South Island Orthopedics, P.C.

657 Central Avenue
Cedarhurst, NY 11516
T:516-295-0111
F: 516-295-9438

205 Froehlich Farm Blvd
Woodbury, NY 11797
T:516-364-0070
F: 516-364-0242

PATIENT REGISTRATION FORM (Please Print)

Physician[]  Attorney [] Other []

Today’s Date: Thank you for selecting South Island Orthopedics, P.C.
PATIENT INFORMATION
Patient’s Last Name: First: Middle: Gender: Age:
Patient’s Birth Date: mm/dd/yyyy Marital Status: o o Social Security: Preferred Language:
S M D W SEP
Street Address: Apt # City/Town: State: Zip Code: Home Phone Number:
Mobile Phone Number: Work Phone Number: Email Address: Preferred Method of Contact:
[J Home [ Mobile
O work [ Email
Name of Employer: Address: City/Town: State: Zip:
SPOUSE INFORMATION
Last Name: First: Contact Number:
EMERGENCY CONTACT
Name: Relationship to Patient:
Primary Telephone Number: Secondary Telephone Number:
REFERRAL SOURCE Primary Care Physician
How did you learn about us? Internet []  Friend/Family (] |Primary Care Physician Name:

Please list the name and number of the referral source:

Street Address:

City, State, Zip:

Telephone Number:

PHARMACY INFORMATION
Name (Local): Address: Telephone #: Fax#:
Name (Mail Away): )Address: Telephone #: Fax#:

HEALTH INSURANCE INFORMATION

Primary Insurance: Patient’s Relationship to Insured: [] Self

[1 Spouse

[1 chid [ Other:

Insurance Name:

Group Number:

ID Number:

Insured’s Name (if not self, spouse or parent listed above):

Birth Date:

Secondary Insurance: Patient’s Relationship to Insured: Self D Spouse[_]Child |:| Other:[ ]

Secondary Insurance Name:

Group Number:

ID Number:




Insured’s Name (if not self, spouse or parent listed above):

Birth Date:

SYMPTOM SPECIFICATIONS (Give only a brief description in one to two sentences)

Please list your symptoms and complaints relating to your visit today:

PATIENT REGISTRATION FORM CONTINUED (Please Print)

MEDICAL TREATMENT HISTORY

Are these symptoms related to an accident?

O Yves [J No

Did you go to the hosptial? [ ] YES [ NO

If yes, list hopsital name:

Were you: [J out-Patient [] In-Patient

Any X-Rays/MRI's or testing performed?

Have you seen any doctors for this inury and/or condition:

[0 ves O No

If yes, what type?

Medication(s) Prescribed:

NO FAULT MOTOR VEHICLE ACCIDENT

Insurance Company Name:

Insurance Phone Number:

Policy Holder Name:

Claim Representative:

Claim #:

Policy#

Was the accident reported to the insurance company? [] YES

0 No

Was the accident reported to the police? [] YES [ NO

( If yes, provider the front desk with a copy of the police report. )

Where you the: []  Driver [0 Passenger [

Pedestrian

# of people in the Vehicle:

Where was the vehicle hit?

dFront [ Rear [ DriverSide [ Passenger Side

Were you working at the time of accident? [] YES

O nNo

WORKERS COMPENSATION-WORK ACCIDENT

Insurance Carrier:

Employer Name & Address (at the time of accident)

Claim/Carrier Case #:

WCB #:

Claim/Case Manager:

Telephone Number:

0 YEs [ No

Was injury reported to your employer?

Name & Phone number of Supervisor Reported to:

Injury Specifications

Date of Injury:

Accident occurred in:  City:

State:

Injury resulted from: [] Motor Vehicle Accident

e If other please specify:

[0 Work Accident  []

Other

Do you have an attorney representing you for this injury?

[ YEs

0 No

Attorney Firm Name:

Telephone Number:

Did you miss any time at work as a result of the
injury? [ YES [ NO

1st Date Missed:

Date of Return:

PATIENT/GUARDIAN SIGNATURE:

DATE: / /

IF GUARDIAN, PRINT RELATIONISHIP TO PATIENT:




657 Central Avenue
Cedarhurst, NY 11516
T:516-295-0111

F: 516-295-9438

South Island Orthopedics, P.C.

205 Froehlich Farm Blvd
Woodbury, NY 11797
T:516-364-0070

F: 516-364-0242

Medical History Questionnaire

Name: Age: Date of Birth:

[ ] Right [ ] Left

Chief Complaint: please describe, in detail, your current injury or complaint (which limb, initial symptoms, aggravating activities)

Hand Dominant Date of Injury: Height: Weight:

Past Medical History: (i.e., diabetes, high blood pressure, kidney, liver, heart problems)

Present Medication: please list all the medications and supplements you are taking or have taken in the last month

Allergies: please list allergies to food or medication

Past Surgeries/lliness/Accidents and Hospitalizations:

Family History:

Father: AGE [ ] Living [] Deceased ] cancer [ ] Diabetes [ ]Heart Disease [] stroke
Other:
Mother: AGE [ ] Living L] Deceased (] cancer [| Diabetes [ |Heart Disease [ ] stroke
Other:

Head and Neck

Review of Systems: Have you ever been diagnosed by a physician with any of the following?

[] severe Headaches [ pouble Vision [CJswelling in Neck [ pizzy Spells [ pifficulty Hearing
[ Fainting [ Failing Vision [ prolonged Hoarseness [] stroke

Heart and Lungs

[ chest Pain [QHigh Blood Pressure [J Pneumonia [J Heart Attack [ pifficulty Breathing

[ skipping Heart Beats
Stomach and Intestines
|:| Persistent Nausea

[ Black or Blood in stool
Urinary Tract-etc.

|:| Excess Urination

[ passes any Stone
Muscle Joints Nerves

[ chronic Cough/TB

[] piabetes
[ Appetite Loss

[ urinary Problems
[] Bleed Between Periods

[J Ankles swell

[] stomach Ulcers
[J Hemorrhoids

[ Painful/Excess Menstruation
[ Blood in Urine

|:| Heart Defects/Murmurs
[] Heartburn Regularly [ Hepatitis/Jaundice
[] chronic Diarrhea/Constipation

[ pifficulty Urination

|:| Retention of Urine |:| Pregnancies #

[ Tingling Sensations [ Mmemory Loss [ seizures [] Numbness [ personality Changes
[] pepression [ pisturbance in Walking [ paralysis [ varicose Veins [] Muscle Jerking

[] speech Disturbance

Other:

[T skin Disorders [ Bleeding Disorders [Jesv O cmv O Hiv

[] Thyroid Disorder [J ALL OTHER NEGATIVE

Occupation/Position:

Do you smoke or have you been a smoker? packs per day x years

Do you drink alcohol?

How Much?

Date Reviewed

Non-Prescribing drug use

Physician’s Signature




OCA Official Form No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Name Date of Birth Social Security Number

Patient Address

I, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), Iunderstand that:

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on
the appropriate line in Item 9(a). In the event the health information described below includes any of these types of information, and I
initial the line on the box in Item 9(a), I specifically authorize release of such information to the person(s) indicated in Item 8.

2. If I am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state law. I
understand that I have the right to request a list of people who may receive or use my HIV-related information without authorization. If
I experience discrimination because of the release or disclosure of HIV-related information, I may contact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my rights.

3. I have the right to revoke this authorization at any time by writing to the health care provider listed below." I understand that I may
revoke this authorization except to the extent that action has already been taken based on this authorization.

4. I understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this
redisclosure may no longer be protected by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

7. Name and address of health provider or entity to release this information:

8. Name and address of person(s) or categori/ of person to whom this information will be sent:
South island Orthopedics, P.C. 205 Froehlich Farm Blvd, Woodbury, NY 11797

9(a)._Specific information to be released:
Medical Record from (insert date) to (insert date)
|:|Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films,
referrals, consults, billing records, insurance records, and records sent to you by other health care providers.
I:lOther: Include: (Indicate by Initialing)
Alcohol/Drug Treatment
Mental Health Information
Authorization to Discuss Health Information HIV-Related Information
(b)I:lBy initialing here I authorize
' Initials Name of individual health care provider
to discuss my health information with my attorney, or a governmental agency, listed here:

(Attomey/Firm Name or Govemmental Agency Name)

10. Reason for release of information: 11. Date or event on which this authorization will expire:
At request of individual
[]other:
12. If not the patient, name of person signing form: 13. Authority to sign on behalf of patient:

All items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a
copy of the form.

Date:

Signature of patient or representative authorized by law.

* Human Immunodeficiency Virus that causes AIDS. The New York State Public Health Law protects information which reasonably could
identify someone as having HIV symptoms or infection and information regarding a person’s contacts.




Patient Name:

NG MR #: Date of loss:
South Island Orthopedics, P.C.
Cedarhurst
P.O Box 9317

Garden City, New York 11530
Office: (516) 294-4590 (Option 2)
Facsimile: (978) 313-8477
EMAIL: LiensFax@HealthPlusMgmt.com

MEDICAL LIEN
Attorney Name:

I hereby authorize and direct my attorney, to pay directly to South Island Orthopedics, P.C. such sums as may be due and owing
for professional services rendered to me both by reason of this accident and by reason of any other bills that are due to the provider
and to withhold such sums from any settlement of judgment as is necessary to adequately protect the provider.

I hereby further give a lien to the provider on any proceeds to which I may become entitled as a result of any settlement of judgment
in any claim or litigation arising out of the injuries for which I have been treated of injuries in connection therewith, whether such
proceeds are remitted directly to me or to you my attorney.

I fully understand that I am directly responsible to the provider for all professional bills submitted by the provider for services
rendered to me by the provider and that this agreement is made solely for the providers’ additional protection and in consideration
of the provider awaiting payment. I further understand that such payment is not contingent on any settlement, judgment or verdict
by which I may eventually recover said fee.

Attorney agrees to notify the doctors immediately of the name and contacting information of any attorney substituted in his or her
place.

PRINT PATIENT NAME DATE

SIGNATURE OF PATIENT SIGNATURE OF PARENT/GUARDIAN

ACKNOWLEDGEMENT OF ASSIGNMENT & LIEN BY ATTORNEY

The undersigned being the attorney of record on his own behalf and on behalf of any other attorney or attorneys who are associated
with the undersigned or who are substituted in his stead for the above patient, does hereby agree to observe all the terms of the above
and agrees to withhold such sums from any settlement, judgment or verdict as may be necessary to adequately protect, South Island
Orthopedics, P.C.

ATTORNEY’S SIGNATURE DATE

*NOTE TO ATTORNEY*
PLEASE SIGN AND RETURN ONE COPY TO THE PROVIDERS OFFICE; KEEP A COPY FOR YOUR RECORDS.


mailto:LiensFax@HealthPlusMgmt.com
mailto:LiensFax@HealthPlusMgmt.com

South Island Orthopedics, P.C.
657 Central Avenue Cedarhurst NY 11516

ACKNOWLEDGEMENT OF RECEIPT OF HIPAA NOTICE OF PRIVACY
PRACTICES

I acknowledge that I have received the HIPAA Notice of Privacy Practices.

Signature

Printed Name

Date

If representative’s signature appears above please list patient name and relationship to patient:

Patient Name

Relationship to Patient
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