
      
 
 
PATIENT HISTORY QUESTIONAIRE  (Please Print) 
 
Name_________________________________________________Date____________________ 
Date of Birth__________________________________________  Age____________________ 
Height _______  Weight ________    Occupation  ____________________________________ 
Date of Injury, or when did you first notice the problem? _____________________________ 
Type of Injury/Illness? __________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________ 
Were you injured on the job?      YES                   NO 
Are you currently working?         YES                  NO 
What is your job description/duties?_______________________________________________ 
______________________________________________________________________________ 
History of present Illness/Injury (how did it happen?) 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
Have you had any previous treatment or tests for this problem?    YES            NO 
If yes, please list what tests or treatment performed __________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
Do you have any medical problems?       YES                  NO 
If yes, please list all medical problems______________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
Have you ever had surgery?         YES                        NO 
If yes, what type of surgery and when? _____________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
Do you take any medications?          YES                       NO 
If yes, please list all medications and dosages________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Are you allergic to any medications?          YES            NO 
If yes, please list all allergies and type of reaction ____________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
Do you smoke?                            YES              NO      If yes, how much? ___________________ 
Do you drink alcohol ?               YES              NO      If yes, how much? ___________________ 
Do you take any illicit drugs?    YES              NO 
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Patient 
Signature__________________________________________________________________________ 







 

 
If you don’t have medical insurance 
We request payment at the time of service or satisfactory payment arrangements made prior to service. 
 
If you are unable to pay for non-emergent services and do not have insurance, the service or treatment 
may be delayed until acceptable payment arrangements can be made. 
 
If you have any questions about your account balance, please call our billing office at  800 270 8917 
between the hours of 8:30 a.m. and 5:00 p.m., Monday through Friday. 
 
Anesthesia and Hospital Bills 
You may also receive separate bills from one or other physician’s offices. These bills may cover such 
expenses as physician services and/or professional interpretation of tests and X-rays. Questions 
concerning such bills should be directed to the office of the physician who sent the bill. 
 
Use of a Physician Assistant or Co-Surgeon 
As deemed necessary by your physician, a physician assistant or co-surgeon may be necessary to 
provide the highest level of care during a surgical procedure. For such circumstances, you may be 
required to provide a surgery deposit for this individual in addition to your physician. 
 
By signing this document you are stating that you have read the above material and understand the 
financial policy of the Orthopaedic Associates, L.L.P. 
 
 
______________________________________         ___________________ 
Patient/Guarantor Signature     Date 
 
 
 
Please sign below acknowledging receipt of our RED FLAG RULE POLICY. We ask that you take 
your time to read this new ruling from the Federal Government. 
 
 
 
______________________________________         ___________________ 
Patient/Guarantor Signature     Date 
 
 
 
 
 
 
 



 

 
NOTICE OF PRIVACY PRACTICES 

 
 
I have reviewed ORTHOPAEDIC ASSOCIATES, L.L.P.’s Notice of Privacy Practices, which 
explains how my medical information will be used and disclosed. 
 
 
Patient Signature____________________________________ Date__________________ 
 
 
 
I hereby give authorization to Orthopaedic Associates, L.L.P. to release any or all of my information 
regarding my medical records to a designation of my choice: 
 
 
Name:_________________________________ Relation to Patient:_________________ 
 
 
 
MEDICARE PATIENTS 
 
I hereby acknowledge that I am not a member of any Medicare HMO plan. 
 
 
 
Patient Signature____________________________________ Date__________________ 



BRADFORD A. URQUHART, M.D.
ALLEN R. CRISWELL, M.D.

GREGORY P. HARVEY, M.D.
ROSEMARY BUCKLE, M.D.

VIVEK P. KUSHWAHA, M.D.
ALAN J. RECHTER, M.D.

NAVIN SUBRAMANIAN, M.D.

KATHERINE HARRISON
ADMINISTRATOR

CONSENT FOR TREATMENT

This facility has on staff a physician in the deliver of medical (Orthopaedic)
care.

A physician assistant is not a doctor. A physician assistant is a graduate of a
certified training program and is licensed by state board. Under the supervi-
sion o a physician, a physician assistant can diagnose, treat and monitor com-
mon acute and chronic disease as well as provide health maintenance care.

“Supervision” does not require the constant physical presence of the Super-
vising physician, but rather overseeing the activities of an accepting respon-
sibility for the medical services provided.

A physician assistant may provide such medical services that are within
his/hers education, training and experience. The services may include:

A. Obtaining histories and performing physical exams
B. Ordering and/or performing diagnosis and therapeutic procedure
C. Formulating a working diagnosis
D. Developing and implementing a treatment plan
E. Monitoring the effectiveness of therapeutic interventions
F. Assisting at surgery
G. Offering counseling and education
H. Supplying sample medications and writing prescriptions (where al-

lowed by law)
L. Making appropriate referrals

I have read the above, and hereby consent to the services of a physicians as-
sistant for my health care needs.

I understand that at any time I can refuse to see the physicians assistant
and request to see a physician.

Name (please print) _________________________________________

Signed ___________________________________________ Date ________________



 
 
 
 
 

Patients receiving outside studies should allow 3-5 business days for results. If you 
have not received results after the fifth day, please call 281-829-2000 extension 206. 
 
Due to Worker Compensation guidelines, all worker comp. patients that have received 
outside studies will need to make a follow-up appointment to receive results. 
 
Please make sure we have two working telephone numbers where you can be easily 
reached. One of our staff will be getting in touch with you to go over the results. We 
will make three attempts to contact you. If we are unable to contact you after the third 
attempt, you will be required to schedule an appointment to receive your results.  
 
We sincerely thank you for choosing Orthopaedic Associates, L.L.P. for your 
orthopaedic needs. 
 

 
 
 
 
 
 ________________________________________ 
 Signature 
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CONSENT   FOR   INJECTIONS 
 

In the event that our orthopaedic surgeon recommends an injection, please sign below. 
 
 

I, ____________________________________ hereby authorize Orthopaedic Associates  
 
and Staff to perform an INJECTION  of my__________________________________. 
 
The charges associated with the injection procedure are listed as a single charge. The 
code number and charge associated with this were developed by Medicare guidelines and 
your insurance company, NOT by our office. Your explanation of benefits may describe 
it as a “surgery”, but in reality it is a non surgical treatment. Depending on your insurance 
benefits, this type of procedure may be  applied toward your deductible or co- insurance.  
 
 
 
Signed: ___________________________________________     Date: ______________ 
 
 
Print Name: _______________________________________ 

 




