
Last saved by jjacobsen 3/23/2010 2

PATIENT INFORMATION 
 
Patient Name:  ______________________________________________________________________________ 
                  Last          First     MI 

Street Address: ___________________________ City: ________________ State: __________ ZIP: _________ 
 
Home Phone: ______________________ Work Phone: _______________________    Sex:  Male / Female 
 
Date of Birth: _____/_____/_____  Marital Status:   �  Married     �  Single     �  Divorced    �  Widowed 
                                         Mo       Day         Yr                
Social Security Number: _______- ____ -__________ Email Address: ________________________________ 
     

Employed:  �  Yes   �  No Employer/School: __________________________________________________  
 
Referring physician:__________________________________________ Fax: __________________________ 
 
Primary Care/Treating Physician: _______________________________ Fax:___________________________ 
 
Attorney’s Name: ______________________________ Attorney’s Phone #: ____________________________ 
    
 

INSURANCE INFORMATION 
Primary Insurance: __________________________________________________________________________  
 
Policy Effective Date:   ____/____/____     ID #: _____________    Insurance Phone: _____________________ 
                                             Mo       Day         Yr                

Insurance Claims Address:____________________________________________________________________ 
 
Policyholder:  _____________________________________________________________________________ 
                  Last          First     MI 
Policyholder Address: __________________________ City: ______________ State: _______ ZIP: _________ 
 
Sex:  Male / Female  Date of Birth: _____/_____/_____ Employer: ________________________________  
 
Relationship to Patient: _______________________________ Social Security Number: _____-_____-_______ 
 
Secondary Insurance: _______________________________________________________________________ 
 
Policy Effective Date:   ____/____/____     ID #: _____________    Insurance Phone: ____________________ 
 
       
Was this injury a result of a Motor Vehicle Accident? �  Yes      �  No   If yes, please complete page four. 
 
Was this injury a result of an accident on the job?  �  Yes      �  No 
 
If this pertains to a work related injury, please complete the following: 
  
Claim #: ____________________________________    Date of Injury: ______________________________ 
 
Adjuster’s Name: ______________________________ Adjuster’s Phone #: __________________________ 

Office Use Only:   
Verified by: ______________________  
On: _______________________ 
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PATIENT / PROVIDER AGREEMENT 
 
Consent of Evaluation, Management, and Treatment.  I hereby give consent to the use of my protected 
health information (PHI) by the Spine and Orthopaedic Medical Center (SOMC) for purposes of evaluation, 
treatment, and routine operation of the health care practice by P. James Nugent, M.D., Richard H. Blanks, M.D., 
and Allied health associates (Physician’s Assistants, Nurse Practitioners, and Physical Therapists).  I understand 
that the risks and benefits for these services will be explained to me and that I will have the opportunity to ask 
questions. 
 
______________________________________________________ ______________________________ 
 Patient Signature          Date 

 
Request and Authorization for Release of Medical Records 
 
I hereby authorize SOMC to release my medical records and PHI to the following (i.e. Attorney, Employer, or 
other Physician, etc.): 
 
______________________________________________________ ______________________________ 
 (Person to receive medical records copies)        City 

______________________________________________________ ______________________________ 
 (Additional person to receive medical records copies)       City 

 
______________________________________________________ ______________________________ 
 Patient Signature          Date 
 
Beneficiary Authorization.  I authorize my insurance company to send payments of medical benefits directly 
to the Spine & Orthopaedic Medical Center, P. James Nugent, M.D., and/or Richard H. Blanks, M.D. 
 
______________________________________________________ ______________________________ 
 Patient Signature          Date 
 
Advanced Beneficiary Notice.  I have been notified that MediCare is likely to deny payment for: Reachers 
(E1399), Exercise equipment (A9300), Splints (A4570), Personal comfort items (A9190), Slings (A4565), 
Educational Materials, certain DME and Orthotics, and medically necessary and prescribed physical therapy 
services that may exceed the Medicare limits. I agree to be personally and fully responsible for payment for any 
services, product, equipment, or material that MediCare or other insurance carrier denies. 
 
______________________________________________________ ______________________________ 
 Patient Signature          Date 

 

 
Dispensing of Medication and Orthotics/Durable Medical Equipment (DME). I hereby acknowledge that I 
have the choice of obtaining medication and/or DME at this office or obtaining a prescription, which I can take 
to the pharmacy/DME store of my choice. 
 
______________________________________________________ ______________________________ 
 Patient Signature          Date 
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MOTOR VEHICLE ACCIDENT INFORMATION 

 
Please complete this page ONLY  if your injury was the result of a MOTOR VEHICLE ACCIDENT . 
 
Did your accident occur in the course of employment? �  Yes      �  No 
 
Date of accident: _____________________________ 
 
What was your position when the accident occurred? 
 
 �  Driver �  Passenger in back seat �  Passenger in front seat �  Pedestrian 
 
What was the year, make, and model of the automobile you were in? __________________________________ 
 
What was the estimated speed of your vehicle? ___________________________________________________ 
 
Were you wearing a seat belt / harness? _________________________________________________________ 
 
Were you struck: �  Head on �  From right side �  From left side �  From rear-end 
 
What was the estimated speed of the other vehicle(s)? ______________________________________________ 
 
What was the year, make, and model of the automobile that struck you? ________________________________ 
 
Did an airbag inflate in your position?  �  Yes      �  No 
 
Did you lose consciousness?   �  Yes      �  No 
 
Were you able to exit your vehicle without assistance? �  Yes      �  No 
 
Were you able to drive your vehicle after the accident? �  Yes      �  No 
 
What type of medical treatment did you have immediately after the accident?  (Check all that apply.) 
 �  Treated at accident site by emergency personnel 
 �  Taken by ambulance to emergency room 
 �  Sought treatment from my primary care physician some time later 
 �  Sought treatment at an Emergency Room some time later 
 
Did you sustain any other injuries from the accident? �  Yes      �  No 
If yes, please describe: _______________________________________________________________________ 
 
Were other individuals injured in this accident? �  Yes      �  No 
If yes, please describe: _______________________________________________________________________ 
 
What is the estimated monetary damage done to the vehicle you were in, (i.e. cost repair vehicle, or “totaled”)? 
$__________________________  
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HISTORY OF PRESENT INJURY OR ILLNESS 
Pain Diagram: Please draw what your pain feels like on the figures below, using the suggested patterns. 

  
When was your approximate date of injury? ______________________________________________________ 
 
How did your problem occur? _________________________________________________________________ 
 
Have you had a similar injury in the past?     �  Yes      �  No 
 
If yes, did this resolve completely?      �  Yes      �  No 
 
Are you presently working?        �  Yes      �  No 
 
Were you unable to return to work due to your injury?   �  Yes      �  No 
 
Is your pain worse with activity such as bending, walking, or lifting?  �  Yes      �  No 
 
How long were you off work due to your injury? _____ Weeks _____ Months  _______ Years 
 
What activities do you enjoy that you are unable to do, due to your present problem? (i.e., golfing, dancing, 
gardening, etc.) 

1. ____________________________________________________________________________________ 

2. ____________________________________________________________________________________ 

3. ____________________________________________________________________________________ 
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GENERAL MEDICAL HISTORY  

Please list any other health conditions you are currently being treated for (Depression, diabetes, hypertension, etc.): 
 
_____________________________       ___________________________________ __________________ 
 Condition     Health Care Provider     Present Status 
_____________________________       ___________________________________ __________________ 
 Condition       Health Care Provider     Present Status 

_____________________________       ___________________________________ __________________ 
 Condition     Health Care Provider     Present Status 

Do you smoke cigarettes, cigars, or pipes?   �  Yes      �  No If yes, how many per day? ________ 
Do you drink alcohol?     �  Yes      �  No If yes, how much per day? ________ 
Have you or anyone in your family ever had: 
Thrombophlebitis/ DVT (blood clots) in legs?  �  Yes      �  No If yes, describe: ________________ 
Have you ever had pulmonary embolus?   �  Yes      �  No If yes, describe: ________________ 
 
Please list all medications (including non-prescription) that you are currently taking: 
 
___________________________       ___________________________      ___________________________ 
  
___________________________       ___________________________      ___________________________ 

 
Please list all allergies that you currently have, and the reaction that occurs: 
Medication       Reaction 

_____________________________________________ __________________________________________ 
 
Please list any surgery you have had: 
 
______________________ _________________________ ___________________________ ______________ 
Surgery                                                       Surgeon                                                               Hospital                                                                     Date 

______________________ _________________________ ___________________________ ______________ 
Surgery                                                       Surgeon                                                               Hospital                                                                     Date 

______________________ _________________________ ___________________________ ______________ 
Surgery                                                       Surgeon                                                               Hospital                                                                     Date 

SYSTEMS REVIEW 
 
Have you lost weight in the past year?  �  Yes      �  No If yes, how many pounds? ________ 
Have you gained weight in the past year?  �  Yes      �  No If yes, how many pounds? ________ 
Would you accept a blood transfusion if needed?  �  Yes      �  No 
Do you have seizures?    �  Yes      �  No 
Do you have problems with shortness of breath? �  Yes      �  No 
Do you have problems with chest pain?  �  Yes      �  No 
Do you have ulcers?     �  Yes      �  No 
Do you have cancer?     �  Yes      �  No 
Have you ever had an infection?    �  Yes      �  No If yes, when? __________________ 
Please circle any of the following conditions that you may have: 
Cardiovascular:  Hypertension          Myocardial infarction     CAD        PVD  DVT  
Respiratory:    Asthma   Pulmonary embolus  COPD  
Gastrointestinal:    Ulcers    
Neurological:   CVA   Endocrine:   Diabetes 

PLACE THIS FORM ON TOP OF PACKET AND ATTACH ‘HEALTH HISTORY’ TAB 
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Please list any previous injuries. 
 
______________________________________ __________________________ __________________ 
 Injury       Date        Treatment 

______________________________________ __________________________ __________________ 
 Injury       Date        Treatment 

 
 
 

HISTORY OF PRESENT INJURY OR ILLNESS 
 
Please list any other health care provider you have seen for your present orthopaedic problem: 
 
______________________________________ __________________________ __________________ 
 Health Care Provider      Surgery       City 

______________________________________ __________________________ __________________ 
 Health Care Provider      Surgery       City 
______________________________________ __________________________ __________________ 
 Health Care Provider      Surgery       City 

 

Please check any test or study you have had so far for your present problem. 
 
Test   Date       Location 
�  X-Rays  ________________________________  _____________________________ 
�  CT Scan  ________________________________  _____________________________ 
�  Discogram  ________________________________  _____________________________ 
�  EMG  ________________________________  _____________________________ 
�  Bone Scan  ________________________________  _____________________________ 
�  MRI Scan  ________________________________  _____________________________ 
�  Myelogram  ________________________________  _____________________________ 
 
Please check any treatments you have had so far for your present problem. 
 
�  Anti-inflammatories  �  Hot Packs    �  Acupuncture 
�  Muscle relaxers   �  Ice     �  Local trigger point injections 
�  Pain Relievers   �  Electrical stimulation  �  Epidural injections 
�  Antidepression medication  �  Chiropractic manipulation  �  Facet injections 
�  Braces or corset   �  Gravity Inversion 
�  Physical therapy   �  Massage Therapy 
 
 
 
Which pharmacy would you like to use for prescription medications?   
 
Name (i.e. Walgreen’s):   ___________________________________ 
Location (i.e. First and Nees):  ___________________________________ 
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P. James Nugent, M.D. ��    Richard H. Blanks, M.D.    

 
   Laura Duncan, NP   �� Christine Helsby, NP ��� Russell Biggers, DPT 

  
 

8405 N. Fresno Street, Suite 110, Fresno, Californi a 93720-1537 Phone (559) 449-7645 Fax (559) 432-191 5 www. spineortho.com  

 
 

 
Acknowledgement of Receipt of HIPAA Notice of Privacy Practices 

 
 

After careful review, please acknowledge your receipt of our policy by signing below. 
 
I have received a copy of the privacy practices, and understand my rights under HIPAA as outlined in the 
notice. I am fully aware of, and agree to how my protected information will be used by the practice.   
 

 
 
Patient’s complete legal name: _____________________________________________________  
                                                                                         Please print 
 
 
Patients SSN: ______________________________    Patients DOB: _______________________ 
 
 
 
Signature: _______________________________________ Date: _______________________ 

                      Patient or legally authorized representative 
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P. James Nugent, M.D. ��    Richard H. Blanks, M.D.    

 
Laura J. Duncan, NP   ��������  Christine M. Helsby, NP   ��� �     �Russell S. Biggers, DPT 

  
 

8405 N. Fresno Street, Suite 110, Fresno, Californi a 93720-1537 Phone (559) 449-7645 Fax (559) 432-191 5 www. spineortho.com 

 
Notice of Privacy Practices 

 
It is the policy and ethical responsibility of the Spine and Orthopaedic Medical Center and its staff to comply with all 
applicable state and federal laws regarding patient confidentiality, including but not limited to, the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA). In accordance with the HIPAA laws, our facility is constantly 
making efforts to protect the privacy rights and identifiable health information that is obtained during treatment. We 
do not share private medical records and/or confidential health information with any unauthorized party. We must 
have a written authorization signed by the patient or authorized representative in order to release copies of medical 
records, except in the cases described below. In all cases, only the minimum amount of information necessary to 
perform the service may be released. 
 

Use of Protected Health Information 
      We may share your health information with: 

· Other necessary medical providers who are involved in coordination of your care, to ensure appropriate 
treatment, to refer you for treatment, or consultation with another provider. 

· A clearinghouse, your insurance carrier, and other organizations that are responsible for the reimbursement of 
your healthcare. 

· An investigator or lawyer in legal cases when required by state law, such as with a valid court order or 
subpoena.  

      We may use your health information to: 
· Verify your eligibility and medical benefits. 
· To request authorization to provide medically necessary services.  
· Bill, collect, or appeal reimbursement for medical services. 
· Monitor the quality of care you receive, such as in state audits to ensure statues are being followed. 

 
Patient Rights 

You have the right to: 
· Receive a list of persons or organizations to which we released your information. 
· Request limits on how your information is used or disclosed; however, we are not required to agree to those 

limits. 
· Ask us to contact you in writing only, at a different address, post office box, or by telephone only; however, 

we will only accept reasonable requests that do not interfere with your safety. 
· Inspect and copy your medical records, for a reasonable fee. We may keep you from seeing a portion of your 

records when allowed by law.  
· Request an amendment for incorrect or incomplete information in your medical record. We may decline to 

revise the information, if the request is inappropriate. 
· Revoke your written permission for release of your protected information. 
· Receive a hardcopy of this privacy notice.  
· File a formal complaint regarding the privacy practices of a covered health plan or provider. Such complaints 

can be made directly to the covered provider or health plan or to HHS' Office for Civil Rights. 

PATIENT TO RETAIN THIS PAGE 
 


