ADULT HISTORY FORM 

Advanced Sportsmedicine Center
PAGE  

	  1.  FULL NAME:
  ___________________________________________
  2.  TODAY’S DATE:   _____/_____/_____                                     
CURRENT HISTORY:
3. CONSTITUTIONAL:

Yes

No

Fever
 FORMCHECKBOX 

 FORMCHECKBOX 

Weight loss

 FORMCHECKBOX 

 FORMCHECKBOX 

Ill feeling

 FORMCHECKBOX 

 FORMCHECKBOX 

4. EYES:

Excessive Tearing           

 FORMCHECKBOX 

 FORMCHECKBOX 

Blurred Vision
 FORMCHECKBOX 

 FORMCHECKBOX 

Dryness         

 FORMCHECKBOX 

 FORMCHECKBOX 

5. CARDIOVASCULAR:

Ankle Swelling                

 FORMCHECKBOX 

 FORMCHECKBOX 

Chest Pain                        

 FORMCHECKBOX 

 FORMCHECKBOX 

Irregular Heart Beats
Cardiac Stent Placement
 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 
 FORMCHECKBOX 

6. ENT:

Dizziness        

 FORMCHECKBOX 

 FORMCHECKBOX 

Ringing in Ears                

 FORMCHECKBOX 

 FORMCHECKBOX 

Recent Hearing Loss        
 FORMCHECKBOX 

 FORMCHECKBOX 

7. RESPIRATORY:

Wheezing
 FORMCHECKBOX 

 FORMCHECKBOX 

Shortness of Breath           

 FORMCHECKBOX 

 FORMCHECKBOX 

Coughing
 FORMCHECKBOX 

 FORMCHECKBOX 

8. GI:

Rectal Bleeding                 

 FORMCHECKBOX 

 FORMCHECKBOX 

Abdominal Pain                

 FORMCHECKBOX 

 FORMCHECKBOX 

Black Tar-Like Stools      

 FORMCHECKBOX 

 FORMCHECKBOX 

9. URINARY:

Pain with Urination          

 FORMCHECKBOX 

 FORMCHECKBOX 

Involuntary Urination       

 FORMCHECKBOX 

 FORMCHECKBOX 

Decreased Urinary Flow   

 FORMCHECKBOX 

 FORMCHECKBOX 

10.MUSCULOSKELETAL
Motion Loss                      
 FORMCHECKBOX 

 FORMCHECKBOX 

Swelling in Joints              

 FORMCHECKBOX 

 FORMCHECKBOX 

Morning Stiffness              
 FORMCHECKBOX 

 FORMCHECKBOX 

11. INTEGUMENTARY:

Skin Rash                          

 FORMCHECKBOX 

 FORMCHECKBOX 

Skin Lumps                      
 FORMCHECKBOX 

 FORMCHECKBOX 

Abrasions   

 FORMCHECKBOX 

 FORMCHECKBOX 

12. NEUROLOGICAL:
Burning Sensation            

 FORMCHECKBOX 

 FORMCHECKBOX 

Tingling   

 FORMCHECKBOX 

 FORMCHECKBOX 

Sensation Loss                 

 FORMCHECKBOX 

 FORMCHECKBOX 

13. PSYCHIATRIC:

Depressed Feeling            

 FORMCHECKBOX 

 FORMCHECKBOX 

Suicide Attempts              

 FORMCHECKBOX 

 FORMCHECKBOX 

Hallucinations
 FORMCHECKBOX 

 FORMCHECKBOX 

14. ENDOCRINE:

Excessive Thirst                 

 FORMCHECKBOX 

 FORMCHECKBOX 

Changes in Hair                  
 FORMCHECKBOX 

 FORMCHECKBOX 

Excessive Urination               
 FORMCHECKBOX 

 FORMCHECKBOX 

15. HEMATOLOGIC:

Bleed Easily                     
 FORMCHECKBOX 

 FORMCHECKBOX 

Fatigue Easily                   
 FORMCHECKBOX 

 FORMCHECKBOX 

Bruise Easily                     
 FORMCHECKBOX 

 FORMCHECKBOX 

16. IMMUNOLOGIC:
Skin Reactions                  

 FORMCHECKBOX 

 FORMCHECKBOX 

Eczema    
 FORMCHECKBOX 

 FORMCHECKBOX 

Severe Allergic Reactions

 FORMCHECKBOX 

 FORMCHECKBOX 


	PAST HISTORY:
17. ILLNESSES:

Yes

No
Arthritis (type)____________ 
 FORMCHECKBOX 

 FORMCHECKBOX 

Asthma or Bronchitis      
 FORMCHECKBOX 

 FORMCHECKBOX 

Bladder Infection             
 FORMCHECKBOX 

 FORMCHECKBOX 

Blood Clots

 FORMCHECKBOX 

 FORMCHECKBOX 

Blood Disorders   
 FORMCHECKBOX 

 FORMCHECKBOX 

Blood Pressure Over 130/90

 FORMCHECKBOX 

 FORMCHECKBOX 

Cancer (type)____________       

 FORMCHECKBOX 

 FORMCHECKBOX 

Diabetes   

 FORMCHECKBOX 

 FORMCHECKBOX 

Emphysema 

 FORMCHECKBOX 

 FORMCHECKBOX 

GI Bleeding/ Gastritis/Reflux

 FORMCHECKBOX 

 FORMCHECKBOX 

Gout

 FORMCHECKBOX 

 FORMCHECKBOX 

Heart Attack/ Heart Disease

 FORMCHECKBOX 

 FORMCHECKBOX 

HIV/AIDS

 FORMCHECKBOX 

 FORMCHECKBOX 

Kidney Stones

 FORMCHECKBOX 

 FORMCHECKBOX 

Liver Disease/Hepatitis

 FORMCHECKBOX 

 FORMCHECKBOX 

Lung Disease

 FORMCHECKBOX 

 FORMCHECKBOX 

Lyme Disease 

 FORMCHECKBOX 

 FORMCHECKBOX 

Neurological Disease

 FORMCHECKBOX 

 FORMCHECKBOX 

Osteoporosis

 FORMCHECKBOX 

 FORMCHECKBOX 

Pacemaker

 FORMCHECKBOX 

 FORMCHECKBOX 

Parkinsonism

 FORMCHECKBOX 

 FORMCHECKBOX 

Prostate Enlargement

 FORMCHECKBOX 

 FORMCHECKBOX 

Pulmonary Embolus

 FORMCHECKBOX 

 FORMCHECKBOX 

Stroke/Seizures

 FORMCHECKBOX 

 FORMCHECKBOX 

Thyroid Disease

 FORMCHECKBOX 

 FORMCHECKBOX 

Ulcers

 FORMCHECKBOX 

 FORMCHECKBOX 

Other:____________________________________________________________________

_______________________________________________________________________________________________________________
18. CURRENT MEDICATIONS:                                       NONE  FORMCHECKBOX 
                 DOSE/STRENGTH
________________   ___________________

________________   ___________________

________________   ___________________

________________   ___________________

________________   ___________________ ________________   ___________________
________________   ___________________

________________   ___________________

________________   ___________________
________________   ___________________

________________   ___________________
19. ALLERGIES TO MEDICATION:

                                                         NONE  FORMCHECKBOX 

MEDICATION         REACTION     ________________    ___________________

________________    ___________________

________________    ___________________

________________    ___________________

________________    ___________________

________________    ___________________
________________    ___________________
________________    ___________________
Primary Care Physician:
Dr. ______________________________ 

Referral source____________________   
	20. PAST SURGERIES:

 Yes 

No

Appendix  

 FORMCHECKBOX 

 FORMCHECKBOX 

Arthroscopy ___________   

 FORMCHECKBOX 

 FORMCHECKBOX 

Spine

 FORMCHECKBOX 

 FORMCHECKBOX 

Breast Biopsy                                

 FORMCHECKBOX 

 FORMCHECKBOX 

Cancer (type)___________

 FORMCHECKBOX 

 FORMCHECKBOX 

Coronary Artery Bypass        

 FORMCHECKBOX 

 FORMCHECKBOX 

Gallbladder   

 FORMCHECKBOX 

 FORMCHECKBOX 

Hysterectomy

 FORMCHECKBOX 

 FORMCHECKBOX 

Joint Replacement ______       

 FORMCHECKBOX 

 FORMCHECKBOX 

Prostate  

 FORMCHECKBOX 

 FORMCHECKBOX 

Tonsils

 FORMCHECKBOX 

 FORMCHECKBOX 

Wisdom teeth                 

 FORMCHECKBOX 

 FORMCHECKBOX 

21. OTHER HOSPITALIZATIONS:
___________________________________________________________________________________________________

_________________________________

22. FRACTURES:

___________________________________________________________________________________________________

23. SOCIAL HISTORY:

Married

 FORMCHECKBOX 

 FORMCHECKBOX 

Single

 FORMCHECKBOX 

 FORMCHECKBOX 

Divorced

 FORMCHECKBOX 

 FORMCHECKBOX 

Widowed

 FORMCHECKBOX 

 FORMCHECKBOX 

Presently Living Alone       

 FORMCHECKBOX 

 FORMCHECKBOX 

Number of living Children____

24. SMOKING:         Never Smoked   FORMCHECKBOX 

Total yrs.________________

Packs per Day____________

Date Stopped___________

 25. ALCOHOL USE: Never Drank    FORMCHECKBOX 

Total yrs.________________

Drinks/Day______________

Date Stopped____________

26. ILICIT DRUG USE: Never Used  FORMCHECKBOX 

Total yrs._________________

Currently Using____________

Date Stopped______________

27. FAMILY HISTORY:
AIDS  
 FORMCHECKBOX 

 FORMCHECKBOX 

Bleeding Disorders       

 FORMCHECKBOX 

 FORMCHECKBOX 

Cancer

 FORMCHECKBOX 

 FORMCHECKBOX 

Heart Disease                

 FORMCHECKBOX 

 FORMCHECKBOX 

Mental Illness 
Alcoholism               

 FORMCHECKBOX 
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

28. Can you climb a flight of stairs?

 FORMCHECKBOX 

 FORMCHECKBOX 

29. Can you walk a mile?

 FORMCHECKBOX 

 FORMCHECKBOX 

30. Have you had a DEXA Scan (for bone density)?

 If so, when? ___________

 FORMCHECKBOX 

 FORMCHECKBOX 

Weight:______________                         
Height: ______________

Revised 12.3.2009
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INJURY INFORMATION:         

PRIMARY   CARE   PHYSICIAN:  

INSURANCE   INFORM ATION   –   IF    PATIENT   IS   NOT   THE   POLICY   HOLDER  

WORKERS   COMPENSATION   –   TO   BE   COMPLETED   BY   STAFF.       APPLICABLE  

PATIENT   INFORMATION:  


ABOUT MEDICAL INSURANCE & FINANCIAL ARRANGEMENTS

NOTICE OF PRIVACY MATTERS

ADVANCED SPORTSMEDICINE CENTER 
John T. Moor, M.D., P.A.
     Insurance claims may be filed for you as a courtesy of this office. In order to process your insurance claims, a valid insurance card and photo I.D. are required. Our registration form represents the minimum information required by your insurance company to process your claim. You may file your own insurance claim if you desire by paying in full at the time of your visit. We accept Cash, Check, Care Credit, VISA, and MASTERCARD. Your cooperation with payment in full when services are rendered is greatly appreciated.

     We have chosen to participate with Medicare and therefore accept assignment on Medicare claims. While Medicare pays less than usual and customary fees, your responsibility is still limited to a yearly $155 deductible and a 20% co-payment.  The Medicare 20% co-payments are required at the time of service if supplemental insurance is not available.  Private insurance is a contract between you and your insurance company only. We are not a party to that contract. Our fees are average for this area and are therefore considered usual, customary, and reasonable by most companies. Some insurers reserve the right to cover only their arbitrary payment schedule and percentage of fees on your behalf. Not all services are covered benefits in all contracts. We have no way of determining what your specific policy covers as there is wide variability between carriers. Only your insurance company knows which services and to what extent you are covered under your contract.  Managed care (HMO, PPC, PPO, etc.) programs often require referral authorizations from the primary care doctor. Associated co-payments are due in the amount required by the individual policies.  Worker's Compensation requires prior approval from their insurance carrier before medical evaluation can be initiated. Worker's Compensation insurance is responsible for 100% of your medical bill, but only regarding your work related injury.  Auto insurance is not guaranteed coverage. Thereby payment in full at the time of services rendered is required. Your insurance company may be billed upon request as a courtesy of this office to facilitate your reimbursement. 

     The undersigned assumes responsibility for payment to John T. Moor, M.D., P.A. and understands that any amounts owed, but not paid by insurance carriers or other third parties, will be the responsibility of the undersigned. With respect thereto, the undersigned authorizes payment of all insurance benefits to John T. Moor, M.D., P.A., consents to the release of any information necessary to facilitate collection, and authorizes the release of medical records to other providers as deemed reasonable by the above doctors.  The undersigned will be responsible for an additional 1/2 (50%) of the outstanding balance and/or reasonable fees of an agency if collection costs are incurred. Credit reports are hereby authorized. Interest may accrue on unpaid balances at the rate of 18.0% per annum. 

ASSIGNMENT AUTHORIZATION: I authorize the release of medical information necessary to process insurance claims as is pertinent to my medical care. I authorize assignment of all medical and/or surgical benefits to John T. Moor, M.D., P.A.  A photocopy of this assignment is to be considered as valid as the original. 

LIFETIME MEDICARE B SIGNATURE AUTHORIZATION: I authorize any holder of medical or other information about me to release to the Social Security Administration and Health Care Financing Administration or its intermediaries or carriers or the billing agencies of JOHN T. MOOR, M.D., P.A. any information needed for this or a related Medicare claim. I permit a copy of this authorization to be used in place of the original and request payment of medical insurance benefits either to myself or to the party who accepts assignment.

HIPAA Notice:  Medical record information may be used in performing quality improvement, reviewing qualifications of healthcare professionals, insurance activities such as underwriting and premium rating, conducting medical reviews or legal services or auditing functions including fraud detection compliance programs, and general administration including but not limited to compliance and customer service and internal grievances.  Additional HIPAA compliance notification information is available on request by asking to speak with the privacy officer/administrator if you have any questions. 

I give my permission for Advanced Sportsmedicine to call and leave a message regarding confirmation and rescheduling of an appointment.  If an email address has been provided, I authorize Advanced Sportsmedicine Center to send and receive correspondence via the internet.

I, the undersigned, have reviewed and understand this agreement, and for valid consideration, agree to guarantee payment of all amounts owed by the patient now or in the future in consideration of the services provided by 
John T. Moor, M.D., P.A.

I give my permission to release my records to the following additional persons:


1._____________________________________________________________________________


2._____________________________________________________________________________

[image: image2.emf] 

"Guarantor"(printed)
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Signature









  Date  








 AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS
Patient Name:__________________________________________________

Birthdate:________________________ 
SS#___________________________

Address:_______________________________________________________

I authorize you to furnish John T. Moor, M.D., P.A. all medical records and other documentation in your possession.

I understand these records may contain information from other health care providers, as well as information which is administrative in nature. 

I specifically consent to the release of any information contained in the medical record which may relate to infection with Human Immunodeficiency Virus (HIV), AIDS, or related conditions.
I understand that you have no responsibility for the use or distribution of this information by the party to whom it is released. I release you from all liability which may arise from your compliance with this request to release records.

I authorize you to transmit this information by facsimile transmission (Fax) and release you from any liability for breach of confidentiality, misdirection of transmission or failure to receive transmission of my records.

This release is effective until and unless written notice of revocation is provided to you.


____________________________________________________________


Patient Signature






Date

PATIENT COMMUNICATION SHEET

Patient Name:__________________________________________________
Home:________________________Work:___________________________
Date of Birth___________________ Cell:___________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	ADVANCED SPORTSMEDICINE CENTER
	
	

	
	
	
	
	
	
	John T. Moor, MD, PA

	PATIENT NAME:  ______________________________

	
	
	
	
	
	
	

	DATE OF BIRTH:  _________________________
	
	

	
	
	
	
	
	
	

	Date
	
	Pharmacy
	
	Phone #
	
	Prescription to be called in today

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	 
	
	
	
	
	
	                                      Rev. 01.13.09


Advanced Sportsmedicine Center


JOHN T. MOOR, MD, PA


O  r  t  h  o  p a e  d  i  c   S  u  r  g  e r y


Knee and Shoulder Specialist Center














SPECIALIZING IN:


Arthroscopy of Knees, Shoulders, Elbows, Ankles, Wrist, Hip


Arthritis


Cartilage Repair


Joint Replacement 


Ligament Injury


Meniscus Repair


Minimally Invasive Surgery


Nerve and Muscle Disorders


Reconstruction


Fractures








Dual Fellowship 


Subspecialization In:


Sports Medicine / Arthroscopy


Shoulder Surgery

















ASSOCIATIONS


Arthroscopy Association of North America


American Orthopedic Society of Sports Medicine


American Academy of Orthopaedic Surgery


American Board of Orthopaedic Surgery
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OFFICE LOCATION


2446 S. Tamiami Trail


Sarasota, FL  34239


Office: 941-957-1500


Fax:  941-957-3059
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PATIENT INFORMATION FORM


Advanced Sportsmedicine Center

John T  Moor, M.D.


TODAY’S DATE: ____/____/____

Who Referred You To Our Office?______________________________




FIRST ​​​​​​​​​​​​________________________ FULL MIDDLE_____________________LAST_____________________________

SS# ____ / ___ / ______    Home #  ____-____-________   Cell #  ____-_____-________   Work #  ____-____-_________ 

Permanent Address:_________________________________________________City:_____________________State:____ Zip:_______   E-Mail  address  ______________________________________

Seasonal Address:_____________________________________________City:_________________State:____Zip:______

Date of Birth ____/____/____     Age:______    Sex: Male / Female     Marital Status: (circle) Single / Married / Other

Employer Name: ___________________________Address:__________________________________________________ 


Phone:______________________                  Fax #:_____________________________




Date of first symptom:  ____/____/______Body Part:__________________________ (circle) Left /Right/Both 

Attorney assisting with problem? (circle) Yes / No          IF yes,whom:__________________________________________


Related to: (circle) Employment / Auto (claim # _________________________) Other ____________________________





























Physician’s Name: ____________________________________ Office Phone#: ____-____-_____ Fax#:____-____-_____




Policy Holder’s Name: Last _______________________First ​​​​​​​​​​​​___________________


Policy Holder’s SS #
 ____ / ___ / _____ Date of Birth:  ____/____/_____  Policy Holder’s Phone #  ____-____-_____  

Policy Holder’s Address: ________________________________________________ State:____ Zip: ___________



W/C Carrier: ____________________________________________    Claim#__________________________________

Adjuster: _______________________________Phone #  ____-____-____ x ____            Fax #  ____-____-_______



RN Case Mgr: ___________________________  Phone #  ____-____-____ x ____Fax #  ____-____-_________


W/C Address: ____________________City: _________________State:____ Zip:_______


Injured Body Part:  (circle) Left /Right/Both _________________________ Date of Injury: ____ / ___ / ______ 

Referring / Previous Physician for this problem: ___________________________________________________


Patient to Bring: XRAY / MR / CT / Med Records/ Other:____________________________________________

Doctor to: (circle) Evaluate Only / Evaluate & Treat / 2nd Opinion    Comments: __________________________    


Appt Date: ____ / ___ / ______   Time: ____:____   Date Contract Faxed: ____ / ___ / ______   Initials: __________




REVISED 5-7-2009

PATIENT INFORMATION:







INJURY INFORMATION:  















PRIMARY CARE PHYSICIAN:







INSURANCE INFORMATION – IF  PATIENT IS NOT THE POLICY HOLDER







WORKERS COMPENSATION – TO BE COMPLETED BY STAFF. 







applicable












