
 
New Patient Packet 

Revised: January 2010 

Thank you for choosing Newport Orthopedic Institute.  Our office looks forward to serving you. 

Prior to your appointment 
 Please complete the attached New Patient paperwork. Be sure to read the Financial Policy and Notice of 

Privacy Practices prior to completing the acknowledgement. 

 You will receive an automated phone call the day before your appointment reminding you of your 

appointment time.  

 If for any reason you are unable to keep your confirmed appointment, please call our office to 

reschedule your visit to suit your needs. 

 Note our telephone hours are 8:00am – 5:00pm M-F, someone will be happy to assist you by calling 

(949) 722-7038 x 3508. 

The day of your appointment 
 There are additional steps to the registration process that must be completed at the office on your fist 

visit, so please be sure to arrive 30-minutes early with your completed paperwork so that you can make 

your appointment time. 

 Bring your insurance card(s) or a legible copy.  If for any reason you do not have a copy of your 

insurance card, please contact your insurance carrier prior to your arrival and have proof of eligibility 

faxed to (949) 630-4952. 

 Means for satisfying the co-payment required by your insurance company or un-met deductible. 

 

Thanks again for choosing Newport Orthopedic Institute! 

 



 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:      Steven C. Dennis, 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.       
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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 













NAME: DATE:

PLEASE FILL OUT THIS PAIN DIAGRAM TO THE BEST OF YOUR ABILITY. MARK THE 
AREAS ON YOUR BODY WHERE YOU HAVE PAIN, AREAS OF NUMBNESS OR TINGLING, 
OR ANY OTHER BOTHERSOME SENSATION. PLEASE INCLUDE ALL AFFECTED AREAS 

AS WELL AS THE RADIATION OF SYMPTOMS. USE THE APPROPRIATE SYMBOLS 
BELOW. PLEASE FILL OUT THE PAIN SCALE.

NUMBNESS:00000       PINS & NEEDLES:XXXXX PAIN  OR    ACHE:///// 

 
 
RIGHT NOW: 1 2 3 4 5 6 7 8 9 10

AT ITS WORST: 1 2 3 4 5 6 7 8 9 10

AT ITS BEST: 1 2 3 4 5 6 7 8 9 10



 

DR. STEVEN C. DENNIS - PATIENT INFORMATION 
HISTORY & PRESENT STATUS OF THE PAINFUL BACK AND NECK 

PATIENT NAME: ________________________ AGE: ________ DATE: ____________________  

CHIEF COMPLAINT: 

ONSET: Sudden_______  Gradual________  Date __________  Time of Day________________ 
Comments: _______________________________________________________________________ 

*CAUSE – injury, sickness, etc. 

**IMMEDIATE SYMPTOMS _________________________________________________  

COURSE: Detailed chronological study of symptoms & medical care & reaction to each procedure 
(hospitalizations/studies/surgeries): 

PAST RELEVANT HISTORY: Previous/Recent Attacks: 

 

PRESENT Pain 1 2 3 4
 Function 1 2 3 4

Occupation 1 2 3 4

PROG RESS Better, Worse, Stationary 
 

* Describe carefully just how forces of the accident affected the patient, how he was thrown, fell, 
landed, twists to the back or limes. Just mechanical factors (don’t include extraneous material as 
who was to blame). 
** How patient felt immediately – unconscious, how long: ache, severe pain, gradual increase, 
inability to walk or use certain joints, numbness and/or paralysis. 
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History and Present Status of the Painful Back and Neck 
Patient’s Name: ___________________________________________________________________  

RELATION TO ACTIVITY 
Position of greatest comfort? 

Does rest or activity relieve? 

My pain is (check appropriate response) BETTER WORSE NO DIFFERENT 

With cough or sneeze 
With straining 
Sitting in a straight chair Sitting in a 
soft easy chair Sitting for a long 
length of time Bending forward to 
brush your teeth 
Walking on a flat surface 
Walking up stairs 
Walking down stairs 
Walking a distance 
After walking, when bending forward 
Lying flat on stomach 
On side with knee(s) bent 
When bending 
When lifting 
When working overhead 
Lying on back 
Standing 

Walking – distance ______________ What happens? _____________________________________  

Do you exercise on a regular basis? YES_________  NO ___________________________________  

What time of day is your pain worse? ___________________________________________________  

Does the pain wake you from sleep? ___________________________________________________  

NEUROLOGICAL EFFECTS: 

% Pain: LBP _______  Legs: R _________  L________ /NECK _________  Arms: R ______L ____  

Radiation of Pain: Where? ____________________________  When? _______________________  

Areas of skin tingling, numbness, coldness ______________________________________________  

Muscle weakness? _________________________________________________________________
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History and Present Status of the Painful Back and Neck 
Patient’s Name: ___________________________________________________________________  

CHRONIC INFLAMMATORY FACTORS: 
Stiffness after rest: Getting out of bed________________________After sitting ________________  

Effect of change of weather___________________ Cold/damp weather ___________Hot________  

Effect of heat to part ________________________ Type of heat ____________________________  

Women/relation to menstrual periods __________________________________________________  

TB SYPHILLIS 
HEPATITIS/JAUNDICE GONORRHEA 
PNEUMONIA OTHER INFECTIONS 

CURRENT HISTORY 
Did you have to change jobs? Yes___ No ___ If Yes, to what? ______________________________  

Are you under any pressure at home? _______________________  At work?__________________  
If yes to the above – please rate: Mild Moderate __________Severe __________  

What can’t you do (that you want/would like to do), because of the pain you are experiencing? 

Current medications? ______________________________________________________________  

Other medications taken in the past ___________________________________________________  

What was the date of your last physical exam ___________________MD Name _______________  

Pelvic exam date ________________________  Rectal exam date __________________________  

HOSPITALIZATIONS 
Have you been in the hospital with other medical problems? ________________________________  

Number of times: _______________  Please describe: ___________________________________  

Have you ever had a transfusion before? Yes ________ No________________________________  
Number of times: _________________ Please describe:___________________________________  

 
Do you have an attorney assisting you? ________________________________________________  
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