


Orthopedic Surgery of Quincy, Inc.
909 Hancock Street, Quincy, MA 02170

Telephone 617-773-7457 Fax 617-773-0299

Patient Registration Form
Social Security Number: ___________________________ Age: _________________

Last Name: ________________________________________     First Name: _____________________________________ M: _______

Address: ______________________________________________________________________________________________________

City: ___________________________________________ State: _________________________ Zip Code: ______________________

Home Phone: _______________________________________ Work Phone: ______________________________________________

Patient Sex:______________ Date of Birth: ___________________ Employer: ___________________________________________

Provider: DiCecca/Heller/Rosen/Berkson           Primary Care Physician: ___________________________________________________
Please Circle

 Primary Insurance Name: _________________________________________________________________________________________

 Address: ______________________________________________________________________________________________________

City: ______________________________________________ State:__________________ Zip: ______________________________

 Subscriber: _____________________________________________________ Relationship to patient: __________________________

 Policy Number: __________________________________________________________ Group Number: ________________________

 Secondary Insurance Name: ______________________________________________________________________________________

Address: ______________________________________________________________________________________________________

City:______________________________________________________ State: _______________ Zip: _________________________

 Subscriber: ___________________________________________________ Relationship to patient: ____________________________

Policy Number: _____________________________________________________ Group Number: _____________________________

PLEASE GIVE THE RECEPTIONIST YOUR INSURANCE CARDS TO BE COPIED

[  ] WORKERS COMPENSATION-If this is a work related injury, you will be given another form to fill
out.

[  ] AUTO ACCIDENT-If this injury is related to an auto accident, you will be given another form to fill
out.

I authorize the release of all medical information necessary to process insurance claims for my services. I also authorize
payment of medical benefits directly to Orthopedic Surgery of Quincy, Inc.

Signature of Patient: __________________________________________ Date: __________________

IMPORTANT REFERRAL NOTICE: If you have insurance that requires referrals from your primary care physician
for services by a specialist, it is your responsibility to provide this office with a referral for all services. Even if worker's
compensation or other insurance is your primary insurance at the time of your office visit, you must obtain a referral
so that we may bill your health insurance carrier if your claims are denied by your primary insurance carrier. If you
do not have a proper referral, we have the right to refuse to see you today.



ORTHOPEDIC SURGERY OF QUINCY, INC.

Past Medical History

Name:___________________________________ Age:______ Today’s Date:____________

Primary Care Physician:______________________________ Height______ Weight_______

Do You Use or Require a Cane or Brace? (circle one)         Yes         No

Allergies (medications or dyes):
1. _________________________2. _______________________3. _______________________

Medications with doses:
1. __________________________________   2.___________________________________
3. __________________________________   4.___________________________________
5. __________________________________   6.___________________________________

Past Surgeries:
___________________________________________________________________________
___________________________________________________________________________

Have you had a problem with anesthesia?____  Explain:______________________________

Medical History: (check all that apply)
___Asthma    ___Seizures    ___Heart Attack
___AIDS    ___Diabetes    ___Abnormal EKG
___Alcoholism   ___Blood pressure problems  ___Cancer (type)
___Anemia    ___Ulcer/GERD/Hiatal hernia ___Hepatitis (type)
___Brain Tumor   ___Aneurysm    ___Osteoporosis
___Kidney Problems   ___Migraine    ___Lung Problems
___Thyroid    ___Gout    ___Prostate Problems
___Angina    ___Tuberculosis   ___Pneumonia

Last physical exam date:______________             Height________    Weight ________

Have you recently experienced any of the following?:
___Fever    ___Shortness of Breath  ___Loss of urine
___Blood in urine   ___Bloody bowel movement  ___Chest pain
___Abdominal pain   ___Muscle cramps   ___Bleeding tendency
___Nausea    ___Joint pain    ___Jaundice

Do you smoke tobacco?__________  If so, for how long?__________
Alcohol use? (circle one)      None         Socially        Heavily
What type of work to you do?____________________________________________________
If out of work, for how long and why?_____________________________________________
Please list family members who have had any of the following problems:
Cancer____________Stroke _____________Diabetes__________ Heart Disease___________

REVIEWED BY:  FGH   CAD   MR





Orthopedic Surgery of Quincy, Inc.
   909 Hancock Street Street, Quincy, MA. 02170
                                        Telephone 617-773-7457  -  Fax 617-773-0299

                                            PREGNANCY QUESTIONAIRE

THE FOLLOWING INFORMATION IS REQUIRED PRIOR TO ANY RADIOGRAPHIC
EXAMINATION FOR THE SAFETY OF THE PATIENT.

Patient Name: _____________________________Present Age: _____

Radiographic Procedure: ____________________________________

Date of Exam:  ___________   Last Menstrual Cycle: _______________

Pregnancy:                                            Yes_______            No_______

Confirmed through a physicians’ office:  Yes_______ No_______

If an x-ray is done in the second half of the menstrual cycle in women who are sexually
active, there is a chance of radiation exposure to the fetus.  If there is a possibility that
you could be pregnant, you may wish to reschedule your examination until after your
menstruation has commenced.

_________________________________   ________________
Patient Signature      Date

_________________________________   ________________
Imaging Personnel Signature     Date




