Date Completed: / / Dr: Acct:
Name: (
LAST FIRST MIDDLE NICKNAME
Date of Birth: / / Sex: Birthplace:
Home Ph. #: ( ) Work Ph. #: ( ) Other Ph. #: ( )
Home Address:
(City) (State) (Zip)
How you heard about us:
Your Referring Your Family
Physician: Physician:
Phone:  ( ) - Phone:  ( ) -
Address: Address:
CHECK 1:
D SELF Name: Occupation:
] MOTHER: Employer:
(] FATHER: & Address:
CHECK 1: Work Ph. #: ( ) - Social Security Number - -
(] sPoUSE  Name: Occupation:
(] MOTHER: Employer:
(] FATHER: & Address:
Work Ph. #: ( ) - Social Security Number - -

NAME / PHONE / ADDRESS OF RELATIVE OR EMERGENCY CONTACT NOT LIVING WITH YOU:

INSURANCE INFORMATION: WORKER’S COMPENSATION / INDUSTRIAL INFORMATION:
#1 Ins. Injury Date:
ID #: Claim #:
Co-Pay &/0r . )
Group #: Deductible $ Carrier Name:
Relationship to Patient: Address:
#2 Ins.
ID #: Adjuster’s Name:
Co-Pay &/0r
Group #: Deductible $ Ph# ) - Ext.
Relationship to Patient: Fax # ( ) - Ext.
Employer

Additional / Other Information:

on Date of Injury:

110-7/01



~__—

SACRAMENTO KNEE
&
SPORTS MEDICINE

MEDICAL CORPORATION

2801 K Street, Suite 310
Sacramento, CA 95816

(916) 454-6677
Fax: (916) 733-8741

www.sacknee.com

DAVID B. COWARD, M.D.

Arthroscopic & Reconstructive
Surgery of the Knee

STEPHEN C. WEBER, M.D.
Arthroscopic & Reconstructive
Surgery of the Knee & Shoulder

MASOUD GHALAMBOR, M.D.
Arthroscopic & Reconstructive
Surgery of the Foot & Ankle

SOHEIL A. PAYVANDI, D.O.
Arthroscopic & Reconstructive
Surgery of the Hand,
Elbow & Wrist

JOHN P. MEEHAN, M.D.
Arthroscopic & Reconstructive
Surgery of the Knee ¢ Hip

DAVID W. WANG, M.D.
Arthroscopic & Reconstructive
Surgery of the Knee,
Shoulder & Elbow

THOMAS C. CARMODY, P.A.-C

SONDRA HAMELIN

Administrator

PATIENT NAME:

PATIENT AGREEMENT & RELEASE

I hereby assign all medical benefits to which I am entitled to the physicians of
Sacramento Knee & Sports Medicine Medical Corporation. This assignment will
remain in effect until revoked by me in writing. A photocopy of this assignment is
to be considered as valid as the original.

I understand my medical insurance will be billed as a courtesy, and I am financially
responsible for all charges not paid by my insurance. I understand that I am
financially responsible for claims that are denied or delayed in processing by my
insurance.

I agree that the charges shown on my statement are agreed to be correct unless
protested by me in writing within thirty (30) days of the billing date. I understand
that full payment is due upon receipt of billing statement unless credit
arrangements are agreed upon in writing.

I hereby authorize Sacramento Knee & Sports Medicine Medical Corporation to
release information that may be necessary to secure payment from my insurance.

DATE:

PRINTED NAME:

SIGNATURE:

IF PATIENT IS A MINOR,
RELATIONSHIP TO PATIENT:




SACRAMENTO KNEE & SPORTS MEDICINE
DR. GHALAMBOR DATE:

NAME: AGE:

Chief Complaint:

When did the problem start?

If you got injured, describe how?

What helps?

What makes it worse?

Trend: [ Getting Better O Getting Worse 01 No Change

What is your occupation? Foot Diagram
How does your foot/ankle problem limit you? Shade in the area of your
For work foot problem.
For leisure / Sports Number the area on a scale
of 1-10, with 10 being the
What type of shoes do you wear? most painful.
For work

For leisure / sports

List all non-surgical treatments (medication, orthotics, physical therapy, injections)

List any previous foot surgery. When and what type?

Do not write in this area: o j !
ROs / / C\Q




MEDICAL HISTORY

: Please circle any medical problems or symptoms you currently have:

Diabetes

Heart Disease
Rheumatoid Arthritis
Arthritis

Anemia

Stroke

Vascular Disease
Gout

Asthma

OTHER:

Cancer

High Blood Pressure
High Cholesterol
Stomach Ulcers
Foot Ulcers
Fibromyalgia
Pneumonia

Hepatitis, Liver problems
Infection — explain below

Unexplained Weight Loss Kidney / urinary problems
Fever / Chills Bleeding Tendencies
Eyes, Ears, Nose, Throat Blood Clots

Headaches Joint pain / instability
Chest Pain Numbness / Tingling
Shortness of breath Depression / Anxiety
Dizziness Skin Conditions
Heartburn Thyroid Problems

Bowel problems Hormone Replacement

Have you ever been seen by a cardiologist?
If yes, when and why?
Name and address of Cardiologist:

WEIGHT:

OYes ONo

Date of last EKG

LBS. OR

Kilograms HEIGHT:

MEDICATIONS - IF YOU NEED MORE SPACE, PLEASE LIST THEM ALL ON A SEPARATE SHEET

MEDICATION NAME

DOSAGE

HOW OFTEN REASON

4.

5.

ALLERGIES — Food or medicines you are allergic to:

Have you ever had any problems with anesthesia? If yes, please explain.

PREVIOUS SURGERIES and dates:

PREVIOUS HOSPITALIZATIONS and dates:

MARITAL STATUS: [Married [Single OSeparated [Divorced [COWidowed
How much do you smoke (per day)?

If previous smoker, when did you quit?

FAMILY HISTORY - Please indicate if your parents, siblings,
spouse or children have:

Diabetes
Cancer

Number of Children:

How long have you smoked?

How much alcohol do you drink (per week)?

OOYes [INo
OYes [INo

Death before age 50 (explain) OYes [INo
Rheumatoid and/or other arthritis [Yes [INo

Other:

ADDITIONAL INFORMATION:




