
 
 

 

Dr. Caillouette has been actively involved in the research and development of various devices 
and surgical techniques in the field of Adult Reconstruction since the onset of his career. 
 
He co-founded Advanced Osseous Technologies in 1989, a start up biotechnology company 
that developed an ultrasonic PMMA (cement) removal device that transformed revision total joint 
surgery. Five related patents were obtained in that process. The Ultradrive System is now a 
standard part of the surgeon's armamentarium in over 1000 joint replacement centers world wide.  
 
In 1995, Dr. Caillouette worked with a group of bioengineers from Johnson and Johnson and a 
team of surgeons at The University of Heidelberg, Germany to develop a new artificial hip system-
-the G2. US and International patents were obtained for this prosthesis and it continues to be used 
today. Johnson and Johnson subsequently acquired DePuy Orthopedics and now distributes the 
G2 system.  DePuy/Johnson and Johnson is the world’s largest orthopedic company. 
 
In 2000, Dr. Caillouette began working with DePuy/Johnson and Johnson on the research and 
development of a Computer Assisted Total Knee system, ultimately know as the Ci System. He 
was involved in both the software and instrument development of this system and subsequently 
has taught and continues to teach surgeons from around the world on the use of CAS, particularly 
in "Less Invasive" Knee Replacement.  
 
In 2004, Dr. Caillouette was asked to help in the design of a new version of the Corail 
Hip Prosthesis from France. He worked with a group of American surgeons and the Artro Group of 
surgeons in France on this design and the surgical technique protocol.  Following the introduction 
of this prosthesis, he has trained and continues to train surgeons in the US and Europe on the 
surgical technique, the design rationale, and the basic science associated with this prosthesis.  
 
Dr. Caillouette is currently involved in the design and development of new instrumentation for 
knee replacement surgery as well as surgical techniques for DePuy/Johnson and Johnson and 
continues to train surgeons in both hip and knee replacement techniques. In addition, Dr. 
Caillouette lectures frequently to Orthopedic Surgeons throughout the US and Europe and 
continues to participate in Clinical Trials and research in Adult Reconstructive Surgery. In addition 
to spending his entire career in an effort towards the advancement of the state of the art of of 
Adult Reconstructive Surgery, Dr. Caillouette maintains a very busy private practice in Newport 
Beach, California. 
 
Dr. Caillouette has received consulting fees for his implant, instrument and surgical technique 
design work over the past 20 years, but he does not receive any money for implants that he uses. 
 
To contact Dr. Caillouette’s office, call 949-722-7038. 
 
 

 



 Newport Orthopedic Institute
Your Doctor has requested that this form be completed. Please Print Please Print 

     

   

        

PATIENT INFORMATION
Name:
Address:

City,State,Zip:

Phone:
Phone:

Patient ID #:

Social Security #:
Marital Status: [  ]Married [  ]Single [  ]Divorced

Primary Physician:

[  ]M  [  ]F

[  ]Home [  ]Work [  ]Other
[  ]Home [  ]Work [  ]Other

Doctor:      James T. Caillouette, M.D.

Date of Birth:

Referring Physican:

Sex:

EMERGENCY CONTACTS

Employer:
Phone:

GUARANTOR

PRIMARY INSURANCE

Name:
Address:

City,State,Zip:

Employer:
Phone:
Phone:
Social Security #:
Date of Birth:

[  ]Same as Patient

[  ]Same as Patient  [  ]Same as Guarantor  [  ]Other
Insured Party:

Phone:

Insurance Carrier:
Relationship to Patient:

Insured ID / Cert. #:
Policy Group:
Date of Birth:

Social Security #:

SECONDARY INSURANCE
[  ]Same as Patient  [  ]Same as Guarantor  [  ]Other
Insured Party: Relationship to Patient:

Social Security #:
Insured ID / Cert. #:
Policy Group:
Date of Birth:

Phone:

Company:

I hereby authorize and consent to examination and treatment as deemed necessary by physicians of Newport Orthopedic Institute, A Medical Group, Inc.  
I authorize release of information to my insurance carrier should it be necessary.  The undersigned agrees to pay any costs incurred by Newport Orthopedic 
Institute, A Medical Group, Inc. in the collection of amounts due including, but not limited to, reasonable attorney's fees.

I hereby assign all medical and/or surgical benefits, including major medical benefits to which I am entitled, including Medicare, private insurance and 
other health plans to  Newport Orthopedic Institute, A Medical Group, Inc.  This assignment will remain in effect until revoked by me in writing.  A photocopy of 
this agreement is to be considered as valid as the original.  I further authorize the release if all information necessary to secure payment.

I understand and agree that payment by the responsible party will not be delayed or withheld because of any dispute between the responsible party and 
any insurance company, reimbursing agency, third party payer or because of pending legal claims.

Was this an injury?  ___Yes   ___No Date of Injury _____________________________
Where did injury occur?  Work_____     Auto______     Home______      School______     Other: (Specify)_______________________________

Relationship:
Street Address:

Date: ______________________      Responsible Party: ____________________________________________________________________________

    [  ] Huntington Beach     [  ] Newport Beach

Age:

Claims Address:

City,State,Zip:

Address:

City,State,Zip:

Name:
City,State,Zip:

Phone:

Email:

Referral Source:



Patient’s Name                                                                    Date  Reviewed:                                 Physician Initials ___________ 
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Patient Health History   
                Date:             /       /______                             

 
Name: ___________________________________________________________________ Date of Birth:  _____/___/_____Age: _____ 

LAST                         FIRST       MIDDLE INITIAL                      MAIDEN                       MONTH  DAY YEAR  

Sex:  F  M   Height:_______  Weight :_______  Primary Language: ________________Do you need an interpreter?  _____ 
      

Referred here by (check one)  Self   Family   Friend   Doctor   Other Health Professional  

Name of person making referral: _______________________________________________________________________________         

Primary Care Physician: ___________________________ Internist: _____________________ Cardiologist: ___________________  

Have you had a recent medical evaluation by one of these doctors?  _________ Name of Doctor: ____________________________ 
                                                                 
Past Medical History 

In the past 4 weeks, have you had a cough, cold, sore throat or bronchitis that required treatment? ____________ 
Do you now or have you ever had any of the following?  (if yes, check box) 
 □ Cancer     Type:_____________ □ Anemia  □ Jaundice  □ Epilepsy 
 □ Goiter    □ Emphysema  □ Pneumonia  □ Rheumatic fever 
 □ Cataracts   □ Heart Problems □ HIV/AIDS  □ Colitis 
 □ Nervous Breakdown  □ Leukemia  □ Glaucoma  □ Psoriasis 
 □ Bad Headaches  □ Diabetes  □ Asthma  □ Arthritis 

□ Kidney Disease  □ Stomach Ulcers □ Stroke   □ Childhood Arthritis  
□ High Blood Pressure  □ Gout   □ Tuberculosis 

 
List any other conditions you have had that are not already noted 
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________ 
 
 
Current Medications (List any medications you are taking.  Include such items as aspirin, vitamins, laxatives, calcium and other supplements) 
 

Drug Allergies:  Yes ________ No __________ To What? _______________________________________________________ 
Type of Reaction:________________________________________________________________________________________ 

 

 
Have you used blood thinners, such as Coumadin, Heparin, Aspirin, Ibuprofen, Alleve, or Plavix, with in the past 2 weeks? ___________ 
Have you ever taken steroids, such as Prednisone or Medrol, by mouth?  ____________ If yes, when and for how long? ____________ 
Do you take medication for Osteoporosis such as Fosamax, Actonel, or Boniva? _____________________________________________ 
Date of last EKG_____/_____/______ Date of last Blood draw _____/____/______  Date of last Chest X-ray ____/___/____ 
 

Name of Drug  Dose (include 
strength & 

number of pills 
per day)  

How long have 
you taken this 
medication? 

Please check:  Helped?  
 
 
  A Lot          Some        Not At All 

1.       
2.       
3.       
4.       
5.       
6.       

7.       
8.       
9.       
10.       



Patient’s Name                                                                    Date  Reviewed:                                 Physician Initials ___________ 
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List All Surgeries        Year  Reason 

1.  
  

2.  
  

3.  
  

4.  
  

5.  
  

 
Social and Family History 
 
Have you ever smoked?   □ Yes   □ No  Quantity/Amount:_____________  If quit, how long ago?  ________________________________ 
Do you drink alcohol?  □ Yes  □ No  number per week ___________   Has anyone ever told you to cut down on your drinking? □ Yes  □ No 
Do you use recreational drugs, such as marijuana, cocaine, meth?  □Yes   □No   If yes, please list_________________________________ 
 
Do you know of any blood relative who has or had any of the following? (check and indicate relationship) 
 
□ Cancer ____________ □ Heart Disease _____________ □ Rheumatoid Arthritis ____________□ Tuberculosis _________________ 
       Type____________ 
□ Leukemia __________ □ High Blood pressure ________ □ Osteoarthritis  _________________ □ Diabetes ____________________ 
□ Stroke _____________ □ Bleeding tendency __________ □ Asthma ______________________ □ Goiter ______________________ 
□ Colitis _____________ □ Alcoholism ________________ □ Psoriasis _____________________ □ Autoimmune Disease __________ 
 
SYSTEMS REVIEW  
        As you review the following list, please check any of those problems, which have significantly affected you. 
 
CONSTITUTIONAL  GASTROINTESTINAL  INTEGUMENTARY (SKIN AND/OR BREAST)  

 Recent weight gain   Nausea   Easy bruising  
amount ________   Vomiting of blood or coffee ground material  Redness  

 Recent weight loss   Stomach pain relieved by food or milk  Rash  
 amount _______   Blood in stools 

 
 Hives  

 Fatigue   Jaundice   Hair loss  
  Weakness   Persistent diarrhea   Tightness  

 Fever   Black stools  
 Heartburn 

 Nodules/bumps  
 Color changes of hands or feet in the cold 

Eyes 
□ Loss of Vision 

□ Increasing constipation NEUROLOGICAL SYSTEM 
Headaches 

□  Double or blurred Vision   Dizziness 

 Itching eyes GENITOURINARY  
 

 Night sweats 
EARS–NOSE–MOUTH–THROAT  
 Bleeding gums 

□ Difficult Urination 

□ Pain or burning on urination 

 Sensitivity or pain of hands and/or feet 
 Memory loss 

 Ringing in ears   Rash/ulcers  Fainting 
 Loss of hearing   Blood in urine   Muscle spasm 

  Nosebleeds  
 Runny nose  
 

 Pus in urine 
 Cloudy, “smoky” urine 

 Loss of consciousness  
HEMATOLOGIC/LYMPHATIC 
  Sores in mouth  Discharge from penis/vagina  □ Transfusion? When 

 Loss of taste 
Dryness of mouth 
 Frequent sore throats 

 Getting up at night to pass urine  
 Sexual difficulties 
 Vaginal dryness 

 Swollen glands 
 Tender glands 
 Anemia 

 Difficulty in swallowing   Bleeding tendency 
CARDIOVASCULAR 
 

RESPIRATORY  
 

 
 Pain in chest 
 Heart murmurs 

 Shortness of breath 
 Difficulty in breathing at night 

 
PSYCHIATRIC 

 Irregular heart beat  Wheezing (asthma) □ Excessive worries 
 Sudden changes in heart beat 
 High blood pressure 

 Swollen legs or feet 
 Cough 

 Easily losing temper  
□ Anxiety 

MUSCULOSKELETAL □ Coughing up blood  Depression  
 Morning stiffness Lasting how long? 
 

    Difficulty falling asleep 
 Joint pain 
 

     Difficulty staying asleep  
  Muscle weakness 

 Muscle tenderness 
    ENDOCRINE 

 Excessive thirst 
 Joint swelling  ALLERGIC/IMMUNOLOGIC 
     List joints affected in the last 6 mos.   Frequent sneezing 
      Increased susceptibility to infection 
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