
 
 

 
     PATIENT NAME:____________________________________________________ TODAY’S DATE_______________________________________ 

     Height:________________________          Weight____________________           Patient’s birth date_____________________________________ 

     Right handed ___________________          Left handed ________________           Referring Physician_____________________________________ 

     CHIEF COMPLAINT & HISTORY OF PRESENT ILLNESS:_______________________________________________________________________  

     __________________________________________________________________________________________________________________________ 
     Is the injury work related?  ____Yes         ____ No         If yes, was injury reported to your employer?       ___Yes     ___No 
     Have you been off work?  ____Yes    ____ No         If yes, list date(s):______________________________________________ 
     Have you returned to work?  ____Yes     ____ No         If yes, list date:________________________________________________ 
     Describe your job:  _________________________________________________________________________________________________________ 
     Have you previously had this condition?     ___ Yes       ___No    If yes, when?_____________________________________________ 
     Have you had previous treatment for this condition?   ___ Yes        ___No     If yes, when?_____________________________________________ 
 
     Marital Status: . . . . . . . . . . . . . . . . . .   ___ Single          ___ Married             ___ Divorced  ___ Widowed 
     Use of alcohol:. . . . . . . . . . . . . . . . . .  ___ Never ___ Rarely ___  Moderate  ___ Daily  
     Use of tobacco:. . . . . . . . . . . . . . . . . .  ___ Never ___ Previously, but quit    ___ Current packs per day 
     Use of non-prescription drugs: . . . . .   ___ Never Type / Frequency:_________________________________________ 
 

YES  NO PLEASE LIST DETAILS          
       Do you have any allergies? If yes, to what?. . . .  ___     ___ ____________________________________________________________ 
       Have you ever had a reaction to  
       a drug or medicine? If yes, please list. . . . .           ___ ___ ____________________________________________________________ 

 
PERSONAL MEDICAL HISTORY         FAMILY MEDICAL HISTORY 
Have YOU been treated or diagnosed ever        Has any family member (living or dead)  

        For any of the following?                         had a history of?    
YES NO LIST YOUR MEDICATIONS  YES  NO 

Alcoholism . . . . . . . . . . . . . . . . . . . . . . . . ___ ___ __________________________  ___  ___  
Angina . . . . . . . . . . . . . . . . . . . . . . . . . . . ___ ___ __________________________  ___  ___ 
Asthma . . . . . . . . . . . . . . . . . . . . . . . . . . . ___ ___ __________________________  ___  ___ 
Bleeding tendency. . . . . . . . . . . . . . . . . .  ___ ___ __________________________  ___  ___ 
Cancer. . . . . . . . . . . . . . . . . . . . . . . . . . . ___ ___ __________________________  ___  ___ 
Cerebrovascular accident (Stroke). . . . . . ___ ___ __________________________  ___  ___ 
Coronary artery disease . . . . . . . . . . . . .  ___ ___ __________________________  ___  ___ 
Diabetes. . . . . . . . . . . . . . . . . . . . . . . . .     ___ ___ __________________________  ___  ___ 
Epilepsy  . . . . . . . . . . . . . . . . . . . . . . . . . ___ ___ __________________________  ___  ___ 
Gastroesophageal reflux disease (GERD) ___ ___ __________________________  ___  ___ 
Heart attack. . . . . . . . . . . . . . . . . . . . . . . . ___ ___ __________________________  ___  ___ 
Hepatitis. . . . . . . . . . . . . . . . . . . . . . . . . . ___ ___ __________________________  ___  ___ 
High cholesterol. . . . . . . . . . . . . . . . . . . . ___ ___ __________________________  ___  ___ 
HIV / AIDS . . . . . . . . . . . . . . . . . . . . . . .  ___ ___ __________________________  ___  ___ 
Hypertension. . . . . . . . . . . . . . . .  . . . . . .  ___ ___ __________________________  ___  ___ 
Pneumonia . . . . . . . . . . . . . . . . . . . . . . . . ___ ___ __________________________  ___  ___ 
Seizures . . . . . . . . . . . . . . . . . . . . . . . . . . ___ ___ __________________________  ___  ___ 
Thrombophlebitis or blood clots. . . . . . . .  ___ ___ __________________________  ___  ___ 
Tuberculosis. . . . . . . . . . . . . . . . . . . . . . .  ___ ___ __________________________  ___  ___ 
Ulcers. . . . . . . . . . . . . . . . . . . . . . . . . . . . ___ ___ __________________________  ___  ___ 
Other medical condition(s). . . . . . . . . . . . ___ ___ __________________________  ___  ___ 

   __________________________  ___  ___ 
Have you had previous surgery?. . . . . . .    .  .  ___ ___ __________________________ 

If yes, when and what?     __________________________ 
Have you been hospitalized for any  
condition other than surgery? If yes, for what? ___ ___ __________________________ 
 
Patient signature:________________________________________________________  ___Check if current list of medications provided



 
 

 

           YES NO               YES NO 

 CONSTITUTIONAL SYSTEMS      MUSCULOSKELETAL     

Good general health lately      Joint stiffness, swelling or pain     

Recent weight change                   Weakness of muscles or joints     

Fever        Muscle pain or cramps      

Tired        Back pain       

Headaches       

 

CARDIOVASCULAR      INTEGUMENTARY (SKIN) 

Heart trouble       Rash or itching       

Chest pain or angina      Change in skin color      

Palpitation        Varicose veins       

Shortness of breath      

Swelling of feet, ankles or hands                 ENDOCRINE 

Muscle discomfort while walking     Glandular or hormone problem     

 Thyroid disease      

 NEUROLOGICAL       Excessive thirst or urination     

 Light headed or dizzy      Heat or cold intolerance     

 Numbness or tingling sensations                     

 Paralysis       HEMATOLOGIC/LYMPHATIC  

 Head injury      Slow to heal after cuts      

         Anemia        

                  

  GASTROINTESTINAL     RESPIRATORY     

  Loss of appetite                  Chronic or frequent coughs     

  Nausea or vomiting                 Spitting up blood       

   Rectal bleeding or blood in stool                Asthma or wheezing      

   Abdominal pain or heartburn             

                 

               

 

 

 
Physician signature_________________________________________________________________________________________________ 

 
 



 
 

PATIENT INFORMATION: 
   

Patient Name:___________________________________________________________________________ 
                                                                                 First                                              Middle                                      Last 

 
Address:_________________________________________________City:________________________________ 
 
State:_________________Zip:___________Home Phone:______________Cell Phone:_______________ 
 

  Birthdate:____________________ Age: _______________  Marital Status: S   M   W   D 
 

  Social Security #:_________________   Sex: M F  Referring Physician: _________________________ 
  

  Emergency contact :___________________ Phone:______________Relationship to patient_____________ 
 
RESPONSIBLE PARTY INFO: (guarantor for billing purposes if other than patient) 
 

            Name:________________________________________________________________________________________ 
                                                                              First                                             Middle                           Last  
 
                     Address:____________________________________________City:_______________________________ 
   

 State:________________Zip:_____________Phone:____________Relationship to patient:____________ 
 

EMPLOYER INFORMATION: 
 
Employer Name:____________________________________Occupation:__________________________ 
 
Address:_______________________________________________________ City:____________________________________ 
 
State:_________________Zip:_____________Work phone:_____________________________________ 

                      
                     If injury, is it work related?  Yes  No Date of Injury:__________________________  
                     Is this a personal injury?              Yes  No      
                    Name and phone number of attorney: _______________________________________________________ 

 
HEALTH INSURANCE INFO: Copy of your insurance cards will be made during the registration process__ 
 
          Primary Ins. Co. Name:__________________________________________________________________ 

            
                            Subscriber name:____________________________DOB::__________SS#_________________________ 

 
Subscriber employer:________________________Subscriber relationship to patient:_________________ 

 
Secondary Ins. Co. Name:______________________________________________________________________________ 
 
Subscriber name:______________________________ DOB:_____________SS#___________________________ 
 
Subscriber employer:________________________Subscriber relationship to patient__________________   

 
 
Signature of patient or parent/legal guardian:  
 
 
SIGNATURE:___________________________________________________DATE:___________________________ 
                                                                                                                                                   Month/   Date/   Year 
 
 



 
 
 

Chicago Orthopaedics and Sports Medicine 
3000 North Halsted, Suite 525 

Chicago, Il 60657 
 
 
 
CONSENT FOR TREATMENT 
 
I acknowledge and understand that in presenting myself for medical care and treatment at Chicago Orthopaedics and Sports Medicine (COSM) 
that I authorize and consent to the administration and performance of any tests, examinations, treatments, or physical therapy, which may be 
ordered by the physician and/or designated assistant and carried out by COSM staff.   I understand that this consent will remain in effect until I 
choose to revoke it in writing. 
Minors must be accompanied by a parent or legal guardian in order to obtain medical services. 
 
Patient signature___________________________________Date_____________________________ 
 
Chicago Orthopaedics and Sports Medicine Financial Policy 
 
ASSIGNMENT OF BENEFITS & AUTHORIZATION TO RELEASE INFORMATION 
 
In consideration of any services rendered to me by Chicago Orthopaedics and Sports Medicine,  I hereby authorize and assign  any and all 
reimbursement pertaining to said services to be made on my behalf and paid directly to COSM.  If my insurance benefits are provided to me 
through Medicare,  I hereby authorize and assign any and all reimbursement made under my Medicare plan which pertain to any services 
provided to me by COSM to be paid directly to Chicago Orthopaedics and Sports Medicine on my behalf. 
 
I authorize Chicago Orthopaedics and Sports Medicine to release and disclose any medical information about me that pertains to any and all 
medical care, tests, treatment, or advice that was rendered to me by physicians and/or staff at Chicago Orthopaedics and Sports Medicine to 
insurance companies, third party payers, authorized agents, claims review organizations, and/or Medicare in order to process a claim and/or 
payment on my behalf. 
 
 
 
 
PAYMENT AGREEMENT 
 
I understand that providing I present a valid and current insurance card prior to services being rendered, COSM will file a claim to my 
insurance company but that does not guarantee payment which ultimately I am responsible for.  I hereby accept and assume financial 
responsibility for any covered or non-covered services not paid by my insurance company.  I am responsible for providing any referral required 
by my insurance company prior to services rendered to me and will be responsible for any services that are unpaid as a result of not providing 
COSM with a valid referral.  If there are any questions, problems, or delays regarding my coverage &/or benefits, I understand that it is my 
responsibility to resolve these issues with my insurance carrier and the COSM billing office. 
Deductibles, copayments, and payment for non-covered services will be due at time of service. 
Self-pay patients will be expected to pay for their services in full at the time of the visit unless a prior alternate financial arrangement has been 
made with a COSM authority. 
 
Patient signature______________________________________Date_____________________________ 
 
 
 
 
**For patients provided with Durable Medical Equipment a copy of the supplier standards is available on request** 
**For your information, the health care professionals in this practice are financially integrated.  If you are referred to a healthcare 
professional in this practice for physical therapy services, please note that you may request & receive a referral for these services outside or 
independent of this practice. 
 
 
 


