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Authorization for Treatment — | hereby authorize the physician 1o conduct such examinations, perform such procedurss as are
medically required, and administer such treatment and medication as deemed necessary or advisable. | hereby certify that | have read
and fully understand this Authorization form. | also cartify that no guarantee or assurance has baen made as to the results that may bs

: ) s — | hereby authorize the physidian(s) providing services and any other authorized
persun 1o release 10 lts authonzed billing aqents, any physician who treated me, my insurance caeier, employers workmen's
compensation surance company, or cther category of third pasty payor, the Sociat Sesurity Adminéstration under Title XVIit (18) of the
Soucial Security Act, the Professional Review Organization, or other intenmediaries responsible for payment of my charges, a complete
report of services rendsred including diagnosis, findings, and details of treatment and progress for the purpose of receiving payment for
| the eervices rendered. | undarstand that | may revoke this consent at any tima by giving written notice. | understand that it | refuse to
' consent 1o the releaso of information, | will be held parsonally responsibla for payment of all charges for services rendered.
I give my permisslon to  Bone and Joint Specialists  and all clinical providers who have provided care to me, along with
~ any billing service, collection agencies, attorney or other agents who may work on their behalf, to contact me on my cell
phone andfor home phone using automatic telephone dialing systems or other computer asslsted technology.

atlon — In conslderation of medical services provided, | haraby assign
and transfer 1o the physwian all of my nghts, lllie and interest o medical reimbursement, including, but not limited to, the right to
designate a beneficiary, add dependent eligibility and to have an individual policy continued or lssued In accordance with the terms and
benefits under any Insurance policy, subscription certificate or other Fealth benefit indemnilication agreement otherwise payable to me
for those senvices rendered by my physician, including Medicare Part 8. | understand that | will be fully responaible for payment of any
and all charges not covered by medical insurance. | understand that if | do not pay the balance in full my account will be placed for
collection and | will be responsible for all collection expenses including reasonable gttomey’s fees and court costs. It is our policy to
charge a fee for any chack that Is retured due to Insufficiant Funds.

Co-payments ~ | understand that if my medical insurance requires a co-pay or encounter fee the payment Is due AT THE TIME OF
SERVICE,

Mo Show Policy — Each time a patient misses an appointment without providing proper nolice, another patient is prevented from
receiving care. We raserve the tight to charge for these occurrences. Dua to high patient demand, and fimited availability of
appointments we have inslituted a $35 no show fee. You must give 24 hour advanced notice to cancel appointments. Failure to
do so will resuit In a $35 fee charged to your account. By signing below, | acknowledge that 1 have read and understand this
pollcy.

Precertification -4 my nsumance requires pracertification it iz my responsibility o make surs it is obtained. 1 will be held financlally
responsible if the precertification is not obtained.

Advance Directive — Infornation regarding advance direclives is provided In the Patiant Informaltion Guide.

zi-l.s Pursuant to the Health Insurance Portability and Accountability Act of 1996, | acknowledge that | have received a copy
NOTICE OF PRIVACY PRACTICES:

- Patient Signature Date Responsible Party Signature Date

Witness Signature Date ' Relatlonship to Patient

(Sectlon 1) I give consent & authorization for the medical, or billing staff of my physicians office to release
information regarding my medical care to:

( \ Narne/
Haiahonship Relationship
{ Name/ , (Name! )
\ Helalionship / Relationship
(Section 2) AUTHORIZATION TO REQUEST SERVICE OR TREATMENT OF A MINOR

I give my consent and authorization for persons { listbelow 16 have the right arid priviledge 1o request service and treatment for all
minors listed on the other side of this form, should | not be present or available by tslephone. This authorization is subject to
revocation al any me-and must be done In wriling, except 1o the axtent that action has already been taken in reliance on the consenl.

Name, Relationship

Name Relationship

| understand | may revoke this privilege listed in (Seétioh 1) and (Section 2) at any time by stibmitting my request
In writing to this oflice.

Patient/Patent/Guardian Signature DATE

ADVANCED DIRECTVE
Have you appointed a Health Care Ropresentalive? ‘yes__.no. __ DoyouhaveaiNingwill?  yes ___ no.__.
Have you given anyone your Power of Attormisy?:  yes___ no
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Michael Knesek M.D.

9001 Broadway, Merrillville, IN 46410
Phone: (219) 795-3360 Fax: (219) 756-6500

Date:

PATIENT HISTORY

|Referred By:|

Patient Name

Occupation:

Chief Complaint:

Age: Sex:M/F

Hand Dominance: R/ L

PRESENT ILLNESS

IDate of onset/injury]

Mechanism of injury:

Pain

*

*

*

*

*

Where does it hurt:
Describe the pain:
Severity (1-10, 10 being very severe):
How often:
How has it changed over time:

What makes it better?
What makes it worse?

Associated symptoms:

Prior Treatment

Occupational Y/N
Return to work (date):

Physician:

Medications:

Injections:

Therapy:

Tests:

Work missed? Y/ N

Last date worked:

with (full / light) duty

IPharmacy name and Iacation]:

List all Current Medications:

Are you claustrophobic? [ ] mild
Drug Allergies and Reaction:
Anesthesia Complications:

[ 1moderate [ ]severe [ INO




PAST MEDICAL HISTORY: circle all that apply

CV: Heart attack, chest pain, congestive heart failure, arrhythmia, high blood pressure, murmur,
varicosities, blood clots

Respiratory: Asthma, emphysema, chronic bronchitis, pneumonia, asbestosis

Gl: Ulcers, esophagitis, gastritis, hiatal hernia, hepatitis, GERD

Renal: Kidney infections / failure, kidney stones, UTI

Cancer:

Hematologic: Anemia, hemophilia, or other bleeding disorder

Endocrine: Hypo/Hyper thyroidism, diabetes, pituitary gland disorder

Rheumatologic: Gout, rheumatoid arthritis, Lupus, scleroderma, rheumatic fever, psoriasis, fibromyalgia
DVT Risk Factors: Varicosities, heart disease, HBP, obesity, stroke, previous blood clot, diabetes
History of MRSA or Staph infection

OTHER:

PAST SURGICAL HISTORY: please list

FAMILY HISTORY: please include mother, father, siblings, grandparents
Anesthesia Complications:

Cardiovascular:

Cancer:

Hematologic:

Musculoskeletal:

Renal:

Diabetes/thyroid problems:

SOCIAL HISTORY
Tobacco: Current /Nonsmoker / Former years quit
Alcohol: Frequent / Social / Occasional / Rare / None
lllicit Drug Use: Type Amount Frequency

Do you have any personal preferences/beliefs that would prevent you from receiving a blood
transfusion?

REVIEW OF SYSTEMS: please circle all that apply

Constitutional: Chills, fevers, night sweats, weight loss, weight gain

Eyes: Near-sightedness, far-sightedness, astigmatism, double vision, glaucoma

Ears: Hearing loss, tinnitus, vertigo

Nose, Mouth, Throat: Rhinorrhea, congestion, sore throat

CV: Chest pain, heart palpitations, edema

Respiratory: Cough, wheezing, difficulty breathing, coughing blood, shortness of breath
Gl: Nausea, heartburn, bowel irregularities, hemorrhoids

GU: Frequency/hesitancy, blood in urine, incontinence, irregular menstrual cycle
Musculoskeletal: Muscle aches, joint swelling, neck pain, back pain

Integumentary: Skin lesions (stable / changing), acne, rashes

Neurological: Headaches, loss of consciousness, seizures, tingling/numbness, gait disturbance
Psychiatric: Depression, mood-swings, hallucinations, anxiety

Endocrine: Excessive thirst/frequent urination, hyperactivity, difficulty sleeping
Hematologic: Easy bruisability, anemia, bloody noses, excessive blood loss, HIV risk
Height: Weight:



