Alaska Orthopaedic Specialists, Inc.
David A. McGuire, MD — Michael G. McNamara, MD — Doug A. Vermillion, MD
(907)562-4142 FAX (907)563-8824

PATIENT: DOB: Sex: M F Marital Status: S M W D

Mailing address: City: State: Zip:
Street address: Home Phone: Cell Phone:

Social Security #: Drivers License #: State:
Employer: Occupation:

Address: Work Phone:

Spouse or Parent: DOB: SS#:
Employer: Home Phone: Cell Phone:
Employer Address: Work Phone:
Responsible Party: DOB: SS#:

Mailing Address: City: State: Zip:
Home Phone: Work Phone: Cell Phone:

Primary Insurance: , Phone:

Address:

Subscriber Name: DOB: SS#:

Subscriber ID #: Group #:

Secondary Insurance:

Address:

Subscriber Name: DOB: SS#:
Subscriber ID #: Group #:

Emergency Contact: Relationship: Phone:

Right To Privacy: May we share your health information with your spouse or a designated party?

Name: Relationship: Phone:

Referred By (circle or fill in):  Friend/Co-worker Relative Patient Hospital

Health Care Provider Other

Accident/Injury Information: Were you on the job? Y N Auto Accident? Y N What state?
Date of Accident/Injury: Is there an attorney? Y N Attorney Name:

How did it happen?

1 verify that the above information is true and correct and that I will keep AOS informed of any changes in the above.

Signature (responsible party): Date:

1/18/05



Welcome to Alaska Orthopaedic Specialist
David A. McGuire, M. D. — Michael G. McNamara, M. D.
Thank you for choosing us for your orthopaedic needs.

LOCATION: Alaska Orthopaedic Specialists, Inc. is located in the Lake Otis Medical Plaza at 4100 Lake Otis
Parkway, Suite 320, Anchorage, AK 99508

'OFFICE HOURS: Our office hours are from 8 AM to 5 PM Monday — Thursday and 8AM to 4:30 PM on
Friday

CHARGES: A new patient visit can range in cost from $100.00 to $320.00. This charge does not include x-
rays, injections or nerve conduction testing if necessary at the time of your first visit. We require payment in
full for the first visit. '

X-RAYS: A visit with Dr. McGuire does require specific 5 view x-rays. A visit with Dr. McNamara requires X-
rays depending on the injury site and age of the injury. You will be directed at the time of your visit to the x-ray
department. You may pre-register with Healthsouth X-ray @ 550-6322.

INSURANCE BILLING: As a courtesy we will bill your insurance company for your visit. We will request
your insurance company to reimburse you for your first visit. Be aware it is your responsibility to know your
co-pay and/or deductible information. We do require a deposit for surgery. This deposit is dependent on your
insurance coverage and will be discussed at your pre-operative appointment. We do not accept auto accident
insurance or homeowners policy insurance.

APPOINTMENT RESCHEDULE OR CANCELLATIONS: The surgeons at Alaska Orthopaedic
Specialists, Inc. are normally scheduled in advance. If it is necessary to reschedule or cancel your appointment
please allow 48 hours notice. You may contact the receptionist at 562-4142, Option 1.

TELEPHONE: For your convenience our phones are automated. Please call our main number: 562-4142

For receptionist, to schedule or change appointments Press 1
To speak to a nurse, schedule surgery or medication refills Press 2 and follow prompts
For Patient accounts Press 3

THINGS TO BRING: The forms that need to be completed and brought with you to your first appointment
are as follows. Please arrive 45 minutes prior to appointment time for your registration and getting x-rays. The
following is a checklist of things to bring to your appointment.

[ ] Patient Registration

[ ] Financial Information / Protected Health Information

[_] Health History

[ ] Knee Questionnaire (McGuire patients)

[] Upper Extremity History (McNamara patients)

[ ] Healthsouth Patient Intake form

[ ] Pair of shorts (McGuire patients)

[ ] Drivers license

[] Insurance cards

[ ] Payment is accepted by cash, check, Visa or Mastercard




Alaska Orthopaedic Specialists, Inc.
David A. McGuire, MD Michael G. McNamara, MD
4100 Lake Otis Parkway Suite #320 Anchorage, AK 99508

Name: Height: Weight: Chart #
MEDICAL HISTORY: Have you ever been treated for or had any problenis with any of the following?
EYES ENDOCRINE GASTROINTESTINAL
Wear corrective lenses  yes no Thyroid disease yes no Nausea or vomiting yes no
Glaucoma yes no Bloody urine yes no Abdominal pain yes no
EARS Diabetes yes no Heartburn yes no
Hearing loss yes no Excessive thirst yes no URINARY
Hearing devices yes no HEMATOLOGICAL/LYMPHATIC Excessive urination yes no
Ear disease or problems yes no Bleeding/bruising yes no Kidney problems yes no
NOSE Blood clotting yes no Infections yes no
Sinus problems yes no Anemia yes no ORTHOPEDIC
CARDIOVASUCLAR Phlebitis yes no Rheumatism yes no
Chest pain yes no Hepatitis: Type Arthritis yes no
Irregular or fast heartbeat yes no HIV/AIDS yes no Gout yes no
Low blood pressure yes no NEUROLOGIC Bone/joint infection yes no
High blood pressure yes no Fainting yes no Bone tumor/cyst yes no
Heart disease or murmur yes no Seizures-epilepsy yes no Artificial joint yes no
RESPIRATORY Stroke yes no OTHER PROBLEMS
Chronic or frequent cough yes no Paralysis of limbs yes no Recent weight change yes no
Shortness of breath yes no SKIN Migraines yes no
Asthma or wheezing yes no . Skin infections yes no Mental health history yes no
Emphysema yes no Skin lesions yes no Sleeping disorder yes no
Recent tattoos yes no Sleep apnea yes no

Females; Are you pregnant at this time?  Yes No
PAST SURGICAL HISTORY: Please list all operations that you have had.

Date:

Date:

Date:
FAMILY HISTORY:: Please indicate who in your family has had any history as listed below.
Cancer: Heart disease: Lung problems: Diabetes:
Gout: Kidney problems: High blood pressure: Other:
PATIENT SOCIAL HISTORY:
Do you drink alcohol? (circle which one applies) Do Notdrink  Light/Social Occasional Moderate Heavy
If you quit using alcohol , how long since you quit?
Do you use any form of tobacco? What type? How much? How often? How long?
If you quit using tobacco, how long since you quit? What is your occupation?
Do you live alone? What are your living arrangements?
MEDICATIONS: Please list all medications you are taking including over the counter meds and vitamins  or circle if NONE
Drug: Used for: Drug: Used for:
Drug: Used for: Drug: Used for:
Drug: Used for: Drug: Used for:
Drug: Used for: Drug: Used for:
ALLERGIES: Please list all food and drug allergies or circle if NONE
1. 2.
3. 4,
Patient/Guardian Signature: Date:
Comments:
REVIEWED BY: Date:




.aska Orthopaedic Specialists, |
Please review the following policies and acknowledge receipt by your signature

FINANCIAL INFORMATION

Charges:

We expect payment in full for your first visit.
If your injury is related to an auto accident or third party injury we require payment in full at each visit.

Insurance billing

It is your responsibility to provide us with correct insurance information for billing purposes.

Alaska Orthopaedic Specialists, Inc. is not a preferred provider with any insurance company. We will
bill your insurance as a courtesy. All balances not paid by your insurance are due upon receipt of bill
from AOS.

We will bill your insurance for surgical procedures, but may require a deposit prior to your surgery. A
patient account representative will discuss this in detail if surgery is required.

It is your responsibility to contact your insurance company if a claim is denied, paid at a lower rate than
you expected or if it has not been paid within 60 days. Charges not paid timely by your insurance will
become your responsibility. .

It is your responsibility to contact your insurance company for benefit verification. It is also your
responsibility to respond to all request for information you receive from your insurance company.

Overdue Accounts

If your account has a patient balance, it is your responsibility to make arrangements to pay the balance.
Accounts with a patient balance that are not paid within 90 days may be turned over to an outside
collection agency. This action may affect your credit.

Authorization and Release

I have read and understand the information above. I understand that I am financially responsible for all charges,
whether or not they are covered by my insurance. I authorize this clinic to release to my insurance carrier any
medical information needed to obtain payment for services rendered. I hereby assign to the physician payments
for medical services rendered to myself or my dependents.

**Signature**: Date:

Patient / Responsible party

PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

**Signature**: Date:

I hereby acknowledge that I have been offered, received or viewed a copy of Alaska Orthopaedic
Specialists, Inc (AOS) Notice of Privacy Practices (NPP).

With my consent, AOS may use and disclose protected health information about me to carry out
treatment, payment and healthcare operations as discussed in the NPP,

With my consent AOS may call my home or other designated location and leave a message on voice
mail or in person in reference to any items that may assist the practice in providing my healthcare.
With my consent, AOS may mail or email to my home or other designated location any items that assist
the practice in providing my healthcare.

I may revoke my consent in writing except to the extent that the practice has already made disclosures
relying upon my prior consent. If I do not sign this consent, AOS may decline to provide treatment to
me.

Patient / Responsible party

For Clinic Use

Employee Signature: Date:

Patient refused to sign Patient unable to sign because




KNEE QUESTIONNAIRE
X-Ray #
Name Date of Exam Chart #
Which Knee? (L) (R) Occupation
If injured, date of injury If not injured, date of onset of symptoms Duration of symptoms

Is this injury due to an accident? O] Yes [1No An on the job injury? [0 Yes [0 No Related to a motor vehicle accident? [1 Yes [ No
Please write a description of your injury and/or symptoms in the space provided below:

Please mark the boxes that apply:

DO YOU HAVE YES ONLY WITH RARELY WEEKLY ADAILY
L R ACTIVITY
LOCKING
GIVING WAY
CATCHING
SWELLING
Please mark the boxes that apply:
PAIN AT NIGHT
DIFFICULTY WITH: YES
MORNING L R
STIFFNESS
STAIRMILLS
CLICKING
UNEVEN TERRAIN
POPPING RUNNING
CUTTING
GRINDING (changing direction)
CHANGES WITH
WEATHER KNEELING
Do you consider your symptoms: (Circle one) Annoying Inconvenient Restricting Disabling

Past history of knee problems: yes [1 no [ (If yes, please explain)

Any prior knee surgery: Procedure Which Knee?
When? Where? Doctor's Name

Have you seen another physician for this injury? When? Dr. Name

Is this appointment for a second opinion? Name of doctor you saw for initial opinion

All medications you have taken for this injury (include over the counter medications)

Have you had any physical therapy for this injury? (this would include home therapy or formal therapy)

Are you currently out of work or on limited duty due to this injury/problem? Do we need to address duty status today?

Please sign your name Date




EXAM

Name
Summary;
02 | 2-5 | 5-10] >10
0-5 |5-10]>10 Lachman

Vaigus 0 Ant. Drw. 45

30 90
Varus 0 Post Drw. 45

30 20
ALRI: no mild moderate  severe
PLRI: - no mild moderate  severe
Artic. Crep.: no mild moderate  severe
Hemarthrosis: X cC
Effusion: X cc
Val. St. Appr.: no mild moderate  severe
Pat. Med. Facet: normal slightly vertical
Pat. Crep.: no mild moderate gross
Quad atrophy: no mild moderate  severe
McMurray: neg indet suggest defin
Comments:
Lat. Circ.: neg indet suggest defin

Mod. Losee's:

Flex. Rot. Drw.:/Pivot Shift:

External Rotation Recurvatum:

Posterior Sag Test:

Given to Pt;

[0 Exercise Sheet

RorL Chart#

Date
Scars: PM AM PL AL
Tenderness (Locat):
Degree: mild moderate severe
Masses (Locat):
Size:
Quad Circ: | R L
Range of motion: R to
L fo

Other:
X-Ray Findings:

Diagnosis:

Plan:

[J Surgery Folder




ALASKA DEPARTMENT OF LABOR

PHYSICIAN’S REPORT " °

N Employee: Sections 1 &2 Physictan: AWCB Case Number
Alaska Workers’ Compensation Board D INITIAL physician: Sections3&4 [ PROGRESS Sections 1 & 4
P.O. Box 25512, Juneau, Alaska 99802-5512 _
1. Employee's Name (Last, First, Middle Initial) 2. Insurer Claim No. 3. Injury Date
/ i
4. Address 5. Sex 6. Social Security Number
f'\ P . . -
!l \ LI Male [0 Female
/ : E fiity State Zip Code Telephone 7. Birthdate
12l / /
5 8. Employer 9. Insurer
| | - :
i
/10. Address 11. Address
N
City State Zip Code Telephone City State Zip Code Telephone
/' \12. Date Last Worked 13. Was Body Part Injured Before?

J No [ Yes

If yes, when and describe:

4. Describe Injury and Tell How it Happened:

_ SECTION2

. Have You Seen Any Other Doctor for this Injury?
[ No [J Yes If yes, list name and address:

16. Hospitalized as Inpatient? Name of Hospital

] No

O Yes

- YOUR First Treatment Date: | 18. Describe Complaints:

/ [

19

Fully Describe Findings on First Examination (Specify Right or Left):

20. Diagnosis

SECTION 3

X-Rays?

21.
[ No [J Yes  X-Ray Diagnosis:

22. |s Condition Work Related? [ No (Explain):

O Yes ] Undetermined (Explain):

23. Treatment Date(s) Since Last Report: -

[ [

24. Next Treatment Date:

N R Y

25. Estimate Length of Further Treatment

Days Wesks Months

Date Discharged From - | 27. MedicallyStéﬂonary
Treatment; . = - R o :
. / . O Ne O Yes

26.

287" Will Vocational Rehabilitation Be Needed? -~~~
. O Ne O"Yes .. O Undetermined

29; 4WiIHnJury Besult In Permanent Impairment?

"O.No

30. Impairment Rating:

31. Factors on Which Rating is Based:

"0 Yes " [0 Undefermined

[ No Estimate Length of Disability: [ 1-3Days [J 4-7Days [0 8-14Days [ 15-2i Days [ 22-28Days [0 More:___ Weeks ____Months

32. Rel d

for Work , Date

O Yes T Regular Work / /

Date

) Give Limitations:
00 Modifedwork [/

33. Describe Treatrnent (and/or Attach Chart Notes): .

34. Remarks (and/or Attach Chart Notes):

SECTION 4

35. If Case Referred to Another Physician, State Name and Address:

36. IRS 1.D. Number

37. Physician's Name and Degree (Print or Type)

38. Physiclan's Signature

39. Report Date

[ [

40. Address City

State

ZipCode 41. Telephone

Form 07-6102 (Rev. 7/89)

SEE INSTRUCTIONS ON BACK




OFFICE USE ONLY

HEALTHSOUTH,

Diagnostic Cenfer PATIENT INTAKE FORM Photo ldentification
PATIENT INFORMATION
Last Name First Name Ml
SSN Date of Birth Age Patient Account #
Marital Status: SINGLE MARRIED DIVORCED WIDOWED Gender: MALE FEMALE
© Address” < - v - S e e Gy ~ = oo T state " Zip ‘
Home Phone Mobile Phone Other
EMPLOYER INFORMATION - ovii o i e foe S s
Employment Status:  FULL-TIME PART-TIME ~ STUDENT UNEMPLOYED RETIRED CHILD OTHER
Employer , | Job Title
‘Employer Address ' ) Work Phone:
City _ ‘ = State: Zip

SPOUSE OR RESPONSIBLE PARTY.INFORMATION. ;

Name Date of Birth ' _ ssN

Address’ City State Zip
Employer : Telephone
Address ‘ ‘ s City State Zip
EMERGENCY CONTACT INFORNMATION - : s '

Name ’ . Relationship to Patient:
Address City ‘ State Zip
Home Phone - Mobile Phong Other

PRIMARY INSURANCE INFORMATION "~~~ =

Insured Date

Last Name First Name M of Birth
SSN Relationship to Patient SELF SPOUSE PARENT OTHER

Employer

Insurance Company Policy Telephane
Policy‘Number : : Subscriber / Member ID

Group Name / Number On-the-Job-Injury? ~ Motor Vehicle Accident?
Worker's Comp Claim Number Date of Injury State
Worker's Comp Contact Name Telephone

SECONDARY INSURANCE INFORMATION = = 5 & . 7

astName ~ First Name ] Date of Birlh
SSN . Relationship to Patient SELF SPOUSE PARENT OTHER

=mployer :

nsurance Company Policy Telephone

?olicy Number .

subscriber / Member D Group Name / Number

 have reviewed the above information and verify that it is accurate.

atient Signature Date =/ /-
/itness Signature Date / /
HRC 2005 DC 152

DX_02 Patlent Intake Form 07-2005



Diagnost/‘c Centers
'ASSIGNMENT OF BENEFIT

If HEALTHSOUTH Diagnostic Centers have adequate insurance information from you, we will prepare and file all insurance
claims for both primary and secondary insurance. Please plan to make arrangements for payment of the uninsured portion of
your services (i.e. co-pay, deductible) at the time of your visit. This information sheet will outline your financial responsibility for
the services received foday. In the event legal action should be come necessary, | agree to be responsible for and pay all
reasonable collection, attorney and court fees incurred.

I understand that if the imaging service provided today is the result of an accident or other form of personal injury and | have
been referred by an attorney, | am personally responsible for the payment of charges.

I authorize HEALTHSOUTH Diagnostic Center to release to my insurance company any medical information which may be
necessary to processing my insurance claim. | assign benefits payable for diagnostic imaging services to HEALTHSOUTH
Diagnostic Center. | further authorize the release of any medical information in regard to the services which are provided by
HEALTHSOUTH Diagnostic Center to any physician or health care provider by whom | have been or will be treated who
requests such information.

! fL;rther authorize any hospital, physician or any health care provider who has attended me or furnished medical services, to
disclose, when requested to do so, all copies of all hospital or medical records to HEALTHSOUTH Diagnostic Center. '

Scheduled Procedure(s)

Estimated Cost of
Patient Name . Procedure(s) $

First Name MI Last Name .
Patient Signature Date
PHYSICIANORDER (VerbalOnly) -~~~ - " - ...
Verbal Order / Procedure (s)

Ordering Physician Caller

Signs / Symp’toms

Verbal Order Received By
/ERIFICATION INFORMATION

Faciliily HSDC ANCHORAGE, LP (# 06008400 ) TaxiD 63-1186076

Not necessary (per division policy)

atient Name - - Accl# - Procedure(s)

\ppt Date Time Referring Physician UPIN

-ffective Date ) Termination Date

s Coverage Current? ~ {s Coverage Month-to-Month?

Yoes Pre-Existing Apply? ’ Comments:

0-Pay Amount $ Pre-Certification Required?

o-Insurance % i Authorization / Referral Required?

elf-Pay Amount $ Authorization Number

etwork: Coverage Limitations:

lan Type: B HMO-PPO-POS-EPO-MEDICARE-MEDICIAD-INDEMNITY-WORKER'S COMP

'rimary Insurance Billing Address !

Secondary Ins. Billing Address -

surance Representative ) Telephone
ate o Time Fax Number Verified By
omments:
FINANCIAL ORIENTATION » COLLECTION OF PAYMENT
Date / / Amount Due § Amount Collected §
Initials Payment Plan ? Initials

DX _02 Patient intake Form 07-2005 HRC 2005 DC 152



