PATIENT REGISTRATION FORM
CENTER FOR JOINT PRESERVATION AND REPLACEMENT
RUBIN INSTITUTE FOR ADVANCED ORTHOPEDICS
Please Print

Date:

Patient Name:
Last First Ml

Date of Birth: Age: Male Female
( Please Circle)

Social Security #

Address:

City State Zipcode

Home Phone # ( ) Work: ( ) Celley )

Employer’s Name:

Employer’s Address:

Responsible Party of Guarantor:

Address:

Spouses Name: Spouses Work # ()

Emergency Contact:

Relationship to Patient: Phone# (__ )
Primary Care Physician’s Name: Phone # ()
Referring Physician’s Name: Phone#(__ )

Authorization and Assignment of Insurance Benefits

The undersigned patient, or authorized individual acting on behalf of the patient understands and agrees to
the following:

e [ authorize payment of medical benefits to the physician(s) rendering service(s)

s [ agree and acknowledge that my signature on this document authorizes my doctor to submit claims for
benefits, services rendered, or service to be rendered without obtaining my signature on each and every
claim submitted for myself and/or dependent(s). I will be bound by this signature as though the
undersigned had personally signed the particular claim.

e | will pay to the physician any balance due for services rendered. I understand that if payment is not
made on my benefit by my (insurer, legal representative, or workmen’s compensation insurance), [ will
be responsible for any outstanding balances.

Signature of Patient, Parent/Guardian, Guarantor Date



NEW PATIENT QUESTIONNAIREZ-;' |

Rubln Instltute for Advanced Orft.:ﬁ_;?.pedlcs SURGEON:

DATE:

This questionnaire is for research purposes only. Your identifying information will not be disclosed to any individual
or party outside of the Rubin Institute for Advanced Orthopedics.

LAST NAME: FIRST NAME: M.

DATE OF BIRTH: RACE: SEX: OMale [JFemale
EMAIL ADDRESS (if avanlable)
To be Compieted by Staff- i HEIGHT

EMPLOYMENT
Job Description/Title:

Hours Worked: U Full-time Activity in Job: [Sedentary Are you on workers [ Yes
Ll Part-time [ Light compensation? [1No
[ Retired L1 Medium
[l Disabled [ Heavy

MAJOR COMPLAINTS (please check all that apply)
Knee: LOOJ RO Foot: L[J R[] Leg: LORO Hand: LOO RO
Hip: LO RO Ankle: LOO RO Shoulder: LO RO - Wrist: LOI RO

LOCATION OF PAIN (please check all that apply)

Knee: [JAll over Ankle: [JAll over Leg: [ All over Hand: [J All over
[ Inside [ Outside O Outside [] Fingers
O Front O Inside O Inside O Paim
[ Outside OTop O Thigh [] Back
[J Back L] Bottom [ Calf

Hip: [ Groin Foot: [1All over Shoulder: [J All over Wrist: [] All over
[] Buttocks [] Outside [ Outside [J Outside
[ Inside of Thigh [ Inside [ Inside [ Inside
] Front of Thigh [ Top O Top O Top
[] Outside of Thigh [] Bottom [] Bottom [] Bottom
SYMPTOMS

Approximately when did the symptoms first began?
Since (date):

Approximately when did the symptoms get worse?

Since (date):

Symptoms started because of:

(] Twisting injury [] Fracture / Break ] Work related injury
[J] Spontaneously [] Fall / Sports injury [] Motor vehicle accident
Other:

1300-S (11/07)



e

Pain (select one)

Unusual Support needed (select ohe)

[ None [0 Moderate [J None I Two canes
O slight [ Marked [ Single cane for long walks [ Two crutches / Walker
O mild [ Totally disabled [ Single cane most of thetime [ Unable to walk
[1 One crutch
Limp (select one) Stairs (select one)
[J None [ Moderate [ Normally without using railing [ Stairs in any manner
[ slight [0 Severe or unable to walk | [ Normally using railing [0 Unable to climb stairs

Distance able to walk (select one)
[ Unlimited O Indoors only
[ 6 blocks [ Bed and chair only
[0 2 to 3 blocks J Unable to walk

Able to enter public transportation (select one)
[ Yes, able to enter (bus)
[ No, not able to enter (bus)

Sitting (select one)
[ Comfortable sin any chair for one hour
O Comfortable sin any chair for 30 minutes
[0 Unable to site comfortably in any chair

Putting on shoes and socks (select one)
[ with ease
I with difficulty
[J Unable to put on socks and shoes

_ LeftHip — answer the following questions only if you have left hip complaints

Pain (select one)

Unusual Support needed (select oné).'

[0 None [ Moderate I None [J Two canes
O slight [J Marked [ single cane for long walks [ Two crutches / Walker
O Mild [ Totally disabled [ Single cane most of the tme [ Unable to walk
] One crutch
Limp (select one) Stairs (select one)
O None [ Moderate [ Normally without using railing [ Stairs in any manner
[ slight [ severe or unable to walk | [ Normally using railing [ Unable to climb stairs

Distance able to walk (select one)
O Unlimited O Indoors only
1 6 blocks [ Bed and chair only
[ 2 to 3 blocks [ Unable to walk

Able to enter public transportation (select one)
[ Yes, able to enter (bus)
[ No, not able to enter (bus)

Sitting (select one)
[0 Comfortable sin any chair for one hour
[0 Comfortable sin any chair for 30 minutes
[ Unable to site comfortably in any chair

Putting on shoes and socks (select one)
[ With ease
[ with difficulty
[J Unable to put on socks and shoes




Right Knee — answerthe'followlng.ql.;le.:s't'idns Ol_lly'lf you have right"ki‘lée..cb.mplaints -

Pain Walking (select one) Distance able to walk (select one)
[J None [J Moderate I Unlimited [J 1 to 5 blocks
0 mild [ severe [J 10 to 20 blocks [J Less than one block
j [ 5 to 10 blocks [J Cannot walk
Pain Up/Down Stairs (select one) How do you go up stairs (select one)
[ None O Moderate [J Normally one foot in front of the other [ Use the hand rail for support
I Mild L1 Severe [0 Use the hand rail for balance [0 cannot climb stairs
Pain at Rest (select one) How do you go down stairs (select one)
[0 None [0 Moderate [0 Normally one foot in front of the other [ Use the hand rail for support
1 Mild [ Severe [ Use the hand rail for balance [ Cannot climb stairs
Support (select one) Getting out of a chair (select one)
] None [ Crutches O Normally without support [0 Use arm rests to push myself up
[ cane 0 walker [0 Use arms rests for balance [0 cannot get out of chair
[ 2 Canes

Paln Walklng (select one) Dlstance able to walk (select one)
] None ] Moderate O Unlimited [J 1 to 5 blocks
O mild [0 severe [J 10 to 20 blocks [J Less than one block
[ 5 to 10 blocks [0 cannot walk
Pain Up/Down Stairs (select one) How do you go up stairs (select one)
[J None 1 Moderate [ Normally one foot in front of the other [0 Use the hand rail for support
O mild 1 severe [0 Use the hand rail for balance I Cannot climb stairs
Pain at Rest (select one) How do you go down stairs (select one)
O None [ Moderate [J Normally one foot in front of the other [ Use the hand rail for support
O mild [ Severe [ Use the hand rail for balance [J Cannot climb stairs
Support (select one) Getting out of a chair (select one)
[ None O Crutches O Normally without support [ Use arm rests to push myself up
O cane I walker [ Use arms rests for balance - [ cannot get out of chair
[ 2 Canes

Raﬁge ofMotlon:f“l ' S
‘Extension Lag:
Flexion Con ure:
Notad Malalig'___“ 1

To be completed
by staff

ACTIVITY LEVEL (Hip and Knee Patients)

Check one box that best describes your current activity level:

O 1. Wholly Inactive, dependent on others, and cannot leave residence

O 2. Mostly inactive or restricted to minimum activities of living

O 3. Sometimes participates in mild activities, such as walking. Limited housework and limited shopping

O 4. Regularly participates in mild activities

O 5. Sometimes participates in moderate activities such as swimming or could do unlimited housework or shopping

O 6. Regularly participates in moderate activities

O 7. Regularly participates in active events such as bicycling

O 8. Regularly participates in active events such as golf or bowling

0O 9. Sometimes parttmpates in impact sports such as jogging, tennis, skiing, acrobatics, ballet, heavy labor or backpacking
O 10. Regularly participates in impact sports



