
 
 
 

PATIENT INFORMATION SHEET 
 
 
 
Name: ______________________________________________________________  Date: _____________ 
 
Address: ______________________________________________________   Home Phone: _______________________ 
 
City: ___________________________________________ State: __________   Cell Phone: _________________________ 
 
Zip: __________   Sex:  Male   Female    Soc Security # _______________  Date of Birth: __________   Age: _______ 
 
Email address:  _____________________________________________________ Race:   Caucasian   Black   Hispanic   Other 
 
Patient’s Employer: _________________________________________________ Occupation: _________________________________ 
 
Employer’s Address: ________________________________________________ 
 
City: ___________________________________________ State: _____   Zip______________  Work Phone: ________________________ 
 
Marital Status:   Married   Single   Divorced   Widowed      Spouse’s Name: _______________________________ DOB ___________ 
 
EMERGENCY Contact: _____________________________________________________ Phone: __________________________ 
 
Patient Primary Care Physician: _________________________________________________ Phone: __________________________ 
 
Party responsible for account (If Work Comp or Auto provide that information) 
 
Name: ___________________________________________________________ Relationship to patient: ________________________ 
 
Address: _________________________________________________________  Home Phone: ________________________ 
 
City: __________________________________________ State: __________ Zip: ___________  DOB: ___________________ 
 
Responsible person’s employer: _______________________________________________ Phone: __________________________ 
 
City: _____________________________________________ State: __________    Zip: ____________ 
 
Primary Insurance: _________________________________________________  Phone: __________________________ 
 
ID # ______________________________________________ Group # _______________________________________________ 
 
Additional Insurance 
 
Subscriber Name: __________________________________________________  Date of Birth: ___________________ 
 
Insurance Company: ________________________________________________  Phone: __________________________ 
 
ID # ______________________________________________ Group # _______________________________________________ 
 
City: ______________________________________________________  State: __________  Zip: _________________ 
 
Attorney’s name (if applicable) _________________________________________________ Phone: __________________________ 
 
Major credit card type and number: ______________________________________________ Exp. Date: ______________ 
 
There may be instances that your health care provider may wish to communicate some aspects of your protected health information and or account 
information via electronic means, either to you and/or another health care provider that may be consulted regarding your care or treatment.  Non-
Surgical Orthopaedics, PC cannot guarantee privacy for e-mail communications over the Internet.  I understand and accept this risk, and will allow 
Non-Surgical Orthopaedics, PC to communicate my information electronically.  Yes   No 
 
By my signature below, I hereby specifically authorize the physician and/or his agents to provide medical treatment to me.  I also authorize Non-
Surgical Orthopaedics, P.C. (NSO) and The Center for Spine Procedures, P. C. (CSP) to release any medical and personal information acquired in the 
course of treatment that is necessary to process insurance claims, or receive payment from any payment entity and authorize my insurance company 
to make the payments for my medical services directly to the physician, realizing that I am responsible for any amount not covered/paid by my 
insurance.  I acknowledge that I understand by the policies of the practice of NSO as read in the Practice Handbook, and will be bound by the 
provisions contained in the Handbook.  I also authorize the practice to release any medical information or insurance information that requested by 
any physical therapy, diagnostic imaging or clinical research facility that the practice refers me to as part of my treatment. 
 
Patient (Guardian) Signature: ______________________________________________ Date: ___________________ 



Patient Information Profile 
 

Please fill in bubbles completely (example:  ● Yes     No) 
 

Hobbies:  __________________________________            Attorney: __________________________________ 
 

Social History 
What is your marital status?  Married  Single  Widowed  Divorced 
Do you have children?  Yes  No 
Employment:  Full time  Part time  Disability  Retired  Unemployed 
Do you smoke?  Yes  No  Quit 
Do you drink alcohol?  Yes  No  Socially 
Do you have a disability?  Yes  No  If Yes, Describe: ___________________________ 
Do you have a drug history?  Yes  No 
 
Family History        Pertinent Family History 
Father  Alive  Deceased  Unknown ____________________ 
Mother  Alive  Deceased  Unknown ____________________ 
Siblings  Alive  Deceased  Unknown ____________________ 
Children  Alive  Deceased  Unknown ____________________ 
 
Are you having any of these symptoms:

Fevers?  Yes  No 
Weakness?  Yes  No 
Recent weight loss?  Yes  No 
Night sweats?  Yes  No 
Feeling very tired?  Yes  No 
Difficulty falling asleep?  Yes  No 
Difficulty staying asleep?  Yes  No 
Joint swelling?  Yes  No 
Joint pain?  Yes  No 
Joint stiffness?  Yes  No 
Pain in your legs?  Yes  No 
Pain in your arms?  Yes  No 
Neck pain?  Yes  No 
General “all over” muscle pain? 
  Yes  No 
Low back pain?  Yes  No 
Mid back pain?  Yes  No 
Difficulty walking?  Yes  No 
Leg swelling?  Yes  No 
Headaches?  Yes  No 
Dizziness?  Yes  No 
Nose Bleeds?  Yes  No 
Ringing in your ears?  Yes  No 
Chest pain?  Yes  No 
Shortness of breath?  Yes  No 
Palpitations?  Yes  No 
Irregular Heartbeat?  Yes  No 
High Blood Pressure?  Yes  No 
Fainting?  Yes  No 
Cough?  Yes  No 
Coughing Blood?  Yes  No 
Respiratory Infections?  Yes  No 
Tuberculosis?  Yes  No 
History of Bronchitis or Pneumonia? 
  Yes  No 

Wheezing?  Yes  No 
Poor appetite?  Yes  No 
Nausea?  Yes  No 
Heartburn?  Yes  No 
Loss of bowel control?  Yes  No 
Constipation?  Yes  No 
Diarrhea?  Yes  No 
Difficulty urinating?  Yes  No 
Blood in your urine?  Yes  No 
Urinary urgency?  Yes  No 
Frequent urination?  Yes  No 
Loss of bladder control?  Yes  No 
Up at night to urinate?  Yes  No 
Anxiety?  Yes  No 
Depression?  Yes  No 
A high level of stress?  Yes  No 
Nervousness?  Yes  No 
Emotional Problems?  Yes  No 
Lack of Concentration?  Yes  No 
Convulsions?  Yes  No 
Tremors?  Yes  No 
Paralysis?  Yes  No 
Lack of Coordination?  Yes  No 
Disorientation?  Yes  No 
Blurring of vision?  Yes  No 
Numbness & tingling in extremities? 
  Yes  No 
Anemia?  Yes  No 
Easy bruising?  Yes  No 
Bleeding tendency?  Yes  No 
Rash?  Yes  No 
Hives?  Yes  No 
Reactions to drugs?  Yes  No 
 

 
During your visit with your physician today, what two questions would you like to have answered? 
 

1.            
            
2.            
            





 

 
 
 
 
 
 

Appointment Cancellation Policy 
 
 
Non-Surgical Orthopaedics, P.C. requires a 24 hour notice for cancellation of 
appointments. We reserve the right to charge a $45.00 fee for appointments that are 
cancelled without a 24 hour notice, or if a patient does not show up for their 
scheduled appointment. 
 
If the appointment was for an EMG the less than 24 hour notice or no show fee is 
$110. If the appointment was for an injection procedure in the Center for Spine 
Procedures, P.C., the less than 24 hour cancellation fee or no show fee is $220. 
 
You will also be charged a $45.00 Late Fee if you are more than 15 minutes late to 
your appointment. 
 
This fee is your responsibility and will not be billed to your insurance company. 
 
It is the responsibility of you, the patient, to provide us with your current address, 
telephone numbers and insurance information at the time of your initial visit and any other 
visits thereafter. In addition, it is your responsibility to contact your insurance carrier to 
confirm that our physicians participate in your plan. 
 
You are ultimately responsible for payment of services rendered from our office and 
copays, deductibles, co-insurances, balances, etc. must be paid prior to seeing the 
physician or we may have to reschedule your appointment. 
 
Your signature below is required and is proof that you acknowledged the Appointment 
Cancellation Policy set in place by Non-Surgical Orthopaedics, P.C. and acknowledge 
that you will be responsible for payment of a cancelled or missed appointment. 
 
 
        
Print Name 
 
        
Patient Signature 
 
        
Date 
 
  
 
 
 
 

335 Roselane Street    •    Marietta, GA 30060    •    (o) 770.421.1420    •    (f) 770.421.8055 
www.lowbackpain.com 



 
 

 
Non-Surgical Orthopaedics, P.C. 
Center for Spine Procedures, P.C 

335 Roselane Street Marietta GA  30060 
770-421-1420 Office 
770-421-8055 Fax 

 
 

Patient Contact Release 
 
 
Dear Patient, 
 
HIPAA law protects the use and disclosure of all patient information in their files.  In order for us 
to contact you and remind you of appointments, discuss any financial matters or even speak 
with your family, we need authorization on file from you.  Please review the situations below in 
which we use your information to contact you. 
 

• Re-Schedule or remind you of an appointment. 

• Obtain or update insurance information on file. 

• Discuss or inform you of any financial arrangements, benefits, or account issues. 

 
By signing below, you are authorizing our office the use of your medical file in order to discuss 
the aforementioned. In the event that you are not available to discuss these matters, you are 
further authorizing us the use of email, patient portal or your voicemail or answering devise to 
relay any of this necessary information.  Please write below any other family member with which 
you are authorizing us to leave a message with relating to the above if you are not available.  
Under HIPAA law, you may change your authorization by notifying our office in writing. 
 
Other family members we may speak with: 
 

Name Relationship Contact Info (Phone, Email) 

   

   

   

 
 
____________________________________ 
Signature of Patient 
 
____________________________________  _____________________ 
Print Name      Date 



 
 
 
 
 
 

Research Intake Form 
 
Georgia Institute for Clinical Research, LLC is the research department of Non-Surgical Orthopaedics, P.C. 
We work with pharmaceutical and biomedical companies to provide treatments for various conditions that 
are not yet available. All of our studies are of no cost to you and provide a stipend to compensate for your 
time and travel. 
 
Name:   Today's Date:   
 
Date of Birth:   
 
 Current Patient   New Patient 
 
Would you be interested in learning more about our current studies? 
 
  Yes   No 
 
What areas would you be interested in for current and/or future studies (please check all that apply): 
 

 Knee Pain 

 Shoulder pain 

 High Cholesteroi/Triglycerides 

 Lower extremity amputation 

 Hip Pain 

 Fibromyalgia 

 RPS/RDS 

 Constipation 

 Low Back Pain/Sciatica 

 Neck Pain 

 Arthritis - Osteoarthritis and Rheumatoid Arthritis 

 Sciatica 

 Normal renal function or mild to moderate renal function 

 Type II Diabetes 

 Other areas of Interest         
 
May a Research Coordinator contact you to further discuss a study you may qualify for? 
 
  Yes   No 
 
If yes, please let us know your preferred method of contact: 
 
 Telephone (Please provide best contact number):   
 
 Email (Please provide best email address):   
 
 

Thank you for taking the time to complete this form. 





 

 
 
 
 
 
 

Medical Records Release Form 
 
 
Date: _______________ 
 
Patient's Name: ___________________________________ 
 
Patient's SSN: ___________________________ 
 
Patient's DOB: ___________________ (MM/DD/YYYY) 
 
Patient's Phone #: ___________________ 
 
 
I, __________________________________, authorize the release of all of my health 
records (including all electronically prescribed prescriptions, records relating to mental 
healthcare, communicable diseases, HIV or AIDS, and treatment of alcohol or drug 
abuse). I request they be sent to: 
 

Non-Surgical Orthopaedics, PC 
335 Roselane Street 
Marietta, GA 30060 

Phone 770-421-1420 
Fax 770-421-8055   ATTN: Medical Records 

 
There is no expiration date for this authorization unless noted and initialed below: 
 
Expiration date: _________________   Patient Initials _____________ 
 
I understand that I have the right to revoke this authorization at any time.  I must do so 
by writing Non-Surgical Orthopaedics, P.C.  The revocation will not apply to information 
that has already been released in response to this authorization. 
 
 
___________________________________   _________ 
Patient / Guardian Signature      Date 
 
_______________________ 
Relationship, if not patient 
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