NEW PATIENT :   Patient’s Name:_______________________________ __Today’s Date:_______________        
 Page 1
1) We are required to ask these questions in this section :
·  What is your PREFERRED/primary language (eg.  English, Spanish, Italian, etc)___________________


If you need an interpreter, please bring someone, we only speak English. 
·             Your RACE   (circle below)

            Your ETHNICITY      (circle  below)
	American Indian/ Alaska Native
	 Hispanic, Spanish, Latino

	Asian / from India
	 Not Hispanic

	African American
	 Unknown

	White / Caucasian
	  I decline to specify

	Other Race     I decline to specify
	


2) Please read OUR POLICIES and initial and sign the bottom of this page .  Any questions, please ask us 973-762-8344 or speak with a manager (973) 762-4716  .    Thank you.  
_________Cell phone use:   is to be limited to texting only.   No food nor drink allowed in the office.
_________ Copayments.  are payable at the time of the visit – No excuses accepted.  My appointment will be
                    rescheduled.  The office ONLY accepts Cash, Credit or Debit cards. 

_________ I authorize South Mountain Orthopaedic to file appeals and obtain records on my behalf with my 

                    insurance carrier(s).  If you are a self-pay patient, please sign this in case you are insured in future.
_________IF ACCOUNT IS SENT TO COLLECTION , in addition to the delinquent balance, there will be a $50.00 penalty fee.  The amount due and the penalty fee MUST be paid prior to the office scheduling an appointment.  (Cash, Credit/Debit card payments accepted only 
_________A $25.00 NO SHOW fee may be charged if I fail to show up for my appointment.  I understand this and also that I must call office during business hours (9-4pm) to cancel or reschedule my appointment PRIOR to the appointed time.  It is MY responsibility to remember your appointment. No-Show fee(s) charged must be paid prior to scheduling future appointments.  

_________I will ONLY supply contact phone numbers that can be used for the Dr or Staff to  contact me for any reason including test results, appointments, balance due, , authorization numbers for tests  and for other reasons 
Attestation (you are signing  that you understand & agree to abide by our policy and procedures)
 I have read and understand these are the policies of South Mountain Orthopaedic Associates, LLC.  I agree to adhere to the policies to be accepted as a patient or I may choose not to proceed further with my appointment.
Patient or Guardian’s Signature:  [image: image1.png]


________________________________________ Date:_________
Witness by Staff of South Mountain Orthopaedics  ______________________________
Updated 6/2017
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 Page 2                                                          
NEW PATIENT form          
     Office use:  Acct #_________________                    
CIRCLE PLEASE:    Do you have Medicaid PPO/HMO ?     Yes       No      

CIRCLE PLEASE:    Were you Recently INJURED due to:   Auto Injury      Work Injury       Not Applicable
What hurts that you need treatment ?__________________________________________________
PATIENT’S NAME
______________________________Birthdate_:____________Today’s date________
                                   First name               last name
Address:_____________________________________________Age_______Weight________ Height_______
        No PO Box please
INDICATE GENDER __________   Marital Status___________  Spouse’s name (if app)__________________

SUPPLY ONLY the BEST phone #s to contact you and authorize us to  leave messages  (HIPAA)
 (         )______________________(          )________________________ (         )____________________

 Email address:________________________@____________ Social Security #______-______-________  

HMO referring Doctor’s name & phone #_____________________________________________________
If Auto or Work Related:   Date of injury_____________Was it reported & to whom___________________

Auto or W. Comp Insurance Carrier___________________________________Claim#_________________

Adjuster’s name, phone #___________________________________Fax if known_____________________

Please be aware that with Auto – you will have a 20% or more co-insurance.  We still need private insurance information for Auto or W. Comp injuries.

PRIMARY (1ST) Health insurance Plan_________________________ __ID#__________________________

If you are not the primary policy holder, name of policy holder______________________________________

Relationship to you (spouse, parent, etc)______________________ their birthdate______________________
_
SECOND Health Insurance Plan______________________________ID#____________________________

If you are not the primary policy holder, name of policy holder______________________________________
Relationship to you (spouse, parent, etc)___________________ their birthdate_______________________
Your Employer, town, phone #_______________________________________________________________
Type of work___________________________ Does it involve lifting, standing, sitting (explain)_________________________________________________________________________________

Name/address/phone of Friend /Relative not living with you (for an emergency:____________________
_______________________________________________________________________________________

One-Time Authorization to be kept on file:  All payments, copayments, co-insurance are due at the time of service.  Any balance over 30 days is delinquent.  I understand that I am solely responsible for any debt incurred if disallowed or denied by my insurance plan or if my plan has been terminated.

Dated:__________________Signature of patient /guardian_________________________________
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      Page-3-
If female, are you Pregnant ?____________ Notify personnel immediately please.  

Patient’s name___________________________________Age________ Height_________Weight_________

Are you LEFT HANDED or RIGHT HANDED?__________________ Are you DIABETIC?_________________

A REPORT will be sent to your Referring Doctor, please list name, address, phone # (if available)

_________________________________________________________________________________________

Current MEDICAL INFO    List ALLERGIES & reactions you have to Medication & other allergies:
__________________________________________________________________________________
MEDICATION

DOSE

       REASON FOR MEDICATION

HOW LONG ON THIS?

________________________________________________________________________________________

________________________________________________________________________________________


Please list all Vitamins or Supplements that you routinely take:          (attach a separate paper if necessary):
________________________________________________________________________________________

ARE you a victim of  abuse ?______________ if yes, inform the doctor please.
PHARMACY/ phone__________________(       ) _____________Street/City___________________________

LIST any surgery within past 5 years (procedure and year of  surgery)

_________________________________________________________________________________________
CHIEF COMPLAINT: Reason you are here for treatment?_______________________
___________________________________________________________________________

Duration:  How long have you had the problem?_____________________________
Does the pain/problem occur at a specific time or from any activity? (eg standing, walking)_________________________________________________________

What RECENT TESTS have you had for THIS problem (Xray, MRI, CT scan, EMG)______________________________________________________________________
Have you had Physical Therapy for this condition?  Where?  For How long?

__________________________________________________________________________
What does your job involve? (sitting, standing, lifting, climbing, etc)_____________________________________________________________________
Dates missed from work from this problem__________________________________________________



?
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Page 4
· Please CHECK any HEALTH ISSUES that apply !!




_____AIDS/HIV   




______ANEMIA

  
_____BLEEDING DISORDERS



______COLITIS     
  

_____BROKEN BONES/FRACTURES  


______DIABETES

  

_____HEPATITIS





______KIDNEY PROBLEMS
  

_____LIVER PROBLEMS




______GLANDULAR PROBLEMS  

_____HIGH BLOOD PRESSURE     


______HISTORY OF CANCER   

_____HEMMOROIDS



     ______SEIZURES

  


_____STROKE
when______      
     ______THYROID PROBLEMS
  
 

_____TUBERCULOSIS(TB)  .     


______TUMORS              

_____ULCERS                  


______PHLEBITIS/varicose veins
_____RHEUMATOID ARTHRITIS    


______CONFUSED/DISORIENTED



_____HEART/CARDIAC issues:  Please
Specify:________________________________                                   

     (heart attack, irregular heart beat)
______LUNG PROBLEMS Specify:_______________________________________________


(pneumonia, emphysema, asthma,blood clot))        
Any other MEDICAL PROBLEMS that aren’t listed above, please list below:
___________________________________________________________________________

SOCIAL HISTORY:
Use of Alcohol: Never____ Rarely_____ Moderate______ Daily____ Socially____

Use of Tobacco: Never____ Daily______how much_____ Year Quit_____




 Type of tobacco:______________________________       

Use of Drugs:   Never____   

                Used in the past____   Specifiy:________________________

                Presently use________  Specify:________________________

FAMILY HISTORY:  Do you have living or deceased immediate family?

	Mother
	Living?
	Present age 


	Age died
	Health issues

Or cause of death

	Father
	
	
	
	

	Sister/Brother
	
	
	
	

	Sister/Brother
	
	
	
	

	Sister/Brother
	
	
	
	

	Sister Brother
	
	
	
	


If adopted or information is unknown, please indicate:___________________
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Page 5

REVIEW OF SYSTEMS: 

COMPLETE  & Circle each section below :
1) General

Recent weight gain/ loss     Chills
Fever
  Weakness/Fatigue
NONE     
2) Eyes:

Vision Change
   Glasses/Contacts
Cataracts
Glaucoma
NONE    




Other_______________________________________________________________________

3) Ears,Nos/Throat: 
 Loss of hearing

Ear Ache or Infection

Ringing in Ear
   



  Sinus Problems      
Horseness   

Thyroid Nodules
 NONE     




Other:____________________________________________________

4) CardioVascular:      Chest Pain
Swelling in Legs
Shortness of Breath
Palpitations
NONE




Other___________________________________________________________________

5) Respiratory:
Shortness of Breath
Wheezing/Asthma
Frequent Cough   
NONE 


                     Other:_________________________________________________________________
6) Gastrointestinal:
Heartburn
Acid Reflux
Nausea/vomiting
Abdominal Pain
NONE

7) Skin
:
Rash

Skin Ulcers

Abnormal scars
Open Sores
 NONE

8) Neurological
Headaches     

Faintness/Dizziness   

Numbness, tingling,
                                   Loss of sensation in body     



NONE

9) Psychiatric

Depression
Nervousness
 Anxiety
Mood Swings       Bipolar
NONE



Other________________________________________________________________________

10) Endocrine
Excessive thirst or hunger
Hot/Cold intolerance
   Hot Flashes
NONE  
11)  Hematological:
Easy Brusing

Easy Bleeding

Anemia
Leukemia     NONE
 


PHYSICIAN’S REVIEW AND SIGNATURE: ____________________________________________________         
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Page 6

A Privacy Notice & Authorization

 for Use or Disclosure of Protected Health Information South Mountain Orthopaedic Assoc., LLC


I, the patient or guardian, was given the complete  HIPAA Privacy Notice to read and maintain for my own records.  I may request another copy of the HIPAA Private Notice at any time upon request .  


I authorize the staff of South Mountain Orthopaedic LLC to render medical care & release my Protected Health Information (PHI) to carry out treatment, for reimbursement and/or health care operations. This includes and is not limited to any information including diagnostic testing results, medical notes, drug/alcohol abuse, psychiatric treatment or any contagious disease information which is considered my Protected Health Information. I may restrict how the information is used or disclosed by indicating any restriction IN WRITING. South Mountain Orthopaedic LLC will make every effort to comply with my request, however, they are not required to agree to the restriction . 

I understand full disclosure will be made of my medical and billing records 


IMPORTANT, please read:   I hereby authorize the office to contact me and/or leave messages on any personal telephone, cell, office telephone number and/or email which has been provided to the office either by way of the patient-information forms or provided verbally. IF there is a change to this method of communication, I will contact the Manager or the Assistant Manager  by calling 973 762-8344.  

Full disclosure of medical records to my insurance carrier(s) and/or any third-parties that are designated by my insurance carrier to process claims or appeals including collection agencies and their attorneys, IF my account becomes delinquent 

Buechel Patient Care, Education & Research Fund (only applicable to patients of Dr. Buechel who undergo total joint replacement surgery by Dr. Buechel).      

· Disclosure: Dr. Helbig has financial interest in Florham Park Surgery Center. We are mandated to disclose 

this information to you according to “Public Law of the State of NJ. The doctors also operate at St. Barnabas (hospital) 

Complete BELOW: Please list names of any person(s) we are authorized to speak with concerning your care: (eg. spouse, significant partner, friend or any family member ). 

 ________________________(       )________________    ________________________ (      )________________
_________________________(       )________________    ________________________ (      )________________

ATTESTATION: I have been given a copy of the HIPAA Privacy Act and understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no longer be protected by federal or state law. I authorized the practice to contact me & leave messages on the phone numbers listed on the Patient Information Form &on any phone number I provide in the future. 


Patient/GuardianSignature[image: image7.png]


______________________________________Dated:__________

Printed name_______________________________________

FOR OFFICE USE ONLY:   I attest that the Patient was given the HIPAA Privacy Notice to read, review and maintain for their records:      Signed by office South Mountain Ortho., LLC Staff member: 
Staff Witness signature;______________________________________           

Updated 6/2017
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 Last page  -Thank You.   
