


Name ____________________ Date of birth __________ _ 

Treatment: 
--------------------------

Has another physician previously treated/seen you for this problem? Y N 

If yes: Name (Last, First): _______________ Phone: ____________ _ 

Address: 
-----------------------------------

MEDICAL HISTORY: _______________________ _ 

Women only: Are you or do you have any reason to believe that you may be pregnant? Y N 

Are you taking oral contraceptive medication? Y N 

PRIOR SURGERIES: _________________________ _ 

MEDICATIONS: ___________________________ _ 

ALLERGIES:-----------------------------­

ALLERGIES TO ( circle all that apply): Tape 

SMOKING HISTORY (circle one): None 

ALCOHOL USE (circle one): None Rare 

Iodine 

Quit smoking 

Social 

Latex None 

Currently smoke # packs per day: __ 

Frequent 

MAJOR FAMILY MEDICAL CONDITIONS: _________________ _ 

REVIEW OF SYSTEMS: 

Do you have the Do you receive Does itlimit 

problem? treatment for it? 

Heart Disease Yes No Yes No 

d Pressure No Yes No 

Lung Disease No Yes No 

Diabetes No Yes 

Ulcer or Stomach Disease No Yes No 

Kidney Disease No Yes No 

Liver Disease No Yes No Yes No 
.. =:t

Anemia or other blood disease No Yes No Yes No 

Cancer No Yes No Yes No 

Depression No Yes No .Yes 

Osteoarthritis, degenerative arthritis No Yes No Yes 

Back pain No Yes No Yes 

Rheumatoid arthritis No Yes 

Thyroid disorder: Hxvo Hyper No 
�l'$"'''<'-µ'. 

No·· 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes  

Yes 

Yes 

Are you Covid-19 vaccinated?   Yes______No___________











HIPAA Privacy Authorization Form   

Authorization for Use or Disclosure of Protected Health Information 

(Required by the Health Insurance Portability and Accountably Act ---45 CFR Parts 160 and 164)                                                                                                                   

 

Patient Name: _____________________________________   Date of Birth: _____/_____/_____   

Email Address______________________________________ 

I_____________________________, hereby authorize and request __________________ to release my health 

information (PHI) to: 

Performance Orthopaedics & Sports Medicine 

780 Route37 West 

Toms River, NJ  08755 

 

In addition to the authorization for release of my Protected Health Information (PHI), I furthermore acknowledge that I 

have the right to authorize access and disclosure of my PHI to anyone of my choosing for billing, condition, treatment 

and prognosis to the following individuals: 

 

Name______________________________________ Relationship________________________ 

 

Name______________________________________ Relationship________________________ 

 

Name______________________________________ Relationship________________________ 

 

Name______________________________________ Relationship________________________ 

 

I request the following restriction to releasing my PHI (if any):  

 

 

 

I understand that I am entitled to a copy of Performance Orthopaedics & Sports Medicine Privacy Practices. I can access 

a copy of the Notice of Privacy Practices from the office directly. 

 

I understand that I have the right to revoke this authorization, in writing, at any time. I understand that a revocation is 

not effective to the extent that any person or entity has already acted in reliance on my authorization or if my 

authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a 

claim. Unless otherwise revoked this authorization shall be in force and effect one year from today’s date at which time 

this authorization expires. 

 

 

___________________________________________________________________________________ 

Signature of Patient        Date: 
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