SPECIALTY INSTITUTE

(js ORTHOPAEDIC

MEDICAL GROUP OF ORANGE COUNTY

Patient Registration
First Name Middle Initial Last Name
[
o
kS
= Date of Birth Social Security Number Gender
-
o Male Female
E Street Address City State Zip Code
-
o
% Marital Status (circle one) Primary Care Physician
Q- | Married Single Divorced  Widowed
Phone number: Home Cell Work
Email address Driver’s License # Employer
Emergency Contact Name Relationship Phone
5
E Date of injury/onset of symptoms Was this an injury? If yes, Where did your injury occur?
5 NO YES WORK AUTO HOME SCHOOL OTHER:
Name of Primary Insurance: Name of Secondary Insurance:
g Insured’s Name: Insured’s Name:
g Insured’s Date of Birth: Insured’s Date of Birth:
B Insured’s Social Security number Insured’s Social Security number
(Tly
£ | Ib# ID #
8 | croup# Group #
c
E Claims Address: Claims Address:
>
n
E Phone: Phone:
Guarantor Responsible Party [JpPatient [] Other (if other please fill in information below)
Name: Date of Birth Relationship to patient:
Street Address City State Zip Code
5
E Phone number Social Security Number Employer
K

I hereby assign the insurance benefits to which | am entitled, directly to ORTHOPAEDIC SPECIALTY INSTITUTE, a medical group. | understand that I am
financially responsible for all charges regardless of insurance verification, benefits and eligibility. | authorize release of medical records and information
regarding medical history that is requested by the insurance company. A photocopy of this authorization is accepted with the same authority as original.

Photo identification and insurance cards must be presented at the time of service to enable OSI to submit claims to your insurance carrier. Should
identification and insurance cards not be presented, you will become a cash patient with payment in full due at the time of service.

This agreement will remain valid from this day forward to include all future services relating to the above patient.

SIGNATURE OF PATIENT/GUARDIAN DATE



Patient Meaningful Use Intake Form —Joshua Schwind, M.D.

PatientName: . Dateof Birh:

Preferred contact number;CT Home CIWerk I Cell (G

P]ease check ONE box per section

Race | O Asian O Black or African American D Caucasian U Filipino' O Hispanic O Italian
U Middle Eastern/North African T N ative: O American Indian DOSpatiish
L Urknown OOther

: Langu_agg O Arabic O Chinesel Englxsh UFrenchO Japanese] Korean O Other [ Spanish
: U Thai O Vietnarmese

| Ethnicity DHISPHIIIC or LatinoUl Not Hispanic or Latino U Unkiown/Not Reported

i; Medlcatnon, Please CLEARLY hst ALL cut_x.e_,n_t 'medi;c‘aﬁion.names: (Do not list over the counter
f medications or wtamms)

(4. T yow

Allergies: 0 No Known Allergies O Other (List all Medication allergies)

Smoking: Do ‘you stioke: [J No ] Yes[—] Former smoker

IE yes, check all that apply; [ cigarettesT1 chewingl T cigars [ pipe CIsmokeless

Signature:_ __ Dateof Visit:




PATIENT QUESTIONNAIRE
Joshua Schwind, M.D.
 Spine

Occupation:

Who teferred you to Dr. Schwind:

‘Who is: your famiily or primary care doctor:

Height: . Weight:

State reason for your visit:

Where s your paini? (Back; nieck, arnis, legs, right or left) _

Any numbness or ' weakness? (Where?).

Have you had any history of this type of problem in the past?

If'so-when? _

What is your pain.on a scale.of 0 (no pain) to 10 (worst pain)?

Is your pain? (Mark all that apply) ; [1 Gettingworse. [ Geffing better

[J Constant O Tntermittent

How did your pain start? (Mark all that app ly)

. Suddenly [J G. Pulling O
Gradually[l  H. Injured at work [
. Lifting [ L. Auto Accident [
Twisting L1 J, Hit-from behind [J
Fall O K. Sportinjury 0
Bending [J  L.No.apparent cause [

ME TR >




What makes your pain worse? (Mark all that apply)
A. Sitting O E.Standing [
B. Walking [ 'F.Bending [
C. Lyingdown [J G Lifting [
D. Beiding backwards [ H. Twisting []
What riakes yoiir pain better? (Mark all that:apply)
A Sitting O EStandmg[:]
B. Lyihgdown [J E. Walking [
€. Leaning forward [] G. Leaning backwards []
D. Leaning on shopping cart [] H. Exercise []
Have you had any diagnostic testing for your spine condition? (If yes, when and 'where?)

X-Rays;

MRI;

CT Scan: _

Myelogram:

Discogram: ___

Bone Dénsity Exam: N

Have you had surgéry on your spine? (Please describe; list dates, and surgeons)

Which medications do you take for your spine condition? (Please list names dosages, and how
many per day)

Which physicians have you seen for this. conditi on? _

Was this.a work injury? Yes No

If 50, when were you injured arid how?

Are you still working? If tiot when was your last day of wo rk?

How long have you worked for your employer?




MEDICAL HISTORY

Please list all medjcal problems whether you are takirig:medications for it or not

Please list ail surgeries.

MEDICATIONS:
Please list all medications you are currently taking including frequency and dosages.

ALLERGIES:

Please list al] medication allergies and deseribe reaction.

Do you have any family (relatives) history of thie following? Please describe.

Heart Disease

Diabetes

Cancer

Osteoporosis

Scoliosis
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SOCIAL HISTORY:

De you smoke? _ (If yes, how:much per day)?

Do you drink? (How much?) _

Are youmarried? __Do you have childreni? (If yes, how many?)

Where do you live?

REVIEW OF SYSTEMS;

Constitutional (fever, weight lass, weight gain, difficulty sleeping; night sweats)

Head; Ears, Eyes, Nose, and; Throat (difficulty swallowing, cough, sleep apnea, vision loss,
difficulty breathi ng, hearing loss)

Cardia¢ (high blood pressure, chest pain, coronary artery disease, coronary stents/angioplasty;
heart attack, irregular heart beat)

Pulnionaty (asthma, emphysema, COPD), shortness of breath, cough pneumonia)

Endocrine (diabetes, hypothyroid, hyperthyroid)

Genitourinary (bladder infections, prostate hypertrophy; urinary frequency, urinary retention,
urinary incontinence)

‘Gastrointestinal (ulcer disease, gallstones, constipation, diarrhea, colitis, diverticulitis, GERD)

'H‘enga;tqlqgiga;l_- (bleeding disorder, history of deep venous thrombosis, pulmonary embolus,
blood clots) -

Infectious Disease (HIV, Hepatitis. B, Hepatitis C)

Miisculo-skeletal {osteoarthritis, theumatoid arth ritis, osteoporosis, fibronyalgia, ankylosing,
sponidylitis, scoliosis) ___

Neurological (seizures, numbniess, wegkness, balance problems; headachies, difficulty wa'lfk'ing,_
difficulty performing fine:movemenfs with fingers, peripheral neuropathy, migraines, history of
stroke, multiple sclerosis) __
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Skin (psoriasis, eczema)

Psyc¢hiatric (depression, bipolar; anxiety, manic)




Rain Drawing

Name: S e Date:

Whire is your pain niow?

Matlk the areas on-your body where you feel the described sensations. Use the appropriate
symbol. Mark areas of radiation. Triclude all the affected areas.

Use the symbols below to. FRONT BACK.

describe: your symptons;

ANNAA

| NUMBENESS. A4

ANAAN

PAIN XXXXX

Right>  &lefid &Right

Please matk on the line: 0 5_ | . 10

HOW BAD IS YOUR PAIN NOW?
PLEASE INDICATE WITH AN “X* THE AREA PERTAINING TO THE WORST AREA
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SPECIALTY INSTITUTE

MEDICAL GROUP OF ORANGE COUNTY

| MichAEL L DaNTO, M.D. | DANIEL P, DEBOTTIS, M. | JEFFREY E.. DECKEY, M.D,
M.D, | RoBERT €, GRUMET, M.D. | MARK N, HALIKIS, M.D, | ASTF JILLANTGM.D. | STEVEN KANG, M.D,

DAVIL ISE, M) | A 1. PATEL, ) | CARLOS A: PRIETTQ, M.D. | MIGUEL P. PRIETTG, M.D, | ADAMR. RIVADENEVRA, M.D.
SCHWIND; ML), | TRAVIS S, SCURDAY, M'D. | MICHAEL F. SHEPARD; M.D:| Davip C, SMITH,:M:D: | JEREMY S, SMITH, M:D; | JON I. WHITE, M.D.

ONATHAN R.M. KAPLAN
BENVAMIN D.-RuBin; M,D; | JasHUA L

Accident/Injury Information Form

Name: i Doctor: _

To help us process your insurance claim quickly and efficiently please provide us with
your accident/injury details: :

When did your accident/injury oecur?

Where did your accident/injury oceur? _

How did your accident/injury occur?

Signature: e Date:

Thank you for your assistance

GENERAL 'O'I{.TI-!"QP?\;D’_I‘:CSVjS_:ggm;f&_i,gmcmi-:: ARTHROSCORY - RECONSTRUCTIVEKNEE AND-SHOULDER SURGERY: * JOINT REPLAGEMENT AND ARTHRITIS SURGERY
PHYSICAL MEDICINE AND REHABILITATION - ADULT AND PERIATRIC SPINE SURGERY © HAND AND.UPPER EXTREMITY. SURGERY - FOOT AND. ANKLE SURGERY

2808, MAIN STREET - :SUITE 200; ORANGE; 'CA 92868 - TEL.(714)634-4567 « Fax (714) 634-454¢:
16300 SANDICANYON AVE + SUITE 511 & [RVINE; CA92618 « TeL.{(949) 255-9890: « Fax (949) 2559776



Joshua D. Schwind, M.D.

Medication Rx Protocols and Patient Responsibility Form

Narcotic medications will not be dispensed to aiy patient without approval from
Dr. Joshua D. Schwind,

NSAIDS {i.e. Motrin, Naprosyn) or COX-s (Celebrex) medications may be
dispensed to pre-operative arid to post-operative patients 2 months after surgery.
Stop any anti-iniflammatory and aspirin products ten days ptior to surgery.

Request for medication refills will only be honored by pharinacy requests via
fax with 72 hours advance notice. NO refills will be granted by patient
requests!! Pharthacy requests via fax will be presented to the physician on
Tuesdays, Thursdays, and Fridays for authorization.

Medication refills will not be granted by walk-in patients without prior written
authotization by Dt. Joshua D, Schwind.

All medication dispensed to the patient is the responsibility of the patient, and is to
be taken as divected by Dr Joshua D, Schwind. No refills will be granted for
patients who missed thieir last scheduled appointment.

r _understand and agree with the instructions
(patientniame)

given to me by Dr. Joshua D. Schwind.

Patient Signature: _Date:




A ORTHOPAEDIC
- SPECIALTY INSTITUTE

MEDICAL GROUP OF VRANGE COUNTY

Medical Information Release Form (HIPAA Release Form)

Patient Name: —-Dateof Birth: ___ /. /  MR#: -

If minor, Parent/Guardian Narge: i

Release of Information

L authotize the release of informatign, including diagnosis, records, examination results, medication dose
changes and billing/collection/c aims-information,

This information may be released to;

[ 1 Spouse/Name; e s

[] l'h’formati‘onr i$ not to be
released to anyone other
| that me.

[T Children)/Name(sy:

[ ] Other:.

Me's"sag' es.

Please call: [ ] myhome phone#__ R [l1mycell phone#
If unable to reagh me: h '

[ 1 you may leave a detailed message, [ 1Bo fiotfeave messages on
~ OR ) my: vaicemail,
[ 1pleaseleave amessage asking me to return your call,

The best time to reach mie is (day of week) . ‘between (time) ,

E-mail Messa es/Portal

[ 1 Use my e-mai] orportal contact.to send messages for me to contact the nyrse for information.

[1Use my e-mail or portal contact to leave detailed messages and information,
[ ] Attach Tab results to-¢-mail/portal message,
My e-mail address is: _, |

Signature; S e Dater . .

Witness: I _ Date: __




fR "’ceipt of Notice of Privacy Practices:
and Nth ces to Consuniers

Orthopaedic Specialfy I

{ hereby ackn@wledge i’ha’c ¥ received d 60
N fi e _af Privacy Pr

py: of the medical practise’s
: rell as Consumer Notiees, | further .
cap of the turrent 1 tice will be posted in the

will be offered & copy of imended Notice. of
onsumer updates at sach, appointment,

NOTICE To CoNSUMERS

M EUIGAL DOCTORS ARE
T X . T MEDJUAL BOARD GF CALIFORNIA
THE PHYSIGIAN ASSISTART CommiTTEE |

@18)561-8780 -~ | (80)332322
VWAL PAC.CA GOV | A

Telephone;

It not signed by the patlent, pleaseiindicate
Relatianship:

O Parent er-guardlan of minor patient

L] Guairdian an incompetent patfent -
l Beneﬁoia - or personal: representatwe ot deceased patient

2608, Main‘Street + Sulte:200 ~ Orange, GAS2E6E + Tel {714)834-4567 - Fas(714) 634-4509



ORTHOPAEDI(
N7 SPECIALTY INSTITUTE

280:S. MAIN STREET « SUITE.200 - ORANGE, CA 92868 - T, (714) 634-4567 « Fax (714) 634-4569 '
16300 SAND CANYON AVE - SurTe 511  IRVINE; CA 92618 : TeL, (949).255-9890 Fax (949) 255-9776

CONSENT FOR TREATMENT - NOTICE OF POLICIES

I hereby consent and authorize Orthopaedic. Specialty Insfifute Medical Group of Orange: County (0S1) healthcare providers to
perform megical earg,. dlagnostic tests, surgical care and other therapeutic measures, as may be indicated -fc‘i; my-health and
well-being. If 1 will not cofmply with the: medical program of care provided or recommended, | understand that thereupon |

relieve. my physician(s), iealthicare ‘provider(s), medical staff, apd thie:company, of all responsibility resulting from my action.

| also. authorize OS] 4li )a's;'scjcfated physicians and all associated agericies, to gather, maintain and release any and :alll of my:
information that might b required for processing of any of all ¢lalifis for third party payers {including but not exclusive of,
private insurance, Medi-Cal, Medicare, Tricare, Work-Comp, etc.)

Tacknowledge-that | have been givefi the ability to review:OSI's policies including Fihancial Policy.
FINANCIAL POLICY

* Wewil submit dlaims to.your insurance company for all medical Services renderedat OS], Any other seryices related
toyour medical: care Hot refidered:at O8I (i.&: faborafory; pathology, ospital fees, -outpatienit surgery center fees,
anestheslologlst, Co-surgeor, efc.), will be billed by the-etiity providing those services: It'is your responsibillty to verify
that OSI'ls part of yourinsurance plan. We will attempt to verify. your eligibility arid benefits with-your insyranice carrier;
fiowever; this: does. niot guiatantee: that they will pay: for the setvices provided, and you wil remain financlally
responsible if they-do it provide:payrent,

*  OSl accepts the followiiig Itisurance plans:

> Medicare = pays 80% after the deducible has been met. W wil biii your eoinsurance: for the remaining
20%.as a.courfesy; however, you are Tesponsible for the 20%. coinsurance of the Medicare: allowable
-amount,

> Contrasted PPOs and HMOs ~ you are responsible for the payment of co-pay and deductible at the time
of the service, s well as for-any:charges for whichyou failad to secdre prior authatizétion if necessary),

> Non-Gontracted PPOs ~you are Tesponsible for all non-covered amounts. We will bill the Insurance(s) as
@ courtesy, You areresponsible.for i balance Infull it not paid by the insuranoe i 60'{sixty) days.

> ééli:ﬁay:_(unins'u °0) = you are expiected to pay in full af the time of the service..

» Worker's Compensati

or denied,

on ~ You are hot responsible for any charges unless the case has been-dismissed

s anhpmns A A 5 e AT o RN ol s a1 s o R S e i e 4 g o
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Persorial inlu(viMq'tgr\__Vgh_lq_lvé.A;‘_c‘l‘c‘i"éﬁts; = You- are responsible for -all non-covered amounts, We wil bill the
insurange(:s)’ as afcogﬂesy., You:are fesporisibie for the-balance in fullif not paid by the insurance.in 60 (sixty) days.
utgery Deposlts = oice the decision for:surgery s made, our:surgery coordinator will contact your insurafice carrier
nfiem eligibilty bensfifs hd obtain:authorization, The surgery: goordinator will provide ‘you with an estimated gost
of your:surge amount will be vollected as adeposit at or bafore the tiiie of your pre-operative appdintment;

Mied all:medical records requests are subject o a pieparation fee. Any addltional costs related to
handling will be added {o these: costs (ifapplicable). .
.Diverce Related — the parent-authorizing treatment for'a child wil be the parent responsible-for the charges related fo
that-cars. If the divorce dacres Tequires the other parent tG pay-all, or part of the treatment-costs, it Is tie authorizing
“,pa.i‘:eif\'_t."s-fé's'_pbjti's‘lbiiity-?to collect from the other parent,

Bad Debt - patients who:dg:riot pay. bills within 90 {riingty) days of the statement date, will be referred to.a collections
:agency‘r_and’may Ischarged from ‘the,practice-for~n_qq,pgymenx;

Failed Appaintrisnt Chisige for MRI —We teserve the right {6 chiarge $25 (twenty-five) for each failed appoiritmerit
t 24 houirs before the scheduled-appointrent time: This charge is not'covered by your lnstrance.

4 'y Rates ~ our practice: Js committed to ‘the best freatment for our ‘patients; Our charges: are
‘considered ustal and ‘oustomary' for our area, You are: responsible for payment, regardless of any insurance
company’s arbifrary defermination of usual ang customary charges,

Financial Responsibility ~ based.on our contractual agreemants with the insurance. companies' and our interrial
policies; we.are itiforiming. you of the:following:
> Your health insurance deductibles arid any expenses deemed not covered by your insurance compariy
Wi r-fihancial responsibilty.
» All moriies owed byyyou, such as: office visits ¢o-payments and non-covered services or supplles, are
due-atthe fime of the service,
> Ifyau are 'rio,'t'fp'ré'péred"toipay:.aﬂy amounts-due at the time of the visit you will be asked to re-:

schedulehe appointmerit, Uniess the physician determines that your medical condition prohibifs tfis.

Method of Payment - duraffice accepts thefallowing forms of paymment: sredit cards, cash, monsy-order, and checks;
A-$25 (twenty-five dollar) servica ‘oharge will be: assessed 1o.your dccount for-any returned chegk by: your bank, This
charge: s not'covered by yaur ingurarice.

Tﬁ_aﬁkiy60=for understanding our policis. [Fyolr fave any-questions or concerns, please do not tesitate to cantact our
'o‘fﬁc"e":a't‘f:(7-1,i4j}-¢~634‘-:45‘657_.

By slgning i the box below indicates that you are acknowledgirig aiid are in agreement with all of the
above. Further, your understand and agree that Your consents/assignments remain. in_ effect until yoy
choase torevoke then in writing,

(STgnaturs of PafiantorAuoTzsd Representaive] [P Narre) "~ (Bae)

(1 sighed Abovie by Represertaive Relonship oFSIgRer o Palon) ™ arms of Pallent T Dferentfromy Aova]




