Medical Group PATIENT REGISTRATIGN FORM Date:
Mame: — 55%: Date of Birth:
Last Mame Fitst Matme mAE
Marital Status: S M W D Phone #; H € W Other Phons #: H C W
[if we need to feave a message with meditalypersonal informmation, whet numbermaywe use?] H € W
Address: s State: Zip Code: |
Email; _.._Prefarred languzge; Ethnicity: Hispanit Mon-Hispanic Decline Race:
Cautastan Hispanic  Biracial  AfricanfAmerican  Astan  Other  Decline
Emergency Contact: Ralationship: Phone #: { }
EmployarfAddress: Worlz Phonet [ )
Referring Physiclan: {if appllcabla); Phone: | ]
Pharmacyf Addrassf Phone; - { 1 R
INSURANCE INFQRM&T]DN
* Primary insurance: Group #: 1§ .
Subscriber: Refaticnship to Subsoriber; Effactive Date:
Subscribar's Bate of Birth: Subscriber's Secial Security Nuomber:
Secondary Insurance;_ Grotp #: D #: -
Suhscriber: Relationship fo Subseriber: ] Fffective Data:
Subscriber's Date of Birth: Subsoriber’s Social Security Number:
GUARANTOR INFORMATION
Guzrahior/Responstble Party; . Relatfonship to Patient:
Last Name First Name Mt
Address: City: State: Zip Coda:
LRl Date of Birth: Phone { ] .
Guarantor's Emaloyer: Work Phona; | } »
IF RELATED TO WORK OR INJURY
Type: Werker's Comp  Auto Accident  Lagal fEmployer Persanak Infury Other
Claim #: bate of injury or Accident;, State of Injury or Accldent: ______
Warker's Comp/Autn Accldent Insurance Careier: Fhana it;
Addrass: City: State: Zip Code:
Lasq Contact Persan; e Phawea [ )
Attornay Practics Narme: Phone | | ]
Addross: Chty: State: Zip Code:

RrewTred 311,716




ASBIGNMENT GF BENEFITS FORM
Financial Hesponshbility

Al professional services rendered are charged to the patient and are due at the time of senvice, unless
other arrangements have been made In advance, Necessary forms wilt be completad to file for insttrance
carrier payments,

Assignment of Benefits

I kereby assign zll medical and surgical benefits, to indlude major medical benefits to which 1 am
entltled. | hereby authorize and direct y insurance carrier(s}, Inclugding Medicare, private insurance, and
any other health/medical plan, to Issue payment check(s} directly to Virtua Medlcal Group medical
sarvice rendered to myselfand/or my dependents regardiess of my insurance beneflts, fany ¢
understand that | am responsible for any amount not covered by Insurance.

Authorization to Release Information

| hereby authaorize Yirtua Medical Group to 1) release any Information necessary to fnsurance canriess
regarding my dlness and treatiments, 2) process insurance claims generated in the course of examingtion
or treatment, and 3) allow a photocapy of my sighature o be used to process insurance claims. This
order will remain in effect untit revoked by me in writing.

! have requested medical services fram Virtua Medical Group on behalf of myself and/or my
dependents, and understand that by marking this request, | became fully financially responsitile for any
and ai charges Incurred in the course of the treatment suthorized.

Hurther understand that fees are due and payable on the date that services are rendered and agree to
pay afl such charges incureed in full immediately upen presentation of the appropriate statement. A
photacopy of this assignment is to be considered as valid as the ariginal.

Patlent/Responsible party Mate

Withess Data



Date:

Virtus Hand Surgery Health Survey

Mame:

D8

Reasons for Today's Visit:

Dominant Hand: Borl

Height:

tnjured Hand: R or L

Weight:

Allergies to Medications, latex, tape or other substances. Please list reactions

Current Medications:

Drug name and Dose Freguency Crug name and Dose Frequency
B -
3 ?
4 3

Past Medica! History

| AIDS/HIV Diahetes Osteoporosis/osteopenia

| Anemia Gout Pacemakear/defibrillator
_Anesthesla Difficulties Heart Arrhythmia Peripheral vascular disease
Anxiety/Deprassion Heart Attack Prior treatment to hands

Arthritis Heart problems Reflux
| Asthma Heart valvefmurmur Rheurmatoid arthritis
Bleeding disorder Hepatitis Seizures
Blood clot High Blood Pressure Sleep Apnea
Bronchitis High Cholesterol Stomach ulcer
Cancer fidney Disease Stroke
_Cardiac Stents Liver Disease Thyroid problems
COPD Lynie Disease

Other Medicat Conditions:




Farnily Hand [ssues: -

Social History: Bescribe tobacco and alcohol use

Hobbies that include repetitive hand usage:

Do you Work? Yes No

If 50, occupatiom:

Past Surgical History

Date Procedure Date Procedure Date Procedure Date
Procedure
Raview of Systems
Ptease circle only current symptams that apply to you,
Genaral TFevers Chills Excessiﬁ-é'Weight Excessive ngght
ENT Heaﬁng Loss Congestion Sore Throat ) Meuth Lesions Cataracts )
v Chest Pain uﬁade heart )
Rate U R
Respiratory Cou gh Wheezing Chest tightness Snaring ) Bifficulty
S B Breathing
Gl Abdominal Pain | Nausea Vomiting Diarrhea Constipation
___________ Heartburn ) B
Musculoskeletal Swelling o Limited Muscie pain { Joint Pain Nuck_pa_u_'i
skin Rash Prior RSA Skin lesions "'E'!'t:-uising Nail
. . Abnormalities
Neurology Numbness Weakness Tingling ‘Burning Headaches
Hematology Blood clot Pr{:mngéﬂ Low blood count Swaollen glands
bleedtvg ¢ 1

| certify the above infarmation is correct to tha best of my knowtedge. | will not hold my physician or any members of the staff

responsible for any omissions that | may have made in the completion of this form.

Patient Signature:

Cate:




A,
Virtua
Medical Group ACKNOWLEDGERMENT OF RECEIFT FORMW

Health Insurance Portability and Accountability Act, [HIPAA]

AUTHORIZATION TO RELEASE HEALTH INFCRMATION

Patient Name Daté of Birth:

{Pieasa Print)

By signing below, 1 acknowladge recelpt of or the oppartunity 1o revisw the Natice of Privacy Practices
of Yirtua Medical Group. 'n addition, by signing belaw, § authorlze Virtua Mecdical Group 1o disclose
my health information in conformance with the pravisions of the Notice of Privacy Practices.

Signature: Data:

Fhene Authorization

Yes, you have my permission to leave medical information an my answering machine. Please
let us knaw which daytime telephone vumber is hest to do so.

() | )

N, you do nat have my permission to leave medical infarmation ¢n my answering machine.

To whom, gther than vourself, may we spaak regarding yveur medical candition?

Rame Relationship
Phonet
Nama Relationship
Fhone#

I have the right to withdraw ar revise my permission at any Hme inwriting.

Signature: Date:

Far Office Use Only:

INABILITY TO OBTAIN ACKNCWLEDGEMENT

Ta be completed if no signature is obtained. If it Is nof possible to ebtain the individual’s
acknowledgement, indicate the reason why the acknowlzdgement was not obtained.

Individual refused to sign,

Ant emergency situation prevented us from obtzining the acimowladgement.

Signature of Virtua Representative:
Beslsed 3711145




