REGISTRATION

DATE

PATIENT

LAST NAME FIRST NAME MIDDLE INITIAL
HOME PHONE EMAIL
CELL PHONE PERMISSION TO: TEXT | OYES O NO EMAIL | OYES O NO
STREET ADDRESS SOCIAL SECURITY NO.
CITY STATE zIP BIRTHDAY AGE
RACE ETHNICITY O MALE O FEMALE
ATTORNEY ATTORNEY PHONE

HOW WOULD YOU LIKE TO RECEIVE YOUR BILLING STATEMENTS? O PAPER O EMAIL O TEXT

EMPLOYER
EMPLOYER NAME JOB TITLE

ADDRESS

CITY STATE ZIP PHONE

EMERGENCY CONTACT
NAME RELATIONSHIP PHONE

PATIENT INSURANCE INFORMATION
INSURED’S NAME

LAST NAME FIRST NAME MIDDLE INITIAL
PHONE NUMBER

RELATIONSHIP TO INSURED O SELF OSPOUSE O CHILD O OTHER
CONDITION RELATED TO OILLNESS ~ OEMPLOYMENT OAUTO O OTHER

INSURED/SUBSCRIBER NAME SOCIAL SECURITY NO.

INSURANCE ID NO. INSURED'S DATE OF BIRTH
INSURANCE COMPANY NAME

ADDRESS/PHONE CLAIM NO.

POLICY NO. EFFECTIVE DATE

REFERRAL

HOW WERE YOU REFERRED TO THE OFFICE?

OBY A PATIENT-NAME OBY A PHYSICIAN-NAME

OINSURANCE PLAN  OEMPLOYER OINTERNET ORADIO OOTHER

PATIENT AGREEMENT

I, the undersigned, have insurance coverage with (INSURANCE COMPANY) and assign directly to the

Ohio Sports & Spine Institute LTD., providers all my medical benefits, if any, otherwise payable to me for services rendered. |
understand that | am fianancially responsible for all charges whether or not paid by insurance. | hereby authorize the doctor to release
all information necessary to secure the payment of benefits. | authorize the use of this signature on all my insurance submissions.

SIGNATURE OF INSURED/GUARDIAN DATE



PATIENT

HISTORY

DATE
Please indicate “none” in all areas where you have no information to enter.
MARITAL STATUS OSINGLE OMARRIED O SEPARATED O DIVORCED O WIDOWED
EDUCATION OHIGH SCHOOL OCOLLEGE O POST GRADUATE O DID NOT FINISH HIGH SCHOOL
PRIOR SURGERIES Please list all previous surgeries.
TYPE OF SURGERY DATE TYPE OF SURGERY DATE

CURRENT MEDICAL CONDITIONS Please list all current health problems

NAME OF YOUR PRIMARY CARE PHYSICIAN

MEDICATIONS List all medications (prescription and non-prescription) you are currently taking.
MEDICATION NAME DOSAGE MEDICATION NAME DOSAGE

PHARMACY LOCATION PHONE

ALLERGIES List all alergies to medication or environment.

MEDICATION REACTION ENVIROMENTAL REACTION

FAMILY HISTORY

RELATION CURRENT AGE HEALTH CONDITIONS DECEASED AGE CAUSE OF DEATH
FATHER
MOTHER
SIBLING
SIBLING

SOCIAL HISTORY

ALCOHOLUSE | OYES ONO Frequency
TOBACCOUSE | OYES ONO Packs/Day __ Duration_____ QuitDate
CAFFEINEUSE | OYES ONO Frequency
DRUG USE | OYES ONO Frequency
EMPLOYER NAME JOB TITLE

CURRENT WORK STATUS O RETIRED O REGULAR FULL-TIME O REGULAR PART-TIME O LIGHT DUTY
O DISABILITY O UNEMPLOYED O STUDENT



	Check Box 5: Off
	Check Box 6: Off
	Check Box 1: Off
	Check Box 4: Off
	Check Box 2: Off
	Check Box 3: Off
	Check Box 12: Off
	Check Box 13: Off
	Check Box 11: Off
	Check Box 10: Off
	Check Box 15: Off
	Check Box 14: Off
	Check Box 16: Off
	Check Box 17: Off
	Check Box 18: Off
	Check Box 19: Off
	Check Box 24: Off
	Check Box 23: Off
	Check Box 22: Off
	Check Box 21: Off
	Check Box 20: Off
	Check Box 9: Off
	Check Box 8: Off
	Check Box 7: Off
	Date: 
	Last Name: 
	First Name : 
	Middle Initial: 
	HomePhone: 
	Email: 
	Email 2: 
	Email 3: 
	Email 4: 
	Email 5: 
	Email 6: 
	Email 7: 
	Email 8: 
	Email 9: 
	Email 10: 
	Email 11: 
	Email 12: 
	Email 13: 
	Email 14: 
	Email 15: 
	Email 16: 
	Email 17: 
	Email 18: 
	Email 19: 
	Email 20: 
	Email 21: 
	Email 22: 
	Email 23: 
	Email 24: 
	Email 25: 
	Email 26: 
	Email 27: 
	Email 28: 
	Email 29: 
	Email 30: 
	Email 31: 
	Email 32: 
	Email 33: 
	Email 34: 
	Email 35: 
	Email 36: 
	Email 37: 
	Email 38: 
	Email 39: 
	Email 40: 
	Email 41: 
	Email 42: 
	Check Box 29: Off
	Check Box 26: Off
	Check Box 30: Off
	Check Box 32: Off
	Check Box 25: Off
	Check Box 28: Off
	Check Box 27: Off
	Check Box 31: Off
	Check Box 33: Off
	Check Box 34: Off
	Check Box 38: Off
	Check Box 35: Off
	Check Box 39: Off
	Check Box 36: Off
	Check Box 40: Off
	Check Box 37: Off
	Check Box 41: Off
	Check Box 42: Off
	Check Box 44: Off
	Check Box 46: Off
	Check Box 48: Off
	Check Box 43: Off
	Check Box 45: Off
	Check Box 47: Off
	Email 43: 
	Email 44: 
	Email 45: 
	Email 46: 
	Email 47: 
	Email 48: 
	Email 49: 
	Email 50: 
	Email 51: 
	Email 52: 
	Email 53: 
	Email 54: 
	Email 55: 
	Email 56: 
	Email 57: 
	Email 58: 
	Email 59: 
	Email 60: 
	Email 61: 
	Email 62: 
	Email 63: 
	Email 64: 
	Email 65: 
	Email 66: 
	Email 67: 
	Email 68: 
	Email 69: 
	Email 70: 
	Email 71: 
	Email 72: 
	Email 73: 
	Email 74: 
	Email 75: 
	Email 76: 
	Email 77: 
	Email 78: 
	Email 79: 
	Email 80: 
	Email 81: 
	Email 82: 
	Email 83: 
	Email 84: 
	Email 85: 
	Email 86: 
	Email 87: 
	Email 88: 
	Email 89: 
	Email 90: 
	Email 91: 
	Email 92: 
	Email 93: 
	Email 94: 
	Email 95: 
	Email 96: 
	Email 97: 
	Email 98: 
	Email 99: 
	Email 100: 
	Email 101: 
	Email 102: 
	Email 103: 
	Email 104: 
	Email 105: 
	Email 106: 
	Email 107: 
	Email 108: 
	Email 109: 
	Email 110: 
	Email 111: 
	Email 112: 
	Email 113: 
	Email 114: 
	Email 115: 
	Email 116: 
	Email 117: 
	Email 118: 
	Email 119: 


