


 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:

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.       















PAGE ONE TO BE FILLED OUT BY PATIENT
                        

            
NAME:____________________ AGE:______  SEX: M/F  DATE:__/__/__   Refer MD:___________
               Occupation: __________

Affected Knee (please circle):    Right   Left  

Do you have pain?     Yes       No      If yes, for how long?:______ 
Did you have a specific injury?    Yes No      If yes, when? Date: _______ 
Have you had recurrent injuries?   Yes No      If yes, how many?:________
Did you injure your knee playing sports?  Yes  No      If yes,  sport?:____________
Does or has your given out?    Yes No      If yes, number of times:____
Please describe the injury and activity at the time of the original injury and currents symptoms: (use the 
back if necessary)
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Do you pain going up or down stairs, or squatting? Yes  No         Right   Left   

Do you have pain in the front of the knee?  Yes  No
Do you have pain on the inside of the knee?  Yes No
Do you have pain on the outside of the knee?  Yes  No   
Do you have pain in the back of the knee?  Yes No   
Does your knee feel stiff after sitting?   Yes  No
Does your knee lock?     Yes  No
Does your knee give out or feel unstable?  Yes No

What medications are you taking for your pain? ____________________________________________
Have you had any injections into your knee?  Yes No
Have you done physical therapy for your knee?         Yes No
Have you had knee surgery?    Yes No If  yes, please describe:
_____________________________________________________________________________________

Do you have any numbness or tingling?   Yes No      If yes, where:_____
Do you have a history of back surgery?  Yes No
Current Medications: (please supply list or write down)
______________________________________________________________________________
______________________________________________________________________________
Drug Allergies: _________________________________________________________________
Do you smoke?     Yes  No            Packs Per Day:____  Years:_____
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GENERAL APPEARENCE:
Orientation                                       Normal/ Altered
Affect       Pleasant / Hostile/ Depressed
Body Habitus/ Nutrition     Underweight/ Normal / Obese

KNEE EXAMINATION:
 VARUS VALGUS

Alignment                          RIGHT              10       8          6          4          2            0            2           4             6            8        10

                                           LEF                   10       8          6          4          2            0            2           4             6            8        10

Scars

 

 RIGHT LEFT  DEFERRED
Range of Motion     
Extension: ( “-” = hyper-extension) ____/ 0°   
 ____/ 0°   
Flexion:  ____/150°    ____/150° 

Effusion ____/ 0 cc ___/ 0 cc
Quadriceps Atrophy ____/ 0 % ___/ 0 %

Patellar 

PPT ____/ 0°
 _____/ 0°
MPG ____/ 1 ____/ 1
LPG ____/ 2 ____/ 2
Crepitation ____/ negative ____/ negative
Q angle ____/ < 5°  ____/ < 5°
MFT ____/ none ____/ none
LFT ____/ none ____/ none
Apprehension ____/ none ____/ none
RPCT ____/ negative ____/ negative

Stability            
                          ACL
                                     Lachman ____/negative ____/negative 
                                     Anterior Drawer -
                                                 neutral rotation  _____ ____
                                                 internal rotation _____ ____
                                                 external rotation _____ ____
                                    Pivot Shift
                                                 internal rotation _____ _____ 
                                                 exteranl rotation _____ ____                          
                           MCL  
                                       Valgus 0°  _____ _____ 
                                       Valgus 20° _____ _____
                          LCL
                                     Varus 0° _____ _____ 
                                     Varus 20° _____ _____ 
                           AMC
                                 AMRI _____ _____ 
                                                                              
                          PCL
                                    Posterior Drawer @ 30° _____ _____ 
                                    Posterior Drawer @ 90° Neutral _____ _____
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                                                                           Internal _____ _____ 
                                                                           External _____ _____
                           PLC  
                                   Dial 30° _____ _____ 
                                   Dial 90° _____ _____ 
                                   Reverse pivot _____ _____ 

Meniscal Exam - joint line tenderness 
                         AMM _____ _____
                          MMM _____ _____
                   PMM _____ _____

                          PLM _____ _____
                          MLM _____ _____
                          ALM _____ _____

                         McMurray’s _____ _____
                  Appley’s _____ _____
        

NEUROLOGICAL EXAM: 

Gait Normal, Antalgic, Bent knee Right/Left

Motor Examination: (5 = normal)
Quadriceps __/5  __/5
Gastroc Soleus __/5  __/5
Tibialis Anterior __/5  __/5

Deep Tendon Reflexes: (0 = normal) RIGHT LEFT
Quadriceps __/0  __/0
Gastroc Soleus __/0  __/0
Babinski  __/0  __/0
 + / - + / -
Sensory Light Touch    DEFERRED
L3, L4, L5  Intact/Impaired Intact/Impaired
  
Thoracic/Lumbar Spine    DEFERRED
Range of Motion Flexion                     ____/ 100%
Range of Motion Extension                     ____/ 100%
Scoliosis                     ____/ None

VASCULAR EXAM
Dosalis Pedis Pulse ___/4 ___/4
Posterior TibialisPulse ___/4 ___/4
Lymphedema + / - + / -

Hip Exam:                                             _____________________________    ________________________________

Xrays: (NOI, Hoag, NIC, elsewhere) 
Flexion Notch                                          _____________________________  ________________________________  
   
Lateral                                                     _____________________________   ________________________________  
              
Merchant                                                 _____________________________   ________________________________  

MRI: (NOI, Hoag, NIC, elswhere)         _____________________________   ________________________________
 
                                                                _____________________________   ________________________________
 
                                                                _____________________________   ________________________________
                      
DIAGNOSIS:                                   715.16  717.7 836.0  836.1  844.2                 715.16  717.7 836.0  836.1  844.2

TREATMENT:           PT        NSAID Rx /OTC        MRI             EMG/NCV         2ndOpinion      D/C   PRN   Surgery
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