

_No

__Yes, please list and describe

__Heart problems

__Diabetes

__Cancer

__ Other

16.)Have you ever Smoked Tobacco?
_No
__Yes, when and how much

17.)Do you Drink more than 1 drink per day
(7 drinks a week)?

_No

__Yes
18.)Are you married or do you live with a
partner?

_No

__Yes, How long
19.)D}o you have Children?

No

__Yes, how many? ,ages?

20.)What is your height and
weight?




Paul B. Roaclpe, MD

Orthopaedic Surgeon
rev 102504
& .
Office Hours: Monday through Frida)j 9am to Spm
Prescription Rﬁ;ﬁlls: Refills can only be han&led during regular office hours.

Plan accordingly to allow 1 business day for processing.
Have your pharmacy fax the refill requ est to speed up your
order, The Emergency Operators canqot put

through after-hour prescription refills.: Requests ariving
after the above office hours will not be} processed until the

following day.
After Hours: The Emergency 0perato=rs will only cqntact Dr. Roache (or
(All non-emergency the on-call physician) for the following:
calls and concerns a. Post-Surgical patients with urgent concerns
should be addressed regarding a change in their condition.
during regular office b.  Current patients with an acute rthopaedlc
‘ Emergency. 1 !
Billing Questions: All questions should be directed to our business office~ and
' to your insurance comp ;

‘@
W :
By law and courtesy, we must inform our patients of our financial polxcxes

Payment i full: Full payment is customary and requu'edT at the time of your
visit. You, as the patient, are ﬁnancxallj( responsible for the
services provided. | i

Insurance coverage: You can meet your financjal responmbxl]ny by being an

eligible member of an insgrance compaxpy with whom we
are contracted. You mustiprovide us with a valid insurance
card prior to being seen by the doctor. |

HMO Patients: In agddition to youf insurance card,

' you!must have a valid referral from
you|primary care MD.

Deductibles: If your health plas has a deductible,
youlare responsible for payment at
time of service if the deductible has
not been met. 1

Co-payment: If y ur insurance company requires a

yment, it is due at the time of
service. Thisis a qontractual and

2351 Clay Street, Suite 134 San Francdisce, CA 941}’5
1586 Valencia, Suite 208 San Francisco, CA 9411
Phone: 415-447.0495, Fax 415-447.0467

www.RaacheMT).com |
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Paul B. Roache, MD
Orthopaedic Surgeon |

rev 102504
lggal requu'emqnt for many heaith
an contracts. !

Worker’s In addition to your ingurance card,
Compensation: you will need the following:
a your clanm number
bil your employer information
and groyp number
c. \ comp carrier name and
» address |
i the namé and contact
\ information of your claims
|
i

represcn lative

If you do not currently have insurance or are a membet% of a health plhn with which we
are not contracted, payment in full is required at the tu'?e of your vxsﬁ

Assignment of Benefits;  Your signature on the signature page cqmstitutes full
assignment of benefits tojour office if we bill your
insurance plan, including, Medicare. However, if your
insurance company does hot pay the cl 1m, the bill w:ll
become your responsibility. .

! \

Payment Arrangements:  Payments may be made if cash, by cheo;k or credit card
(Visa and Mastercard). |

Cancellation Changes: Appointments cancelled without 2 mmqnum of 24-hours

" notification may be charged the full appointment fee.

Service Charges/ Any balance carried to the next billing qycle will be subject

Late Fees: to a service charge at the following rates.

Account Balance|  Fee per month
<$10.00 [ $1.00!

$11.00-$100.00 | $10.00

$100.00 and over l $25.0d

Collections: If it becomes necessary to ssign your aqcount toa
collection agency and/or ap attorney, ym{x will be
responsible for all of our collection agenpy and attorney
fees and costs. l |

We are happy to discuss with you any quesuons relanngnto the precedx#g information and

thank you for choosmg our office for your Orthopaedic needs, ;

i
I

i i
2351§;Clay Street, Suite 134 San Francisco, CA 941%5
1580 Valencia, Suite 208 San Francisco, CA 9411
Phone: 415-447-0495, Fax 415-447-0467 |
www.RascheMD.com |



Paul B. Roache, MD
Orthopaedic Surgeon

Assignment of Benefits:

I hereby assign all medical and/or surgical benefits to which [ am entitled, including
major medical benefits, Medicare, private Insurance, and other health plans,

to PaulB.Roache, M. D, This assignment will remain in effect until revoked by me in
writing. A photocopy of this assignment is to be considered as valid as an original. I
understand that I am financially responsible for all charges whether or not paid by paid
insurance. 1hereby authorize said assignee to release all information necessary to secire
payments,

Patient
Signature: Date:

Print
Name:

HIPAA:

The Heaith Information Portability Accountability Act is a Fedetal Law that gives
individuals the right to request a restriction on the uses and disclosures of their protected
health information. We are required by law to provide patients with a copy of the
HIPAA regulations. We are also required by law to discuss how we intend to contact you,
If any of the below are not satisfactory, cross them out and write ati alternative. Your
signature verifies that you have been offered a copy of the HIPAA regulations and that
we have permission to:

Patient

Call your home phone and leave a message with detailed information.
Call your work and leave a message

Mail information to your home address

E-mail to your personal email non-medical information

Fax to your designated fax number non- medical information.

Signature: Date:

Print

Name:

2351 Clay Street, Suite 134 San Francisco, CA 94115
1580 Valencia, Suite 208 San Francisco, CA 94110
Phone: 415-447-0495, Fax 415-447-0467

www.RoacheMD.eom



