
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. 



ORTHOPAEDIC ASSOCIATES OF CORPUS CHRISTI

NEW PATIENT INFORMATION (PLEASE PRINT)
PATIENT’S NAME

MAILING ADDRESS

PATIENT’S EMPLOYER

EMPLOYER’S STREET ADDRESS

SPOUSE’S NAME

SPOUSE’S EMPLOYER

EMPLOYER’S STREET ADDRESS

RELATIVE OR FRIEND (CIRCLE)

RELATIVE OR FRIEND (CIRCLE)

CITY, STATE AND ZIP CODE

OCCUPATION (INDICATE IF A STUDENT)

CITY AND STATE

SPOUSE’S SOCIAL SECURITY NO.

OCCUPATION (INDICATE IF A STUDENT)

CITY AND STATE

CITY AND STATE

CITY AND STATE

PERMANENT          TEMPORARY

TDL #DATE OF BIRTHAGEM OR FSOCIAL SECURITY NO.

ZIP CODE

(Area Code) HOME PHONE NO.

(Area Code) HOME PHONE NO.

(Area Code) HOME PHONE NO.

HOW LONG EMPLOYED(Area Code) BUSINESS PHONE

ZIP CODENO. OF CHILDREN AND AGES

SPOUSE’S DATE OF BIRTH

HOW LONG EMPLOYED(Area Code) BUSINESS PHONE NO.

ZIP CODE

ZIP CODE

PRIMARY INSURANCESECONDARY INSURANCE

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.

NAME OF INSURANCE COMPANY

ADDRESS TO MAIL CLAIMS

CITY AND STATE

NAME OF INSURED

GROUP NO.

POLICY NO.

MEDICARE (PLEASE GIVE NUMBER)

o
MEDICAID

o
INDUSTRIAL

o
ACCIDENT

o

WERE X-RAYS TAKEN OF THIS
INJURY OR PROBLEM?   o YES         o NO

HAVE YOU OR ANY MEMBER OF YOUR IMMEDIATE FAMILY BEEN TREATED BY OUR PHYSICIAN(S) BEFORE?

REFERRED BYSTREET ADDRESS, CITY, STATE AND ZIP CODE

WAS AN AUTOMOBILE INVOLVED?

o YES         o NO

WERE YOU INJURED ON THE JOB?

o YES         o NO

CASE NO.EFFECTIVE DATE

DATE OF INJURY

DATE OF ACCIDENT

INDUSTRIAL CLAIM NUMBER

NAME OF ATTORNEY

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

DATE X-RAYS TAKEN

WHEN

(Area Code) PHONE NO.

ATTORNEY CASE?

o YES         o NO

ZIP CODE(Area Code) BUSINESS PHONE

SOCIAL SECURITY NO.

NAME OF INSURANCE COMPANY

ADDRESS TO MAIL CLAIMS

CITY AND STATE

NAME OF INSURED

GROUP NO.

POLICY NO.

RAILROAD RETIREMENT (PLEASE GIVE NUMBER)

o

ZIP CODE(Area Code) BUSINESS PHONE

SOCIAL SECURITY NO.

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___________________________________________________________________

MEDICAL HISTORY

DATE:

Name and address of your regular physician ______________________________________________________________  .

_________________________________________________________________________________________________ .

Approximate date of last visit with your regular physician_____________________________________ .

Please list conditions for which you are now under treatment, or treat yourself. __________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

Medications you are presently taking including herbs, nutritional supplements and/or diet pills:

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

Do you smoke cigarettes or consume alcohol?  If so, how much: _____________________________________________________________

Allergies - Please list Medicine Allergies Other Allergies

____________________________________________________ _____________________________________________________

____________________________________________________ _____________________________________________________

____________________________________________________ _____________________________________________________

____________________________________________________ _____________________________________________________

Penicillin? __________ Kidney Dye? __________

If needed, will you accept a blood transfusion? __________      Blood Products? __________

Are you now, or have you in the past six months received any treatment from an alternative care provider (chiropractor, acupuncture, etc.).

If so, please list: ____________________________________________________________________________________________________

________________________________________________________________________________________________________________

PREVIOUS SURGERIES - ___________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

PREVIOUS HOSPITALIZATIONS, NON SURGICAL - Please list the reason for hospitalization and year.

____________________________________________________ _____________________________________________________

____________________________________________________ _____________________________________________________

____________________________________________________ _____________________________________________________

Diagnosis: ________________________________________________________________________________________________________

________________________________________________________________________________________________________________

(Area Code) CELL PHONE NO.





LISTOFMEDICATIONSFORPA11ENT:����������-��������� 

---·-

**List All medications: Also any 1-lerbal, Vitamins or Over the Counter Meds. 

DATE 

MEDICATION NAME DOSAGE FREQ. DOCTOR PRESCRIBED ROUTE INDICATION 

I 







 
 

           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 
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