
SOUTH TEXAS BONE & JOINT 
 

NEW PATIENT INFORMATION (PLEASE PRINT)                  DATE:  
PATIENT’S NAME 
 

EMAIL 
 

DATE OF BIRTH 
 

AGE 
 

M/ F  SOCIAL SECURITY # 
 

MAILING ADDRESS             PERMANENT OR TEMPORARY  
 

CITY, STATE, ZIP CODE 
 

(AREA CODE) CELL PHONE# 
 

(AREA CODE) HOME PHONE # 
 

PATIENT’S EMPLOYER 
 

OCCUPATION (INDICATE IF A STUDENT) 
 

HOW LONG EMPLOYED 
 

(AREA CODE) BUSINESS PH# 
 

EMPLOYER’S STREET ADDRESS 
 

CITY AND STATE 
 

ZIP CODE 
 

# OF CHILDREN AND AGES 
 

SPOUSE’S NAME 
 

SPOUSE’S SOCIAL SECURITY # 
 

SPOUSE’S DATE OF BIRTH 
 

SPOUSE’S EMPLOYER 
 

OCCUPATION (INDICATE IF A STUDENT) 
 

HOW LONG EMPLOYED 
 

(AREA CODE) BUSINESS PH# 
 

EMPLOYER’S STREET ADDRESS 
 

CITY AND STATE 
 

ZIP CODE 
 

RELATIVE OR FRIEND (CIRCLE) 
 

CITY AND STATE 
 

ZIP CODE 
 

(AREA CODE) HOME PHONE # 
 

RELATIVE OR FRIEND (CIRCLE) 
 

CITY AND STATE 
 

ZIP CODE 
 

(AREA CODE) HOME PHONE # 
 

PREFERRED PHARMACY NAME & LOCATION 

 

             
 
 
 

PRIMARY INSURANCE                  SECONDARY INSURANCE 
NAME OF INSURANCE COMPANY 
 

NAME OF INSURANCE COMPANY 
 

ADDRESS TO MAIL CLAIMS  
 

ADDRESS TO MAIL CLAIMS  

CITY AND STATE 
 

ZIP CODE 
 

(AREA CODE) BUSINESS PH# 
 

CITY AND STATE 
 

ZIP CODE 
 

(AREA CODE) BUSINESS PH# 
 

NAME OF INSURED 
 

SOCIAL SECURITY # 
 

NAME OF INSURED 
 

SOCIAL SECURITY # 
 

GROUP # 
 

GROUP # 
 

POLICY # 
 

POLICY # 
 

MEDICARE (PLEASE GIVE NUMBER) 
� 

RAILROAD RETIREMENT (PLEASE GIVE NUMBER) 
� 

MEDICAID 
� 

CASE # 
 

EFFECTIVE DATE 
 

INDUSTRIAL 
� 

WERE YOU INJURED ON THE JOB? 
� YES              � NO 

DATE OF INJURY 
 

INDUSTRIAL CLAIM NUMBER 
 

ACCIDENT 
� 

WAS AN AUTOMOBILE 
INVOLVED? � YES     � NO  

DATE OF 
ACCIDENT 
 

ATTORNEY CASE? 
� YES        � NO 

NAME OF ATTORNEY 
 

WERE X-RAYS TAKEN OF THIS PROBLEM?  
� YES                                    � NO 

IF YES, WHERE WERE X-RAYS TAKEN? (HOSPITAL, ETC.) 
 

DATE X-RAYS TAKEN 
 

HAVE YOU OR ANY MEMBER OF YOUR IMMEDIATE FAMILY BEEN TREATED BY OUR PHYSICIAN (S) BEFORE? 
� YES                                    � NO 

WHEN? 
 

REFERRED BY  
 

STREET ADDRESS, CITY, STATE AND ZIP CODE 
 

(AREA CODE) PHONE # 
 

                
INSURANCE AUTHORIZATION AND ASSIGNMENT (PLEASE READ AND SIGN) 
 
I HEREBY AUTHORIZE __________________________________________________ M.D.TO FURNISH INFORMATION TO INSURANCE 
CARRIERS CONCERNING MY ILLNESS AND TREATMENTS AND I HEREBY ASSIGN TO THE PHYSICIAN (S) ALL PAYMENTS FOR MEDICAL 
SERVICES RENDERED TO MYSELF OR MY DEPENDENTS. I UNDERSTAND THAT I AM RESPONSIBLE FOR ANY AMOUNT NOT COVERED BY 
INSURANCE.         

SIGNATURE _________________________________________ 

PLEASE READ: IT IS CUSTOMARY TO PAY FOR PROFESSIONAL SERVICES WHEN RENDERED UNLESS OTHER ARRANGEMENTS HAVE BEEN 
MADE IN ADVANCE. THE PATIENT IS RESPONSIBLE FOR ALL FEES, REGARDLESS OF INSURANCE COVERAGE. COPIES OF 
YOUR FEE SLIP WILL BE PROVIDED TO YOU. THIS, WITH YOUR MONTHLY STATEMENT, MAY BE SUBMITTED TO YOUR 
INSURANCE COMPANY FOR REIMBURSEMENT. 













New Patient Consent to the Use and Disclosure of Health Information 

for Treatment, Payment, or Healthcare Operations 

I, , understand that as part of my health care, SOUTH TEXAS BONE & JOINT originates 
and maintains paper and/or electronic records describing my health history, symptoms, examination and test results, 
diagnoses, treatment, and any plans for future care or treatment. I understand that this information serves as: 

A basis for planning my care and treatment, 
A means of conununication among the many health professionals who contribute to my care, 
A source of information for applying my diagnosis and surgical information to my bill 
A means by which a third-party payer can verify that services billed were actually provided, and 
A tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare 
professionals 

understand and have been provided with a Notice of b{formation Practices that provides a more complete 
description of information uses and disclosures. I understand that I have the following rights and privileges: 

The right to review the notice prior to signing this consent, 
The right to object to the use of my health information for directory purposes, and 
The right to request restrictions as to how my health information may be used or disclosed to carry out 
treatment, payment, or health care operations 

I understand that SOUTH TEXAS BONE & JOINT is not required to agree to the restrictions requested. I understand 
that I may revoke this consent in writing, except to the extent that the organization has already taken action in reliance 
thereon. I also understand that by refusing to sign this consent or revoking this consent, this organization may refuse 
to treat me as permitted by Section 164.506 of the Code of Federal Regulations. 

I further understand that SOUTH TEXAS BONE & JOINT reserves the right to change their notice and practices and 
prior to implementation, in accordance with Section 164.520 of the Code of Federal Regulations. Should SOUTH 
TEXAS BONE & JOINT change their notice, they will send a copy of my revised notice to the address I've provided 
(whether U.S. mail or, ifl agree, email). 

I wish to have the following restrictions to the use or disclosure of my health information: 

I understand that as part of this organization's treatment, payment, or health care operations, it may become 
necessary to disclose my protected health information to another entity, and I consent to such disclosure for these 
permitted uses, including disclosures via fax. 
I fully understand and accept the ter.ms of this consent. 

Patient's Signature 

Date 

FOR OFFICE USE ONLY 
[ ] Consent received by on-----------

[ 1 Consent refused by patient, and treatment refused as permitted. 
[ 1 Consent added to the patient's medical record on---------------



 
 

           DATE ___________________ 

PATIENT’S NAME   ________________________________        DOB ___________________ 
 

Bone Health Questionnaire 

1. Have you noticed any loss in height in the last 12 months or progressive  YES              NO 
spinal curvature? 
 

2. Have you ever been diagnosed with any of the following?    YES       NO 
(Please check ALL that apply.) 
 

____Rheumatoid Arthritis ____Osteopenia 

____ Diabetes ____Thyroid Disease  

         (Hyperparathyroidism,  Hyperthyroidism, or        

         treatment with high doses of thyroid hormones) 

____Lactose intolerance 

____Osteoporosis 
 

        3. Do you or a family member have/have had any of the following as an adult?  YES       NO 
  (Please check ALL that apply.) 
  

 

  

  

        4.  Have you taken any of the following medications longer than   YES            NO  
 THREE months at any time in your life? (Please check ALL that apply.) 

____Birth Control/Contraceptives or Hormonal 

          Therapy 

____Bisphosphonates such as Boniva,  

         Fosamax, Zometa, etc. 

____Antiseizure medication such as Dilantan,  

         Depakote, etc. 

____ Steroids such as Prednisone /  

         Methylprednisolone, Glucosteroids,  

         Glucocorticoids, etc. 
 

        5.  If you are a FEMALE, are you pre or post-menopausal?    YES             NO  
 

        6. Have you had a bone density test (DXA)* in the last TWO years?   YES       NO 
 *This test confirms the severity of bone loss and risk of fracture. 
 
PROVIDER USE ONLY:    SCHEDULE               REVIEWED-APPT NOT NEEDED 

____Spinal Fracture ____Family history of bone disease 

____ Hip Fracture ____Recent or unexplained weight loss 

____ Any other fracture or broken bone related to an injury or fall 


