PATIENT INTRODUCTION

Date of Injury:

How did you hear about us?

Mr./Mrs./Ms.

Patient Last Name First Mame Middie
Dale of Birth Social Security Number
Address Apt. No City Slate Zip Code
) { ) ( ) SMWD
Home Phone Work Phaone Mobile Phone Marital Status
Home Work
Mobile Portal
E-Mail Contact Preference (Pisase Circle) Primary Language Race Ethnicity
Refernng Physician Name Address City State Zip Code
P
Employer Employer's Address City, State Zip Code Occupation
L
E Spouse's Name Employed By Employer's Address Bus. Phone
A
Drivers License Number Exp. Date Primary Care Physician
S
*RESPONSIBLE PARTY
B Flease complete the section below, if someone cther than the patient is responsible for the payment of senvices.
Our office considers a patient lo be responsible for their own bill if they are 18 years of age or older.
For children under age 18, the parent who brings the patient to the appointment is considered to be the responsible party.
Mr./Mrs./Ms
P Last Name First Mame Relationship to patient
R
Address Apt. Mo. City Sate Zip Code Phone Ne.
I
N Employer Employer's Address City, State Zip Code Bus. Phone No.
T ‘The policy of cur office is, the parent who requests treatment
Social Security Mo Date of Bth for the child is responsible for all fees for service rendered.
! PRIMARY INS CO: SECONDARY INS CO:
N Policy Holder Mame: Policy Holder Name:
- Employer: Employer
U lpate of Birth Date of Birth
R Relationship to patient Relationship to patient
A |Effective Dates: / Effective Dates: /
N to/ from to/ from
< Is this imjjury work or auto related? Yes/Ne
E

THE FOLLOWING STATEMENT MUST BE SIGNED PRIOR TO TREATMENT

| have completed this form completely and certify that | am the patient or duly authorized general agent of the patient. |

authorize the release of pertinent medical information to my insurance carrier and aurhorize my insurance benefits to be

paid directly to Jeffrey H. DeClaire. MD PC DEA DeClaire LaMacchia Orthopaedic Institute (DLO1) which accepts assignment

| understand thal even though | may have insurance coverage. | am responsible for payment of services. DLOI agrees to bill my
insurance as a courtesy and that | must submit information as needed to ensure payment for services | authonze DLO! to contact me
by telephone and/or other means to remind me of my appointments and past due balances

Date (loday) Signature of Patient or Responsible Party




U Mam reason for todav s visit:

| DECLAIRE LAMACCHIA | MOVESTRONG'

OR l H C) r A L‘ DIC INSTITUTILE | _'_M_E-DI_C;_I:NE_-I"FCIB_ MOVEMENT .

6ﬁmomtnlt 'HEALTH-!-LI’S_TORV QUEéle NNAI RE o

T Your answers on thls form witl help yaur health care provider better understand your FT‘lEdICEII ¢oncerns and conditions. f you are
T uncomfortable w:th any question, do nat answer it.. If you cannot remember. spec:ﬁc details,; please approxlmate -Add any notes yoa think.
are |mp0rtant ALL QUESTIONS CDNTAINED IN THIS QUESTIONNAIRE ARE OPTIOI\.AL AND WI}.L BE KEPT STRICTLY CONFLDEI\TIAL

: “Other c_oncems:
Is the current prablem the resultofa(n) mCarAccident .- nWorkAccdent - o Other:
'Dat_é.of injury: R Pleasa Describer_.

- Person ta notify in case of an 'eme;génty:' -

Name:-- - S L -R'elationship: - o ___Phone;.

: ' MED]CATIONS
: Please list alf the medlcatmns you are takmg. Inchude presmhed drugs and over-the- ccrurlter drugs, sur.h as \rltarnms and mhalers. We wi!l eiectromcallv
_obtam past pharmaceutlcal histcry from-the nationally approved reposamry, Sure Scrlpts ) ) :
.~ DRUGNAME S g . STRENGTH . _ S FREQUEN__C‘! TAK_EN .
. 1' . . : . : : . L - . - : Lo N L - o . - ) T .

L2

- : ALLERGIES ,
’ _Lrst an\rthmg that yuu are ailerglc to {medtcatlons, food hee sungs, ete. }-and hoiv each’ affects you..

.- Please check the appropnate hox for the followmg. Latex al!ergy? [IYes ] No Metalaﬂergy? [ } Yes [ ] No
- ALLERGY © . B : REACTION

T2l

-3,

Frimary Ph‘fsiéia_n: - o ' __ _Addresss

'Re'fefringthsi'an: — N _Address:

FAVORITE PHARMACY .

: Pharr’aa_cham_e:‘ . i . .I _ ' . L IPHarm'achhonéNumt}er: '

- Pharmacy Address: -




P]ease check all that. apply

"Ei Anxiety Drsorder

O Arthritis -

0O Asthma . .
£1 Bleeding Disorder

. 1" Bland Clots (or DVT)

0. COPD-Chrenic Gbstructive Pr.:lrnon'lr\.r| D-scase .

(] Cancer~MaIignant neoplastic disarder
O Claustrophobic

[} Congestive Heart Failure

O Coronary Artery Dissase

O Depression

O piabates - Insulin

B Diatetes— Non-insulin

O Dialysis

Have you ever had general anpsthesra? El No ]
: Ha\.re you or any member of your fariily.ever had problems wrth anesthesra? 1 Na

SURGERY © REASON

ooooooon

 PAST MEDICAL HISTORY

O Diverticulitis

.0 Eibromyalgia

[ General Anesthesla adverse reactlon

'O Gout

O HiV/aIDS

O Has Pacemaker -

.Heart Attack

Heart Murmur

Hepatitis

Hiatal Hernia

High Blood Pressure

"High Cholesteral
Hyparthyroidism {over active)
Hypothyroidism {under active)

0 vé-;

: PAST SURGICAL HISTORY
h YEAR

OYes Please describe;

O Kidney Disease
D Kidney Stones.

Rl Leg/Faot Uicars .
[ Liver Disease -
O Osteoporosis

D Pallo _
O Pulmonary Embollsm
O Reflux or Ulcers

. [3 Rheumatoid Arthritis
-'El Seizures -

O Stmke-Cerebrovascular acmdent

A Tuberculosis
[ Other prnblem Please Irst condn:lon

DOCTOR/HOSPITAL

FAMILY HEALTH HISTORY

Please lisk current age of Iwmg relative. If relation is nat living, please list deceased age.

_ _._R.ELAT!ON o B M
Grarrdmarher(meterna:ii' ~ YN J
. éraﬁdfather. [rnater_nal_]: x Y/N
| Grar{dmut_her_ (paterhel? - YIN
Grarl:di:‘ather [pat-ernalj_' - Y;’.N.
mmr_ _ 7
Mother . o Y/N

Brother/Sister-Please circle  Y/N

Brothar/Sister-Please circle  Y/N

————

SIGNIFECANT HEALTH PROBLEMS

O Alcoholism O Arthritis [l Depressmn

[ Heart disease [0 Hypartension

(] Heért disease- (i 'Hypertension

O Alcohohsm |:| Arthntls I:l Depressmn

O Heart dlsease O Hypertensmn

| A!coholism (| Arthntls D Depressron
O Heart drsease O vaertensron

D Heart dnsease a Hypertensmn

O Heart disease [0 Hypertension

O Alcoholism [ Arthritis Er'Depress:on-

O Heart disease O Hypertension

O Alcoholism 2 Arthritis 3 Depression

O Heart disease [ Hypertension

I:I Cancer I‘:I Diabetes 0 Genetic disease
[T Ostecporosis - O Stroke-CVA™ 0 Other

. O Alcohofism O Arthritis O Depression 0 Caricer. [ Diabetes © O Genetic disease
i} Osteoporosm E:] Stroke Cva O 'Crther' i

i:l Cancer D Drabetes ] Genetlc dlsease
O Osteopor05|s EI Stroke-CVA O Other

O Cancer EI Diabetes D Genetlc dlsease
!:l Osteoporosrs ] Stroke CVA El Other

O A]cohullsm O Arthritis 13 Depressron a Cancer pup Dlabetes =} Genetlc disease
El Osteoporosm El Stroke-CVA O Other :

o Alcphoiism. I:l Arthritis O Depressmn a Cancer 0 Dlabetes'- O Genetic disease
(| Osteopor05|s D Stroke CvA O Cther,

_ OCancer O Drabetes : D:Genetic-riiseaee
0O Gsteoporosis I Stroke-CVA - O Other,

O Cancer 1 Diabetes - O Genetic disease
O Osteoporosis "1 Stroke-CVA - [0 Cther



" Oceupation

SOCIAL HISTORY

0 Fever _
O Weight Gain | Ibs)
. O Weight Loss i___._m__lbs}'

. Eyes .
[ DryEves -
0 Irritation

8 Vision Change -
Date of Last Exam:_

[0 Changa in Appetite -
O frequent Ind;gestlon
O. Hemerrhoids

- O Trouble Swal[owlng

O Vomiting
0. vamiting Blood”

‘0O frequent diarriaa

Pat:ent Parant, Guard:an or Careglver Slgnature

"0 swelling in the extremities

Date

[robacco: Do you use tobaceo?
O Yes 0] No-
: . ’ If not currentlv, did you wer uselCaffelne " O Nore E]Occas:nnal

. Education . - [J Less than 8™ grada - O High tobacco? 11 Yas [ No - U Moderate . I Heavy
“school | 012 year coilege [J Ayear college - ARe of first tobatco use_ —_— S :
|| Post graduate . ' ) Clgarettes-___pks ;‘dav #of cupsfcans perdayr

e ) =] Chew - _. __/day - : '
. MarttalStatus . O Married O Single i Cigars - fday 'Acttviﬂesofnailv Living . :

- O Divorced  [l.Separated [ Widowed ~ 0 #ofyears____ . Abla to care for self? Y/N
3 Domestic partner Oryearquit __ =~ _ Deaf or serious hearmg_diﬁicu]tv? Y/N
. o : - Difficulty concentrating, remembering,
Exercise level I Mone (Na exercise) . . " or making dadsions? - ¥/N

' I Occasional exercise - : Difficulty doliig errands alone? Y/N
[ Moderate axércise | Bicohal Do youi drink alcohot? : Drfﬁcultvdressingorbathmg? Y/N
3 High lavel exarcisa N - O Yes O No leﬂculw walking or climbing stairs? ¥/N

. ) . i Live alone ar with others?-  alone/others

Drugs - Doyou currently use - If so, how oftan? . : T

recreational orstreet'drugs?.[] Yes O No O Occasionally ~
IF yes, please list: . <3 timesa week (mod) .
- O3 times a week (heawy) -
REVIEW OF SYSTEMS -
Flease check all that apply: . Ears/Nose/WMouth/Yhroat .- Genitourinary . Neurologlcal
- e 1 Bleeding Gums : o [ Dizziness
Allergic/Immunologic O Difficulty Hearing - - . O Bloodin Urina ‘0 Rainting
O Fraguent Sneezing - Dizziness ' O Difficulty Urinating _ O Headaches . .

_.O Hives O Ofy Mouth O Incomplete Emptying | O Memorytéss
O Itching El Ear Pain ’ O Increased Urinary Frequency . -D_Migraz:nes_ )

O Runny Nose O Frequent Ear Infactions " O Urinary Lass of Control - 0O tNumbness
Bl Sinus Pressure [0 Frequent Nosebleeds’ : O Restless Legs
: . . O Hoarseness Hematologle/Lymphatic -0 Sefzures
Cardlovascular [ Mouth Breathing [J Easy Bruising/Bleeding [0 Weakness

‘00 Arm Pain on Exertion O Mouth Ulcers 3 Swollen Glands . "3 Loss.of canciousness
O Chest Pain on Exertion | Nose_:‘Si_nuS Probtems : . ) "

- O Chest Heaviness{Pressure on O Ringtng fn-Ears Integumentary (Skin) - - Psychiatric
Exartion : . Changes in Molas I3 Alcohol Overuse
I frregular Heart Beats Endocrine E1 Dry Skin O Anxiety/Stress
{Palpitations) O Fatlgue [ Eczema | Ds;pre;sion' .

O Known Heart Murmur (3 Increased : O Growth/Lesions - {0 Do NotFeel Safe in

B Light-headed on Standing Th|rst!Hunge;!Unnat|on [ Itching’ : ~ Relationship

O shattriess of Breath.When - Ol half loss - O Jaundice [Yellow Skin.:'Eyes;u 2| 'O Sleep disturbancas
. Lying Down Ny 'O Increasad hairgrowth O Rash ’ O Restless sleep -

- B shortness ofBreath When : O cold |ntc|erance o o : O Mania -

Walklne . - Musculoskeleta! T
O swelling {adema) - Gastruintes-tinal 0 Back Pain ‘Respiratory -
: o ’ ) 3 Joint Pain 1 Cough -
‘Constltutional- O Abdominal Paln O Muscle Achés - ‘0O Coughlng Up.Blead
© O Exarcise Intolerance O Biack charwStool_ [ Musele Weakness . O shortness of Braath
. I3 Fatigue ’ 3 Bload in Stoal

O Sleep Apnea
O snoring
I:l Wheezmg

Other Piease des:ribe




b DECLAIRE LAMACCHIA | MOVESTRONG"

JORTHOPARDIC INSTITUTE. . MEDICINE _Et:IFI _MEUE_M_ENT_ o

"'Patieht i\uthotiiation _fot'F',er'sonal'Rep_rese'ntati've_' o

h .-"'Name of Practlce DeCIalre LaMacchla Orthopaed|c Instltute

. Purpose of request I authorlze the practtee to dlsclose or prowde my protected health

information to the followmg mdlvadual(s) who'ig (are)-authorized to act as my personal -

- _representative for the _burposes.of receiving all protected health info rmatlon about. mysetf
~As ty designated personal representatwe helshe may exercrse my right o inspect, copy o

~ .:and request amendments to my:protected.health information. Helshe may also consent or

. __authonze the use of dlsclosure of my protected health mforrnat:on

Name .-of Fte'rsot._tatiﬁ-&eor_jes'e_nta‘ti;re- T _ '. i - Phone .
._StreetAddress- . , Clty State le

' Nameof F’ersonalRepresentatlve . o Phone

'*t_silréetifadariéss.‘_.ii B A —

. - Deseription of mformatlon to be d:sclosed B authorlze the practice to dlsclose allof
ooy protected health ihformation to Py demgnated personal representatwe ) :
-+ Expirations or terminafion of authicrization: This autherization will-remain in effect
-+ until ferminated by you; your personal representatlve or another md:wdual(s) of
. . ~legal entity. authorlzed to do so! by couirt order or law.-
"+ - _Right to: revoke or termlnate As stated in.our. Notzoe of F’nvacy Practlces you
. have the right to revoke of terminate this authorization by submitting. a written -
- 'request to our F’nvacy Manager. This ¢an be done-i in-person ok:by. mailinga -
. “request tor DeClaire. taMacchia Orthopasdic institute; Attention: F‘nvacy
.Manager 1135W Unwers1ty Dr Swte 450, Rochester MI 4830? :

-Re-dlsclosure We have no control over the person(s) you. have Ilsted as your personal :
. representatwe Therefore, your protected health informatioh disclosed. under this -
authorization will:hio Ionger be protected by the reqmrements of the Prwacy Rule and W|II
no Ionger be the responsnblhty of thls practlce . :

Signature of Patient/Personal Representative’ . . Printed Name of'Patie'nt{Pereotjal"Representét_i\';!e"' ;

-Date -



ORTHOPAEDIC INSTITETE MEDICINE FOR MOVEMENT

|
DECLAIRE LAMACCHIA | MOVESTRONG
|

RECORDS RELEASE AUTHORIZATION

To: Physician or facility name:

Address:

Telephone Number:

Fax Number:

| hereby autharize and request you to release the complete history records in your possession,
concerning my illness and/or treatment during the period:

From: To:

to the DeClaire LaMacchia Orthopaedic Institute.

DeClaire LaMacchia Orthopaedic Institute
1135 W. University Dr.

Suite 450
Rochester, Ml 48307
T (248) 650-2400
F (248) 650-45%6
Patient Name: Patient date of birth:
Address:
Signature:

Printed name of signature and relationship to patient:

Date:

Witness:

1135 W. University Dr. Suite 450 Rochester, Ml 48307
P (248) 650-2400
F (248) 650-4596
www.DL-ortho.com



B DECLARE LAMACCHIA | MOVESTRONG'

ORTHOPAEDTIC INSTITUTE MEDICINE FOR MDVEMENT.

-'Ackndwlédgeme'llit,of Receipt of Notice of Privacy Practices B

The uridersigned Patient or Legally Authorizéd Reépreséntative (Agent or Guardian) ofthe

Patient acknowledgas that he or she has been offered a copy of the DeClaire LaMacchia
- Orthopaedic Institute’s Notice of Privacy Practiceson the date indicated below.

-Signatufe: - - . . Dater

Printed N_a'me: . - . R_elé_tiohship 'go'p_étie'_nt: _ _

_For" Office Use Only:. .~ . -

I="_a.ti_ent/ Repre:sﬁntative Unabie 1o Sign-Nofcibe of Pri_\fa'cy;P._ract:ices Provided.

___Patient/Representative Refused to Sign-Notice of Privacy P_r_é_i:t_ioeé{l?r@\;ided._ o

___Other:

Signature: SNSRI L . :Date:

~ Print Name:




At the DeClalrc LaMacchla Orthopaed:c lnqtltute we teel the doctor /pat;ent relatlonshlp is o

“built on mutual trust, respect and our concern for your health care. As such, we strive tobe

. respectful of the time for your scheduléd appointments, and -ask that you-give us the same-

- courtesy. Missed appointments and "no-shows” are disruptive and more importantly create
slot that could have been used by another patient in need. We understand however, that .
unforeseen cu‘cumstanu.s occdswndlly OCCUr, dnd you wﬂl bc undble to keep your '
schcduled appomtmcnt : o :

_CMS Ccnters for Muhcare & Mcdlcald SLI'VlL{.‘S, have pubhshed a notlce provxdmg ncw
~ - guidance on billing Medicare patu.nts for missed appointments: Under the current -
. 'ﬂuldchnf.s Mcdmdrc allows ano- 5h0w tce as lonﬂ as. the prdctu,e ) '

« Hasd written pohcy on mlsscd appomtments thatis prowdcd to dll pdtu.nts
. =~ Ensuresthat the missed appointment policy applies equally toall'patients.
- = - Establishes that the bllhng stuffis aware that Medu.dre bt.nefluanes should- b(.. bllled
- directly formissed appointments. - .
'« Ensures that charges for mmed dppmntment‘; are reﬂcctwc of a mlsqed husme‘;a -
. opportunlty and not the cost ot the service 1tself

~If you are unable to keep your scheduled appointment, we require a 24-hournotice (2-full - -
- business day) so that we miay accommodate the needs of another patlents Ifan . .
appomtment is cancelled or rescheduled within 24 hours of the reservcd appomtment .
time, DeClaire LaMacchia OrthOpaed:c In';tltute will charge the patlent a cancellation-fee of
$50.00.. As alast resort, pancms who miss mmr, than 3. appomtmems w1II he 1crmnmted holn ihe' '
' practlce o - SRS

' Jeﬂnv H Dc(.ldlr.., MD & Fohnl] LuMaculna MD

ER DcCldm. I ,HI\LlLthd Oﬂhopdedm Inslllule




\' 'rDeCLAIRE LaMACCH!A ORTHOPAEDIC INSTITUTE

. Patlent Flnanmal Respon5|b|l|ty Pollcyr

'DeCiaire Lamacchia Orthopaedic lnstttute (DLOI) appreciates the conf:dence yeu have shown'in choosmg us to
provide for your orthopaedic needs. We are prlwieged and honored t6 provide you with the best p055|ble
- care. Your clear understanding of our Financial-Policy is important to our professmnal relatlonshlp P[ease
feel free to ask if you have any guestions regarding your financial responsibility.. :
Our receptionist may ask to see your insurance card at every visit and will scan your card into our system as
. needed to keep our information current and to _famh_taft_e accurate insurance blllmg_ :

- INDIVIDUAL'S FINANCIAL RESPONSIBILITY . .
B e lundérstand that lam f‘nanclally respons:ble for my health msurance deductlhle, coinsurance or non-
covered service, . S ST p '
* Co-payments are due at time of service. o e _
- & In the event that my health pian determines a service to be “not payable” 1 W|Ii be responsrble for the -
complete charge and agree to pay the costs of all services provided in full. -
e Ifd am uninsured Iagree to pay for the medical services: ren dered tome at tlme of service.

'REFERRALS

- If your insurance pian requires a referral form from your Prlmary Care Phys:uan, it is the patlent’s

- responsibility to obtain your referral prior to your appointment and to have it with you at the time of your
.. appeintment. If you don’t have the referral YOu MAY BE REQU]RED TO RESCHEDULE.

~AUTOMOBIE ACCIDENT/WORKER’S COMP CASES : :
Patients shall be f”nanuallv respon5|b|e for medical ser\rlces re{ated to automobne/worker 5 COMP. It is the
~ responsibility of the pat:ent to notify DLOI of the date of injury, cialm # insurance company address, phone’
' number and contact person. If your motor vehicle claim exha usts, or your worker's comp claim denies, it will
be the patient’s responsibility to submitto DLOI any other msurance ptan that you may have, or the charges.
' . will be considered the patient’s responsibility. If your insurance plan is a non‘-p_ar-tici_pating—;:'blan with DLOI,
~and your motor vehicle 'e:{haust or wo'rker's comp denies, you will be responsible for-any unbaid charges.

. ' FINANCIAL RESPONS!BILITY OF PATIENT . SR
1 understand that if | do not make pavment for services rendered; DLOl will take all necessary and appropnate
" action to collect any money due from me to DLOJ, but not limited to the use of collection agencies, or
- attorneys. | will be responsible for any and all fees asseciated withthese collection efforts. WE ACCEPT _
-CASH, MASTERCARD, VISA, DISCOVER, AMERICAN EXPRESS AND CHECKS. CARE CREDIT IS ALSO AVAILABLE.

- thereby authorize DLOI to release all medical information to insurance carriers concerning my iliness and

. treatmentand| hereby assign payment to DLOI for services rendered to myself/my depen dent. | understand
I AM RESPONS!BLE FOR ANY AMOUNTS NOT COVERED BY MY INSURANCE. '

_ Signature of patient, Power of Attorney, Or'Gua'rdian_"if minor . . : ‘Date



