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Orthopaedic Group 

In order to provide you with the highest quality care, it is important for us to have a thorough health history. This information will remain a 

confidential part of your medical records. Please fill out the following information. 

Date: _______ Name: __________________ Age: _____ _ 
Primary Care MD: ___________ Height: ______ Weight: _____ _ 

Condition Yes No Condition Yes No List all medications you 

currently take or ask us to make 

a copy 

Tuberculosis Fainting/dizziness/fa lls/im ba la nee 

Cancer Pregnancy 

Ulcers Hernia 
c-

Low/High Blood pressure Fracture 

Bowel or Bladder problems Alcoholism/chemical dependency 

Neck injury Blood Clots 

Back injury Kidney Disease 

Arthritis/joint swelling Epilepsy /Seizures 

Headaches/Migraines Hearing loss/ringing in ears 

Hepatitis r:::it;:ir;:i,rt�/!,l:::i11rnm.:=i/m;:ir1 d;:ir 

degeneration 

Allergies/Asthma Do you exercise regu!ar!y? 

Heart problems/Pacemaker/Chest Pain Do you smoke? 

Diabetes/Neu ropathy Are you in a relationship where you 

HIV/AIDS are being hit, kicked, slapped, or 

otherwise hurt? 
Stroke/head/brain injury 

Shortness of breJth Do you feel safe at home? 

Other: 

If you checked any of the above, piease comment: _______________________ _ ___ _ 

Number of times you've fallen in the past year: ____ _ 

Please mark your area of discomfort or dysfunction on the diagram: 

Date of injury: _________ _ 
Date of surgery: ________ _ 
Most recent episode: ______ _ 

How did injury/symptoms occur?
-----------------------------------

if you have pain, please complete the following pain scaie: 
(O-no pain, 10- the worst pain you can imagine)

0_1_2_3_4_5_6_7_8_9_10 
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PATIENT ACKNOWLEDGEMENT FORM 

\/Ve are pleased that you have chosen our group of specialists for your orthopaedic care. \/Ve are providing this information to you ahead of tim 

to make your visit to our office as convenient as possible. 

!MiMiMf-----------------------------------­
sased on your insurance plan, you may need a referral from your primary care physician (PCP) to see an orthopaedic physician. Referrals a1
your responsibility and are generated by your PC P's office, then submitted to the insurance company. Once approved, the insurance comp,
ny will send you a copy-Please bring a copy of your referral with you. Your appointment will be rescheduled if you do not have a valid
referral. 

B·l{@N'fi·iiii---------------------------------· 
I voluntarily consent to and authorize the rendering of health care services, including routine clinical services, and/or physical and occupationa 
therapy. I am aware that physical. Occupational therapy treatment utilized hands on techniques which require the therapist to touch my body 
as a part of the therapeutic process. 

ttdil·IWirtii-ftiiMllf Piitf rtt,·MIM1'1 
We take great care in crafting the schedules of the physicians/providers to accommodate as many people as possible. If you are late for your 
appointment, we will do our best to work you in when you arrive, but please understand that you may be asked to 
reschedule if we are unable to accommodate. Please call ahead and let us know if you will be late or need to reschedule an 
appointment at 719-632-7669. Please be aware 2 "no show" appointments with any and all practice physicians within a rolling 12 month perioc 
wil! result in not being seen by any physician for 1 year from the date of the !ast "no show" unless you are wi!!ing to pay a $100 fee. 
We understand that there are times when vou must miss an appointment due to emerqencies or obliqations for work or family. However, wher 
you do not call to cancel an appointment, you may be preventing another patient from -getting needed treatment. If an appofntment is not can­
celled at least 24 hours in advance you will be charged a twenty five dollar ($25) fee. This fee will not be covered by your insurance company 
and is required to be paid at the time of your next visit. 

11GU❖ihf-----------------------------------­
co1orado Sprin�s Orthopaedic Group complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, 
national origin, age, disability, or sex. 

Per ADA requirements, service animais are permitted at Coiorado Springs Orthopaedic Group. Due to liability reasons, companion and emo­
tional support animals will not be permitted. 

IMM@l§i=li=F 11 I._ 
Your Driver's License or Government issued photo !Dis required when picking up prescriptions and medical records. Please be advised that a 
fee may be assessed for any medically related documents. 

i#'i·1•i=MH6iil-iiMji;J-Hi=iiiiiiM@i 
If your Colorado Springs Orthopaedic Group provider refers you to AOPS for any orthotic or prosthetic care, please note that all paperwork 
included in this packet wiii be accepted and transmitted securely to AOPS. AOPS is a licensed DBA of Colorado Springs Orthopaedic Group. 

iid�i�t·M•3-MMi3�if ..... ___________________________________ _ 
____ I acknowledge that I reviewed the CSOG Cancellation. No-Show & Late Patient Policy. I have read, understand 

and agree to the provisions of the policy. 

____ ! acknovv!edge that! revievved the �Jotice of Privacy Practices. ! have read
1 

understand and agree to the provi= 

s ions of the policy. 

____ I acknowledge that I received a copy of House Bill 19-117 4 Out of Network. 

Patient or legally authorized individual signature Date 
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