Thunder Basin Orthopaedics and Sports Medicine

Mark Murphy, MD * Joseph Allegretto, MD
Robert J. Woodruff, MD * Tristyn Richendifer, PA-C

Today’s Date:
Patient’s Legal Name: Date of Birth:

Name you prefer to be called or nick name:

O No known allergies or drug allergies (please check when none are known)

Allergies: Type of Reaction: (i.e. hives, nausea) |
|
|
|

***Do you have a Latex allergy? O YES O NO

Why are you seeing the doctor today? O Left O Right O Both (body part)

Is this visit for an injury? [ Yes OONo DATE of Injury: Time of Day: am pm

Where were you when the injury occurred?

How did the injury occur? (Please be as specific as possible.)

Current problem is the result of a(n): (Check all that apply)

L] Car Accident 00 *Work Accident (I Accident U Other

*If a result of a work accident, have you filed a claim with Workers’ Comp? [OYes [ No

*Out of state Workers’ Compensation patients will be responsible for any remaining balance not covered by their Workers’ Comp.

If you are claiming Workers’ Comp for Wyoming or any other state, please initial that you understand the above statement.

Brief description of the symptoms you are experiencing (i.e. pain, popping, swelling)

Primary Care Physician Pharmacy

Current Medications: (Please include Herbal Supplements and Vitamins)

Medications: Dose: How Long? Side Effects:
Have you ever had general anesthesia? O YES O NO

Have you ever had problems with general anesthesia? O YES 1 NO (Describe):
Any personal or family history of malignant hyperthermia? 0 YES LI NO

For Office Use Only

Height Weight Date




Thunder Basin Orthopaedics
Mark Murphy, MD * Joseph Allegretto, MD
Robert Woodruff, MD * Tristyn Richendifer, PA-C

~ Patient Information and Consent ~

Please complete this entire form and present your insurance card when reqistering.

Last Name First Name MI
Mailing Address City State Zip
Physical Address City State Zip
Phone: Cell DOB Age Sex

Marital Status Social Security Number Student O Yes [ONo

How did you hear about us?

Referred by

Emergency contact not living with you Phone

Patient’s Employer

Employer O Full Time O Part Time

Occupation

Address

City State Zip Phone

Guarantor Information—Person Responsible for Medical Expenses

Name Relationship

Social Security Number Date of Birth Phone

Mailing Address:

City State Zip Phone

Employer O Full ime O Part Time

Employer Phone

Primary Insurance
Company
Address: City

State Zip

Phone Group #

Policy #
DOB

Policy Holder

Other Insurance

Company

Address:

City

State Zip

Phone

Policy #

Policy Holder

Group #

DOB




Thunder Basin Orthopaedics and Sports Medicine

Mark Murphy, MD * Joseph Allegretto, MD
Robert Woodruff, MD * Tristyn Richendifer, PA-C

Today’s Date:

Patient’s Legal Name:

Date of Birth:

Any change in YOUR medical history since your last visit?

Any change in your FAMILY medical history since your last visit?

Have you had any surgeries since your last visit?




Please initial each of the following:
| give the medical staff of Thunder Basin Orthopaedics and Sports Medicine permission to
examine me and make recommendations while under their medical care.

| acknowledge that | have read and understand Thunder Basin Orthopaedics & Sports
Medicine's privacy policies regarding my personal health information.

| have read, understand, and agree with the Thunder Basin Orthopaedics and Sports Medicine
Financial Policy. | understand that the charges not covered by my insurance company, as well as
applicable co-payment and deductible amounts are my responsibility.
| attest that the information that | have given is correct and true to the best of my knowledge. |

hereby assign benefits to Thunder Basin Orthopaedics & Sports Medicine and authorize them to
furnish health information regarding me to my insurance carrier.

Please check one or more of the following and sign below:

[0 Please do not discuss my medical information with anyone except myself.

O | give TBO permission to give information and medical documentation to my employer.

Company Name Contact Name Title

O | give Thunder Basin Orthopaedics and Sports Medicine permission to give the following
person/persons information on my medical condition and tfreatment to:

*Please list names below besides yourself*

Relationship

Relationship




THUNDER BASIN ORTHOPAEDICS & SPORTS MEDICINE

Policy Regarding Narcotic Medications

Welcome to TBO to all new patients; for all existing patients, thank you for your support and patronage for the past
several years. Because of newer and stricter guidelines, imposed by the state of Wyoming and the Wyoming State
Pharmacy Board, regarding the prescription use of narcotics and the documentation thereof, the physicians and other
providers at TBO are compelled to provide this list of guidelines for your understanding and compliance.

1. TBOis an orthopaedic clinic facility, not an emergency room, pain clinic, or provider of urgent care. Patients are
seen on a scheduled basis, but a referral is not necessary. If you have a physician who is managing your pain
issues, he/she will continue to do so and you will need to advise us of this upon completion of initial paperwork.
TBO will send a copy of our office notes and recommendations to that physician if you request.

2. The narcotic medications will be prescribed for Severe Pain Issues Only. These include patients who have

suffered fractures or dislocations, undergone surgery, or have been involved recently (less than 3 months) in an
acute trauma. The patient should provide the date and/or documentation of this trauma.

3. Refills for narcotic medications must be requested prior to 3 p.m., Monday through Thursday, excluding
holidays. The physicians will review this request upon notice within 48 hours during the week. In other words,
you should call for a refill at least 48 hours before your supply runs out. If you call for a refill on a Friday, it is
probable that your request will not be addressed until the following Tuesday.

4. Drug seeking behavior, either documented or suspected by the physician, may be grounds for immediate
restriction of all narcotic prescriptions from TBO. This behavior includes, but is not limited to: Calling after-
hours for narcotic refills; receiving simultaneous narcotic prescriptions from physicians other than the staff at
TBO; failure to comply with substitute, non-narcotic medications or therapies; failure to notify the physician of
previous narcotic dependence/addiction; and taking pain medication in excess of the prescribed dose and
regimen.

5. Refills will NOT be given in the case of “lost”, stolen, inadvertently flushed, or otherwise destroyed medications.
Please Keep Your Prescription and/or Medication In A Safe or Otherwise Restricted Area.

6. Under no circumstances will TBO refill narcotic medications longer than three months. If further narcotic
management is deemed necessary—either by the patient or the physician, a referral to a pain clinic or pain
management specialist will be made.

7. Benefits of the narcotic medication will be evaluated regularly using the following criteria: increase in general
function, increase in life activities, improvement in pain intensity levels, possible return to work and
maintenance of a job.

l, , have read, understand, and will comply with all of the guidelines
listed above concerning narcotic medications.

Patient Signature Date

***You as the patient have the right to request a copy of this signed agreement at any time***



