
SOUTH TEXAS BONE & JOINT 
NEW PATIENT INFORMATION (Please print)                MINOR                                                                   Date: 

Mailing Address                      Permanent          Temporary 
 

City, State, Zip  (Area Code) Cell Phone No. (Area Code) Home Phone No. 

Lives with:     Mother       Father       Both       Other 
 

 Occupation (indicate if a student)  How Long Employed Sports: 

Parent Responsible for Insurance 
 

Mailing address 
 

(Area Code) Home Phone No. 

Parent’s Social Security No. City, State, Zip Parent’s Date of Birth 

Parent’s Employer 
 

Occupation (indicate if a student) How Long Employed (Area Code) Business Phone 

Employer’s Street Address 
 

City and State Zip Code 

Email address: Preferred Pharmacy Name & Location 

Relative or Friend (circle) 
 

City and State Zip Code (Area Code) Home Phone No. 

 
PRIMARY INSURANCE                                                           SECONDARY INSURANCE 
Name of Insurance Company                           Address                                                                                                                                                   
 

Name of Insurance Company                           Address                                                                                                       
 

Accident 
□ 

Was An Automobile Involved? 
□ Yes                □  No 
 

Date of Accident Attorney Case? 
□ Yes                □  No 
 

Name of Attorney 

Were X-Rays Taken of  This  
Injury or 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? 
 

When 

Referred  By 
 

Street Address, City, State and Zip Code (Area Code) Phone No. 

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         

                                                                         
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 Me Or My Dependents.  I understand that I am 
Responsible For Any Amount Not Covered By Insurance. 

 
                                                                                                                                                                  

Signature______________________________________________________________    
 

MEDICAL HISTORY 
 

Name and Phone number of your regular physician: __________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
Approximate date of last visit with your regular physician: ____________________________________________________________ 
 
Please list all conditions for which you are now under treatment, or treat yourself: __________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
Do you smoke cigarettes:  Yes / No    If so, how much: _______________________________________________________________ 
 
Do you consume alcohol:  Yes / No    Beer, wine, whiskey, other (how much): ____________________________________________ 

Patient’s Name 
 

TDL# Date of Birth Age: M or F Social Security No. 





MEDICAL HISTORY (continued) 

1St e tea 1ons - me u mg nu nt10na suppi ements, an L. M d. f . I d. d d. ·n (If Jet p1 s. more t an ten, use me tea ton ts h d. f r t) 
Medication Name Dosage Prescriber Reason for Medication 

Medication Allergies- Please list allergies (include penicillin, or kidney dye) Other Allergies 

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 the hospitalization and the year: 

Diagnosis: 



Heart disease 

High blood pressure 

Asthma or pulmonary disease 

Diabetes 

Ulcer or stomach disease 

Bowel disease 

Kidney disease 

Liver disease 

Anemia or other blood disease 

Overweight 

Cancer 

Depression 

Osteoarthritis, degenerative 

Arthritis 

Rheumatoid arthritis 

Back pain 

Lyme disease 

Other medical problem 

Circle yes or no: 

Do you have sleep apnea: 
Are you treated for it? 
Do you use CP AP? 
Do you wake gasping for air? 

Do you have 
the problem? 

Yes 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

D 

0 

0 

Yes 
Yes 
Yes 
Yes 

No 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

No 
No 
No 
No 

How much school have you completed? 

Do you receive Does it limit 
treatment for it? your actil'ities? 

Yes No Yes No 

0 0 0 0 

0 0 0 0 

0 0 0 0 

0 0 0 0 

0 0 0 0 

0 0 0 0 

0 0 0 0 

0 0 0 0 

0 0 0 0 

0 0 0 0 

0 0 0 0 

0 0 0 0 

0 0 0 0 

0 D 0 D 

0 0 0 0 

0 0 0 0 

0 Less than high school D Graduated from high school D Some college 

0 Graduated from college D Postgraduate school or degree 

1. Activity level 

0 Are you a high competitive sports person? 

0 Are you well-trained and frequently sporting? 

D Sporting sometimes 

0 Non-sporting 

Do you smoke cigarettes? 

; I Yes 

; I No, I quit more than six months ago. 

� I No, I have never smoked. 

Your height feet inches. 
------- -------

Your weight: _______ _ 



South Texas Bone & Joint 

DATE: NAME: ------------------------------------

DALLAS PAIN ASSESSMENT DRAWING 
DRAW HTE LOCATION OF YOUR PAIN ON THE BODY OUTLINE 

ACHE 
AAAA 
AAAA 

BURNING NUMBNESS 
=;=� 0000 
=-=r= 0000 

FRONT __ 

RIGHT 

PINS AND NEEDLES 

LEFT 

STABBING 

IIIII 
IIIII 

LEFT 

OTHER 
XXX 
XXX 

IF YOU HAVE BACK AND LEG PAIN. CIRCLErTHE NUMBER THAT BEST DESCRIBES HOW YOU 
FEEL MOST OF THE TIME. 

1. All BACK PAIN AND NO LEG PAIN. 
2. MOSTLY BACK PAIN & A LITTLE LEG PAIN. 

. . -- -
3. HALF BACK PAIN & HALF LEG P.AIN. 
4. A L I TTLE BACK PAIN & MOSTLY LEG PAIN. 
5. NO BACK PAIN . All LEG PAIN. 

RIGHT 



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 

I understand and have been provided with a Notice of Information 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, if I 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 terms of this consent. 

Patient's Signature 

Date 

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

[ ] Consent refused by patient, and treatment refused as permitted. 
[ ] 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 


