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                                          PATIENT UPDATE  form      Office use:  Acct #_________________
CIRCLE PLEASE:   Are you here for a NEW Problem  OR  Follow-up for an existing condition ?

CIRCLE PLEASE:    Were you Recently INJURED due to:   Auto Injury      Work Injury       Not Applicable
PATIENT’S NAME
_______________________________Birth:____________Today’s date____________

Address:_____________________________________________Age_______Weight________ Height_______
SS#_______-______-__________   Insurance & ID#______________________________________________

SUPPLY ONLY the BEST phone #s to contact you and authorize us to  leave messages  (HIPAA)
 (         )______________________(          )________________________ (         )____________________
 Email address:_____________________________@________________ 
Your MEDICAL Doctor’s name/address/phone__________________________________________________
_________________________________________________________________(___)____________________

LIST ALLERGIES TO MEDICATION:_____________________________________________ _______________

PHARMACY/ phone________________(       ) ___________________Street/City:______________________

LIST any RECENT surgery (procedure and date of surgery)

_________________________________________________________________________________________
_________________________________________________________________________________________
· Please CIRCLE any 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

_____HEART PROBLEMS      


______ PULMONARY/EMBOLISM/blood clots




Specify:________________(heart attack, irregular heart beat, heart failure)

______LUNG PROBLEMS Specify:_________________(pneumonia, emphysema, asthma)        
Any other MEDICAL PROBLEMS that aren’t listed above, please list below:

Patient/Guardian Signature ______________________________________   Date____________
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REASON FOR TODAY’S VIST  (what part of the body hurts, how long)_____________________________

______________________________________________________________________________________

MEDICATION
                
  DOSAGE:



        REASON FOR MEDICATION
________________________________________________________________________________________
__________________________________________________________________________________________

Vitamins/Supplements:______________________________________________________________________

ARE you a victim of  abuse ?______________ if yes, inform the doctor please.
REVIEW OF SYSTEMS: 

COMPLETE 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,Nose
 
 Loss of hearing

Ear Ache or Infection

Ringing in Ear
     Sinus Problems

      Throat:

Horseness    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
 




Other ________________________________________________________________________

PHYSICIAN’S REVIEW AND SIGNATURE:X ____________________________________________________         
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Attestation of Patient receipt of HIPAA 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/Guardian 
Signature___________________________________________________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
                                                          [image: image3.jpg]


Last page…Thank You.   
