Fatient Information

Teday's Date: / / Birth Date / { Gender (O M [[] F Social Security: { !

First Name: ML Last Name

Marital Status: [7] Single ] Mamied [] Other Email Address:

Home Address, City ST Zip

Phone Numbers (home): - - {coll): - - (work): - -

I$ your injury due to a car accident or work related injury? [JYes [INo Do you have an attorney for your injury? | Yes [INo

1§ Vo % Y

e = T P

IFYES to the above questions, plcasc STOP and contact the FRONT OFFICE!
Messages can be left on: [] Home [7] Cell [] Wark

Empleyer / School Name or Afiliation:

[] Employed (7] Unemployed [ Disabled ] Retired [7] Student

May we leave message with family members? [ Yes CINo E*YES® Names
Emergency Contact Name: Relation to Patient:
Emergency Contact Phone: - -

Information below is collected pursuant to the requirements of the TN Dept. of Health in compliance with TN State Law,
(PLEASE ANSWER BOTH)

1. RACE: []Wnite [T Black/African American [ American Indtan or Alaska Native [ Asian or Pacific Islander [] Hispanic
[ Asian [T] Unknown Race
2. ETHNICITY: [[] Hispanic Origin  [] Not Hispanic Origin ] Unknown If of Hispanic Origin

Person responsiblc for the account: [JSELF
Name;
Relation to Patient:

SSN: ! i DOB: ! {
Address (if different from patient);
Guarantor- Employment Status: [ Employed [T FT Swdent [ 7]PT Student [ Seff Employed [ Retired
Guarantor's Emplayer Name; . Employer Phone: (Efiaisatm -

DO YOU HAVE INSURANCE?: [JYES []NO

Primary Insurance Co.: ___ Groupit: Policy:
Name of Insured: SSN: { . DOSB: SRR S
Relation o Patient; .
Secondary Insurance Co.: Group#: Policy#: o
Who referred you to our office: Primary Care Physiclan:
Phone: - -
Are you in Pain Management? [ ] YES [INC HYES Where?
Are you under the care of other physicians or specialists? [ YES O NO
PHARMACY NAME: City: _ST___Phone: - -
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Release Of Medical Inforrhation

NAME (Plcass print):

By Signing Below, | Authorize RiverRun HEALTH Sports + Ortho To Release My Medical And Billing Information To:

RELATIONSHIP NAME OF DESIGNATED PERSON

SPOUSE CJYES CINO

CHILDREN []YES CINO

IN-LAWS []YES [INO

CAREGIVERS []YES CINO

PARENTS OYes CINO

OTHERS

PATIENT SIGNATURE DATE / /
PARENT SIGNATURE DATE ! f

We ask that if you have any change in this request, that you please inform the receptionist.

RiverRun HEALTH Sports + Ortho may leave appointment information on my voicemail:

HOME Clyes [CINO

WORK [JYES [OINO

RELATIVE CJYES [JNO

PATIENT SIGNATURE DATE / /
I authorize the foliowing to pick up prescriptions, X-rays, elc,

RELATIONSHIP

SPOUSE [JYES [NO

RELATIVE [JYES [JNO

CAREGIVER [JYES [JNO

PATIENT SIGNATURE DATE ! !
! unp'd.:éstand that RiverRun HEALTH Sports + Ortho will ask for identification of the persan picking up patient medical information
or ucts
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Fatient Evaluation

Patient Name: DOB: ! ! Date:

Is this due to a non-work related injury? [(JYes ONe

If yes, when? where? what time?

Is this due to a work injury?[ |Yes [INo If yes, Date of Injury

Has this been reported to your employer? [JYes [CNe Are you still working? | ] Yes [|No
Problem being seen for today:

What symptoms are you aexperiencing?

CORight [JLeft

How long have you had this problem?

Have you experienced this probiem in the past? [ Yas [INc ffyes, please describe:

What makes your pain worse?

What makes your pain better?

Have seen another physician for this problem? [T Yes []No Please explain:

Have you had prior treatment for this problem? [ ] Yes [[INo Please explain:

Had any prior testing? (Picase chock) C1X-rays [JMRI [JCT Scan [JEMG [JDEXA (Bone scan)
If yas, Where? When?

On the illustration below, please use the following symbols to explain your symptoms:
AchingAA24  Shap<<<< Buming //{/ DullAche==== Numbness xxxx  Pins/Needles ** **
Pain Scale (Pleaso Check)
70 No pain

Ot

[J2

s

M4

15 Moderate Pain

Os

Oz

Os

s

[L110 Severe Pain

Height
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Medical Information |

Patient Name: X DOB: ! / Date: !

Height: Welght:

Current Medicatlons Including Prescriptions, Over the Counter Medications, Vitamins & Herbs

Name of Medication Strength Frequency Condition

Please list Allergies to Medications, Dyes, Latex or Metals AND Reactions ie: rash, hives,

Please list Surgeries with Dates AND any hospitalizations.

RiverRun
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Medical History

Patient Name: DOB: ! ! Date:___ [/ 1
REVIEW OF SYSTEMS: Have you recently experienced (Please Check):
Cardiovascular General/Constitutional Musculoskeletal Ophthalmology Respiratory
[7] Chest Psin ] Chiis [C] Pain in Joints [} Blumed Vigion (7] Ceugh
[ Dizziness [ Cough ] Swollen Joints [ Wears Glasses "] Pain with Inspiration
[J Fluid Aceumulation [ Cow [ Weaknoss L] Wears Contacts L] Shortness of Broatn
[ Fregular Heertboat L] Fatigue [] Leg Cramps Psychiatric at Rest
] Shortness of Breath 1 Fover [] Joint Stiffness 1 Amdety [ Sharinoss of Breath
] Palpitatiens __;f Headachg [0 Muscis Aches (] Depression lwm Exerfion
ENT L} Insomnia S _ Neurologic (] Sulcical Ideation [ Whaezing
1 Decreased Hearing o Swm.ﬁmn: V-eghl Gain [ Loss of Use of [ Claustrophabic Skin
] Difficulty Swaliowing 1 Significant Woight Loss Extremity [] Bipoiar Disorder [J Color Change
] Ringing in Ears Genitourinary ) Low Back Pain [] Ditficuly Sleeping 71 Paller
[] Wears Dentures "] Abgominal Pain [ Scizures [ Subsiance Abuse 7] Rash
] Blcod in Uring [ Tremors [C] Suicdal Thoughts
G[E]ﬁg::;:gzzwseao [ Difficulty Urinating [ Tigling™Numbness [ Mental or ] Wound
[J Abdominal Pain (] Painful Urination ] Balanca Difficulty Physical Abusa i
] Meusee [J Urinary Incontinence ] Gait Abnonmality
[ Heartbum Hematology E i'o# ::;:_Slrcngtn
[ Blood in Stoci [ Easy Brising Lokl
] Recant Transfusion
_] Prolonged Bleeding
] Anemia
PAST MEDICAL MHISTORY (Please Chack);
] Alzhaimer’s Disagse [ Cancer 0O Fibronyasigia ] Iritable Bowsl Disease [J PTSD
_1 Anemia Type [7] Gallblsdder Dispssa [[] Kidnay Digease ] Recurront UTI
[ Angina/Chesst Fain [} Cioling Dsardar ] GERD/AC Refux [_] Liver Dissase ] Rheurrasid
L] Anxicty [ COPDiEmphyserma O Gout O Lupus [ Secizure Disorder
O Asthma L] Crohn's Diseass (7] Hepatitis [T MiHeart Attack [7] Thyroid Disease
7] Atrizl Fibrillation T Cvastoks T D) Migraines [ Other:
[] Autoimmune Disorder [ ] Depression [] High Blood Pressure ] Ostooarthvilis
[ Biood Clots ] Diabetes [ High Cholesterol ] Ostecporosis
] BPH/Enlarged Prostate Type O HIv/aIDSs [ Parkinsan's Dissase .
Insulin Dependent_____ [ nsomnia [] Peptic Ulcer Disease

Any Medical Conditions not listed? C]Yes [INo Please list: _

Are you Pregnant or mursing? [ ] Yes [[INo If yes, dutails:

FAMILY HISTORY:
Please list diagnosed family health problems

Fathar [ClAive [JDecoased age __
Mather DlAve [ Deceased age
Sivlings How many brothers? — Sisters?
Children How many sons? _ — Daughters?

1724 Hamill Road, Suite 204, Hixson, TN 37343 | p: 423,877,
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Social History

Patient Name: DOB: ! { Date: !
Doyousmoke? ] No [INever [] Yes []Quit Age Starled s Year Stopped
How many packs per day? 1 E<igarette [ Vape ] Other

Alcohol Use? ] No [] Yes
Did you have a drink containing alcohel in the pastyear? [ |Yes [INo
If Yes: How often did you have a drink containing alcohol in the past year?
| [[] Never [7)Occasionally []Moderate
If Yes: How many drinks did you have on a typical day when you were drinking in the past year?
[ Never [] Occasionally [ Moderate
If Yes: How often did you have 6 or more drinks on one occasion in the past year?
[ Never [7]Occasionalty []Moderate
Previous drug abuse? ] Yae INo

if yes, list details

Employed?{ |Yes [ JNo  Please check: CIFul CPartTime []Retired [IDisabled [ Student
Occupation:

Job Duties:

Doyouuseassisﬁvodcvieec?DNoné Ccane [[]wWaiker [JCrutches [ Whealchar
Are you: [ Single [JMamed []Widowed [(]Dvorced [ Parner

Do you live alone? [CJYes [Ne If no, whe do you fve with?__

RiverRun
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Financial Policy

This is an agreement between AdvancedHEALTH, as creditor, and the Patient/Debtor named on this form and indicated by patient/
debtor signature below, '

In this agreement the wards “you”, *your” and “yours" mean Patient/Debdtor. The word “account” means the account that has
been established in your name to which the charges are made and payments credited. The words ‘we”, *us* and "our” refer to
AdvancedHEALTH. By executing this agreement, you are agreeing to pay for all services that are rendered.

Effective Date: once you have signed this agreement, you agree to all of the terms and conditions contained herein and the agreament
will be in full force and effect. A copy of your signed financial agreament will be provided to you.
Health Insurance- It is YOUR responsibllity to:
* Ensure we have been provided with the most current insurancs information relative to filing your claim including insurance card,
ID number, employer, birth date and patient address. This information will be located on our patient registration form.
* Ensure we are contracted with Your insurance camer to recaive maximum benefits.
* Pay your co-payment or patient portion at the time of service.

* Inform us of any insurance changes made after this signed agreement/date of service, Insurance carriors have specific tmely
guidelines and pre-authorization raquirements for certain services. If revised insurance information is nol provided 1o us within your
insurances' imely filing limits, you will be required to pay for services in full_ If pricr authorization we required for senices already
received and your claim is denied for lack of autherization, you will be required to pay for sarvices In full,

* Contact your insurance company if ne comespondence s recelved Dy you within 45 days of the date of servics.

Itis OUR responsibility to:

* Submit & claim to your health insurance camier based on the Information provided by the patient/debtor at the time of the service or as
updaled information is provided.

* Provide your health insurance carrier with information to determine benefits, This may include medical records andior a copy of your
insurance card.

We accept the following: CASH, CHECK, CREDIT CARD (Visa, MasterCard, Discover, ang American Express)
A twentyfive ($25.00) returned check fee will be assessed to the patient account per incident.

For convenience, payments may be made onling at www.epayitonline.com. To utilize this service yeu will need your aczount number,
access code, and Code 1D, This Information can be found on the patient statement you will receive reflecting your balance.

CONSENT TO CONTACT: | grant permission and consent to AdvancedHEALTH and
may include third party dabt collactors for past due obligations): (1) to contact me by
provided by me or another Person on my behalf; (2) to leave messages for me and i

s agents, assignees, and contractors (which
phone at any number associated with me, if
nclude in any such messages amounts owed by

provided herein or any refated

Patient and/or Deblor Signature: Date / /

1724 Hamill Road, Suite 204, Hixson, TN 37343 | p: 423.877.4705 | 1 423,877 9970 | RiverRunHEALTH com
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General Consent For Treatment

As the patient, you have the right to be informed about your conditions and the recommended surgical, medical,
or diagnostic procedure to be used so that you may make the decision whether or not to undergo any suggested
treatment or procedure after knowing the risks and hazards involved, At this point in your care, no specific
treatment plan has been recommended. This consent form Is simply an effort to obtain your permission to perform
the evaluation necessary to identify appropriate treatment and/or procedure for any identified condition(s).

| request and authorize medical care as my provider, his assistant or designees (collectively called “the providers”) may
deem necessary or advisable, This care may include, but is nol limited to. routine diagnostics, radiology and laboratary
procedures, administration of routine drugs, biological and other therapeutics, and routine medical and nursing care,

I authorize my provider(s) to perform other additional or extended services in emergency situations if it may be necessary
or advisable in order to preserve my life or health. | understand that my (the patient) care is directed by my provider(s)
and that other personnel render care and services to me (the patient) according to the provider(s) instructions,

I understand that | have the right and the opportunity to discuss alternative plans of treatment with my provider and to ask
and have answered to my satisfaction any questions or concerns.

In the event that a healthcare worker is expesed to my blood or bedily fluid in a way which may transmit HIV {human
immunodeficiency virus), hepatitis B virus or hepatitis C, | consent to the testing of my blood and/or bodily fluids for these
infections and the reporting of my test results to the healthcare worker who has been exposed. (initial)

I HAVE READ OR HAD READ TO ME AND FULLY UNDERSTAND THIS CONSENT; | HAVE HAD THE OPPORTUNITY
TO ASK QUESTIONS AND HAD THESE QUESTIONS ADDRESSED.

Name of Patient:

Signature of Patient: Date { /

] Consent of Legal Guardian, Patient Advocate or Nearest Relative if patient is unable to sign

_| Consent Caregiver if patient is unable to sign

Name of Legal Guardian, Patient Advocate. Nearest Relative or Other:

Relationship; -

Telephone:
Address:
Signature of the above: Date / / Time:
Signature of Witness: ___Date { /!
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