
THE SPORTS CLINIC ORTHOPAEDIC MEDICAL ASSOCIATES, INC.

PATIENT REGISTRATION FORM

DATE: _______________

PATIENT NAME: ____________________________________ AGE: _______ BIRTHDATE: ___________

EMAIL: ______________________________ CELL PHONE: ( )___________ _________________

MALE FEMALE ADDRESS: ______________________________________________________________

CITY: __________________ STATE: ____________ ZIP: __________ PHONE ( ) __________________

SS#: _________________ DRIVER LICENSE _________________ Work Phone ( ) _________________

EMERGENCY CONTACT PERSON: ___________________________ PHONE: ( ) __________________

YOUR EMPLOYER:__________________________________Work PHONE: ( ) ___________________

EMPLOYER ADDRESS: ___________________________________________________________________

CITY: _____________________ STATE: ______________ ZIP CODE: _____________________________

RESPONSIBLE PARTY IF MINOR INFORMATION

NAME ___________________________ RELATIONHIP________________________________________

ADDRESS _________________________ CITY _______________ STATE ____________ ZIP ___________

PHONE: ( )_________________ DATE OF BIRTH: ____________ SOCIAL SECURITY ______________

EMPLOYER ___________________________ WORK PHONE ( ) ______________________________

WORK ADDRESS: ______________________________ CITY ______________ STATE _______ ZIP ______

PLEASE SEE THE RECEPTIONIST IF THIS IS A WORK RELATED INJURY ORMOTOR VEHICLE ACCIDENT

DO YOU HAVE INSURANCE: YES NO PLEASE SHOW INSURANCE CARD TO RECEPTIONIST

Subscriber _______________________ Date of Birth ____________Group/Policy/Claim ____________

Carrier ______________________ Member ID Number _____________________ _________________

Address ___________________________ Do you have a co-pay? YES NO Amount _________________

Phone for benefits ____________________________ Authorization Numbers ____________________

Secondary Insurance Information: Carrier ________________________Policy/Group _______________

Address: _____________________________________________________________________________

Subscriber’s Name _________________________________ Date of Birth ________________________
Subscribers ID Number _____________________ Social Security Number _______________________

AREA TO BE EXAMINED ____________________ DATE OF INJURY/ ONSET: _________________

WHO REFERRED YOU TO THE SPORTS CLINIC: FRIEND ___ PHYSICIAN ___THERAPIST _____ OTHER_____

NAME OF REFERRING PARTY ____________________________ PHONE NUMBER ( ) _____________

ADDRESS: __________________________ CITY _______________ STATE _____________ ZIP _______

CITY: _____________________ STATE: ________________ ZIP: ______________

The Sports Clinic as a courtesy to our patients will bill your primary insurance company. Authorizations and pre-

certifications are not a guarantee of payment. Co-pays and un-met deductibles are due at the time of service. You

are financially responsible for all charges regardless of insurance coverage. Fee information is available (request).

Signature ___________________________________ Date ___________________________________



MEDICAL HEALTH QUESTIONNAIRE

NAME________________________________AGE_______DATE OF BIRTH__________________

MALE____FEMALE_____WEIGHT_____HEIGHT______RIGHT OR LEFT HANDED (please circle)

NAME OF INTERNIST/PRIMARY PHYSICIAN_________________________________________

PRIOR SIGNIFICANTMEDICAL ILLNESSES:

Diabetes .No Yes Heart Disease ..No Yes

Stroke .No Yes Tuberculosis No Yes

Cancer .No Yes Hepatitis ..No Yes

Rheumatic Fever .No Yes Other serious diseases_____________________

OPERATIONS:

Have you had any surgery No Yes Cataract ..No Yes

Tonsils ..No Yes Hysterectomy .No Yes

Hernia ...No Yes Other ..No Yes(please list)

Other surgeries:_________________________________________________________________
MEDICATIONS CURRENTLY TAKING:

Prescription drugs:
Name:__________________________________Dose__________________________________

Name:__________________________________Dose__________________________________

Name__________________________________Dose__________________________________

Over the counter drugs:
Name:_________________________________Dose___________________________________

Name;_________________________________Dose___________________________________

Name:_________________________________Dose___________________________________

Other drugs taken within past 6 months (circle one) Dosage
Heart Medication Yes No __________

Anticoagulant . ...Yes No __________

Blood pressure medication . Yes No __________

Tranquilizers ..Yes No __________

Diuretics ..Yes No __________

Sleeping medications ..Yes No __________

Cortisone Yes No __________

Anti-inflammatory drugs Yes No __________

ALLERGIES AND SENSITIVITIES
Penicillin or other antibiotics . .Yes No

Codeine . ..Yes No

Sulfa Yes No

Aspirin Yes No

Iodine ..Yes No

Any foods such as milk, eggs, chocolate Yes No

Any other drugs (please list)_____________________________________________________



SOCIAL HISTORY:

SINGLE ______ MARRIED ________ SEPARATED ______ DIVORCED ______ WIDOWED _________

ALCOHOLIC BEVERAGES: NEVER ___________ RARELY _____________Frequency _____________

TOBACCO: CIGARETTES _______ PACKS PER DAY CIGARS __________ PIPE __________

OCCUPATION: ____________________________________________________________________

RETIRED: YES ______ NO _________

FAMILY HISTORY:

FATHER: IF LIVING AGE____ IF DECEASED AGE _______ HEALTH ISSUES ________________________

MOTHER: IF LIVING AGE ____ IF DECEASED AGE _______ HEALTH ISSUES ________________________

BROTHER/SISTER: AGES __________________ HEALTH ISSUES ___________________________

HAS ANY BLOOD RELATIVE BEEN DIAGNOSED:

(PLEASE CIRCLE BELOW)

CANCER

TUBERCULOSIS

DIABETES

HEART DISEASE

HIGH BLOOD PRESSURE

STROKE

SEIZURES

BLEEDING TENDENCY

GOUT

OTHER SERIOUS ILLNESS: __________________________________________________________



MEDICAL HISTORY 3

REVIEW OF SYSTEMS

(PLEASE CIRCLE YOUR POSITIVE RESPONSES)

GENERAL: RECENT WEIGHT CHANGE

CANCER TYPE ______________________________________________

SKIN: SKIN DISEASE ______________________________________________

EAR‐NOSE‐THROAT; EYE DISEASE SINUS DISEASE EASY NOSEBLEEDS

IMPAIRED HEARING DIZZINESS

NECK: STIFFNESS THYROID DISEASE ENLARGED GLANDS

LUNGS: ASTHMA SHORTNESS OF BREATH PNUEMNOIA

CARDIAC: CHEST PAINS HEART ATTACK HIGH BLOOD PRESSURE

GASTROINTESTINAL ULCERS GALLBLADDER DISEASE LIVER DISEASE

HEPATITIS HEMORRHOIDS ABNORMAL RECTAL BLEEDING

GENITOURINARY LOSS OF URINE CONTROL FREQUENCY OF URINATION BURNING

BLOOD IN URINE KIDNEY DISEASE

GYNECOLOGICAL SPECIFIC PROBLEMS ______________________________

MUSCULOSKELETAL PRIOR FRACTURES _______________________________________

PRIOR SKELETAL INJURIES _________________________________

UROLOGIC PROSTATE HYPERTROPHY URINARY RETENTION

HEMATOLOGIC BLOOD DISEASES EXCESSIVE BLEEDING WITH SURGERY

OTHER CONDITIONS _______________________________________________________







OFFICE FINANCIAL POLICY 
 

The Sports Clinic Orthopeadic Medical Associates, Inc is committed to providing you with the best care possible. Your 
clear understanding of the financial policy agreement is important to our professional relationship. We require a signature 
to document that you have read and understand these policies. If you have any questions please do not hesitate to ask a 
member of our staff. 
 
PAYMENT 
Payment is expected at the time of service. This includes co-insurance and/or deductible for participating insurance 
companies. A $10 processing fee will be added to your bill if the co-payment is not made at time of service 
for the additional time to process and bill your co-payment. We accept cash, checks, Visa, Master Card and 
AMEX. There is a service charge of $50 for any returned checks. 
 
Patients with an outstanding balance more than 90 days overdue must make arrangements for payment 
prior to scheduling future appointments. 
 
Patients are ultimately responsible for any charges or portion thereof for which payment is denied by insurance for 

whatever reason, except where prohibited by law or contractual agreement. 
 
INSURANCE 
It is the patient’s responsibility to provide us with current insurance information and to present an active 
insurance card at each visit. If the insurance company you designate is incorrect, you will be responsible 
for the charges, or you may choose to pay a $10 refiling fee and we will submit the bill to the correct 
insurance. 
 
It is your responsibility to understand your benefit plan with regard to covered & non-covered services. Insurance plans 
vary considerably, and we cannot predict or guarantee what part of our services will or will not be covered. If we 
participate with your insurance company all services performed will be submitted as a courtesy to your insurance. Pre-
authorization does not guarantee payment of a service by the insurance company. 
 
We do not accept third party insurance, or liens for payment of services. 

 
PATIENT BILLING 
Patient balances are billed immediately on receipt of your insurance plans explanation of benefits. Your remittance is due 
within 30 days of your receipt of the bill. You will be charged a $10 fee for every 30 days there after, that the bill is not 
paid; after 90 days the account may be forwarded to a collection agency. 
 
MISSED APPOINTMENTS/LATE CANCELLATION 
Broken appointments represent a cost to us, to you, and to other patients that could have been seen in the time set aside 
for you. We reserve the right to charge you for any missed appointments or appointments that are not cancelled with a 
24 hours notice. 
 
THE FINANCIAL AGREEMENT 
We must emphasize that our relationship is with you, not your insurance company. While the filing of insurance claims is 
a courtesy that we extend to our patients, all charges are strictly you responsibility from THE DATE SERVICES ARE 

RENDERED. Charges not paid by your insurance within 90 days, will become your responsibility. 
 
I HAVE READ AND FULLY UNDERSTAND THE FINANCIAL POLICY SET FORTH BY THE SPORTS CLINIC 
ORTHOPAEDIC MEDICAL ASSOCIATES, INC. 
 
 
PATIENTS NAME (PLEASE PRINT)                                                                                              . 
 
RESPONSIBLE PARTY SIGNATURE                                                                                             .                                               
 
RELATIONSHIP TO PATIENT                                                DATE                                              . 
  

September 2014 

 



THE SPORTS CLINC ORTHOPEDIC MEDICAL ASSOCIATES, INC.

OFFICE POLICIES SIGN‐IN SHEET

1. FAILED APPOINTMENT CHARGE: We reserve the right to charge for each failed appointment not cancelled at least 24 hours

before the scheduled appointment time.

THIS CHARGE IS NOT COVERED BY YOUR INSURANCE

2. FORMS COMPLETION CHARGE: All forms requiring completion, excluding disabled parking form, but including forms such as state

disability forms, assisted living forms, insurance benefit forms, FMLA forms, leave of absence forms, health assessment forms, time

off work forms specific to employers will be charged at $35 for up to two pages.

THIS CHARGE IS NOT COVERED BY YOUR INSURANCE

3 DICTATED LETTERS: Letters prepared for third parties excluding attorneys, (such as insurance companies, or employers) will be

charged at $35 per page. All medical legal letters arranged between this office (Lynne) and your attorney will be charged on a case

by case basis.

THIS CHARGE IS NOT COVERED BY YOUR INSURANCE

4. RETURNED CHECK CHARGE: All accounts with checks returned by the bank unpaid will be charged $50 per check.

THIS CHARGE IS NOT COVERED BY YOUR INSURANCE

5. CO‐PAYMENTS ARE REQUIRED AT THE TIME OF VISIT: This is a contractual obligation between you and your insurance company.

Failure to make co‐payments can lead to denial of insurance payments. We accept cash, credit cards (AMEX, MasterCard, Visa) and

checks.

THIS CHARGE IS NOT COVERED BY YOUR INSURANCE

6. COPY OF MEDICAL RECORDS: There is a charge for copying your medical records and transferring them to another physician. The

charge is $35.00 and includes postage.

THIS CHARGE IS NOT COVERED BY YOUR INSURANCE

By signing this document, I acknowledge and agree to the above office policies.

Patient Name __________________________________________ DATE ______________________

Patient Signature: _________________________________________________________________________

Address: ________________________________________________________________________________

Phone: ______________________________ Email: _____________________________________________
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IF yes, what is the number: ______________________________ ____________________
Initials



ASSIGNMENT OF BENEFITS

I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am

entitled, including Medicare benefits, private insurance, and any other health plan to:

The Sports Clinic Orthopaedic Medical Associates, Inc.
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