Advanced Orthopedic Specialists

Providing state of the art orthopedic care in a friendly environment
2305 Genoa Business Park Dr., Suite 170, Brighton, M1 48114
Tel: 810-299-8550 Fax: 810-844-0837 www.advancedortho.net

Laith Farjo, M.D. Edward Loniewski, D.O. Robert Mihalich, M.D.
Amanda Vetere, PA-C Jay Peterson, PA-C Heather Cresmen, PA-C Matthew Kenny, PA-C
Your Appointment: Time:

Please complete the enclosed forms and bring them with you along with your photo ID (i.e., drivers
license or state issued ID) and insurance card. If you cannot fill out these forms prior to your
appointment, please arrive 15 minutes early, and we will help you complete them. For your
convenience, wheelchairs are available in the lobby.

If you have had testing done outside of the St. Joseph Mercy Health System, please bring the results
(report and films) with you to your appointment.

Genoa Medical Center, Suite 170
2305 Genoa Business Park Drive
Brighton, M1 48114
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Name Date of Birth Male ____ Female ___
Phone [Hm] [WKk] [Cell}

Name of Family Physician City Family Dr’s Phone

The name | would like to be called is: What is your occupation?

How do you learn best? (check all that apply): [ Reading [dVideos [ Groups [ Verbal Instruction [ Hands-On

If English is not your primary language, do you need the assistance of an interpreter? L1 Yes

Do you need the assistance of a sign language interpreter? dYes [ No

Indicate the one person that information about your hospital stay may be released to:

Chronic Cough or Lung Problems

Epilepsy/seizures - Date of last seizure

(A No Language:

Skin problems (open wounds / rashes / shingles)

Short of breath at rest

Chronic Back Problems

Circulation problems

Short of breath after going up flight of stairs

Excess Bleeding from Surgery or Bleeding Disorders

Hard of hearing

Recent cold, -bronchitis or pneumonia

History of Anemia (low biood count)

Wear glasses / contact lenses

History of Asthma or Wheezing

Diabetes, since

Problems walking

Sleep Apnea U | have a CPAP machine

Liver Disease/Jaundice/Hepatitis

Chemotherapy last treatment date

High Blood Pressure - how many yrs?

Kidney Disorder

Radiation therapy last freatment date

Heart Attack - Date

Stomach Ulcer

Immunizations up to date

Heart Failure - Date

Chronic Heartburn / GERD / Acid Reflux

History of motion sickness

Chest Discomfort / Tightness with exertion

Hiatal Hernia

Are you on a special diet?

Irregular Heart Beat - Date

Transfusion - Date

Do you have any problems with foods,
chewing or swallowing?

Mitral Valve Proplapse

Could you be pregnant

Recreational Drugs

Heart Murmur

Last menstrual period - Date

Aicohol Drinks per week

Muscle weaknesses or disorder Are you breastfeeding Years smoked packs/day
0 Stroke O TIA O Weakness [ Paralysis Dentures / bridges / caps Date stopped smoking

An exam by a cardiologist (heart doctor) If yes, Dr's Name City Year
[J Heart Catheterization 1 Angioplasty/stent If yes, where Year
Exercise Stress Test If yes, where Year
Ultrasound of Heart (Echocardiogram) If yes, where Year
Pacemaker / ICD (mplantable Cardiac Defibrillator) if yes, where Year

Do you have any needs/concerns that may affect your care today: 1 YES LINO

If yes, please check one of the following:

Q fears [ cultural and/or religious beliefs 0 unusual growth/development (1 physical I psychological [ Other - indicate in comments section

Comments:

PLEASE COMPLETE OTHER SIDE
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HEALTH SYSTEM
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REMARKABLE CARE.

Angio

___ ST.JOSEPH MERCY SALINE HOSPITAL
__ ST. JOSEPH MERCY LIVINGSTON HOSPITAL
__ ST. JOSEPH MERCY WOODILAND HEALTH CENTER

MRI

PLEASE LIST ALL PREVIOUS HOSPITALIZATIONS (surgery, childbirth, medical iliness):

Date (approx. year) Reason Place (hospital or city)

Has your physician told you to take antibiotics before surgery and/or dental WOrk? ..........ccconniiicnninninnnns dYes No
Have you had any serious problems with anesthesia? If so, what? dYes [INo
Is there any family history of problems with anesthesia? ... dYes [No
Are there any personal/religious reasons you would refuse blood transfusions? ... dYes [No

Are you having pain related to your surgery? [dYes LINo | Do you have a history of chronic pain? Yes [No

Location: Location:

Describe this pain: (check all that apply) Describe this pain: (check all that apply)

[ Burning U Aching U Sharp [ Burning  Aching (1 Sharp

(1 Throbbing [ Tingling O Shooting (J Throbbing [ Tingling (1 Shooting

[ Spasms U Intermittent [ Continuous () Spasms O Intermittent U Continuous

(] Radiating (1 Radiating

[ Other: (] Other:

Rate level of pain (0-10) (see below) Rate level of pain (0-10) (see below)

’Do you need help in any of tese activitis?
(Check all that apply)
[ None [IBathing [ Walking

[ Meals / Meal Preparation [ Stair Climbing

(1 Toileting [ Dressing

Do you currently use: (Check all that apply)

[ Cane (1 Walker
(J Special Bed [ Oxygen

[ None (1 Wheelchair
I Cruiches [ Commode
[ Braces — Back / Leg / Arm

Signature of Patient

Today’s Date

REVIEWED BY:

Pre-Admission RN Date/Time

OR Care Manager Date/Time

Preop RN Date/Time

PACU RN Date/Time
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Medication Reconciliation Form

Name: Date of Birth: Height: Weight:

Name of Family Physician City Physician Phone #
List all Prescription medications. Pre-procedural (Lovenox, antibiotics, pain) Over-the-counter (eye drops, antacids, laxatives}, Nutritional & Herbal supple-
ments, Pumps or Patches you are presently using

(4 NO MEDICATIONS

Route RN ONLY
I iniacti How Often & INSTRUCTIONS
Name of Medication Dose (m°"itl!l‘r" ;'I‘éf;’t"’"’ When La?ég“,.rei:;‘ge" After you leave

Insulin Pump Basal Rate

3 NO KNOWN ALLERGIES
ARE YOU ALLERGIC TO: Yes No Yes No

Latex Adhesive Tape?
Foods Other

lodine on your skin?
LIST MEDICATION ALLERGIES BELOW

Medication Allergies Reaction Medication Allergies Reaction Medication Allergies Reaction

Patient or Care Provider Signature: Date: Time:

Reviewed by: RN Date: Time:
Unless otherwise indicated above, you can resume the home medications listed.

I have reviewed this patient’s home medication list and have taken it under consideration with regard to the medications currently prescribed for this patient.

Reviewed by: MD/DO/AHP Date: Time:
PRESCRIPTIONS GIVEN AT DISCHARGE 2 NONE

Medication Dose Route Frequency Indication | Last Dose

If you have any questions, contact your primary surgeon / primary physician.
**Please bring this medication record with you to your physican office or on return to the hospital **

Reviewed by: RN Date: Time: J Copy given to patient
[ Form sent to next care provider 1 Unknown Provider / Given to Patient
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Advanced Orthopedic Specialists

Providing state of the art orthopedic care in a friendly environment
2305 Genoa Business Park Dr., Suite 170, Brighton, MI 48114

Tel: 810-299-8550 Fax: 810-844-0837 www.advancedortho.net
Laith Farjo, M.D. Edward Loniewski, D.O. Robert Mihalich, M.D.
Michael Peters, PA-C Jay Peterson, PA-C Heather Cresmen, PA-C Matthew Kenny, PA-C
Jodi Branyan, PA-C
Patient and Insurance Authorization Information
Date:
Patient Name: Date of Birth:
First (Legal) Middle Last
Social Security Number: Sex: M F Marital Status: S M D W
Home Phone: Cell/Work Phone:
Mailing Address
City: State: Zip:
E-Mail Address:
Employer: Occupation:
Emergency Contact:
Name Relationship to Patient
Home Phone: Cell/Work Phone:

Complete this Section if Patient is a Minor
Responsible Party:

First Middle Last Relationship to Patient
Date of Birth: Social Security Number:
Address:
City: State: Zip:

Accidents or Work Injuries

Were you injured at work? Y N In an auto Accident? Y N Is this a liability case? Y N
Date of Injury/Accident: County of Injury:
Insurance Company:
Adjuster Name: Claim Number:
Adjuster Phone: Adjuster Fax:
Billing Address:
City: State: Zip:
Is there an attorney involved? Y N If so, Attorney Name:
Attorney Phone: Attorney Fax:

| attest that the information provided on this form is complete and accurate to the best of my knowledge.

I hereby authorize Advanced Orthopedic Specialists to furnish any medical information necessary to process my insurance claim(s) for my
treatment acquired in the course of the examination or hospitalization.

| authorize payment of medical and/or surgical benefits to Advanced Orthopedic Specialists. | understand that the provider’s charge may
exceed the insurance allowed amount and payment. | will be responsible for any and all balances such as co-insurance, co-payments, and
deductibles.

Signature of Patient/Legal Guardian Date

Egl/091508
6/10

Print Name
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Advanced Orthopedic Specialists

Providing state of the art orthopedic care in a friendly environment
2305 Genoa Business Park Dr., Suite 170, Brighton, M1 48114
Tel: 810-299-8550 Fax: 810-844-0837 www.advancedortho.net

Laith Farjo, M.D. Edward Loniewski, D.O. Robert Mihalich, M.D.

Michael Peters, PA-C Jay Peterson, PA-C Heather Cresmen, PA-C Matthew Kenny, PA-C

Jodi Branyan, PA-C

PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED
HEALTH INFORMATION

| hereby give my consent for Advanced Orthopedic Specialists to use and disclose protected
health information (PHI) about me to carry out treatment, payment, and healthcare operations
(TPO).

Advanced Orthopedic Specialists’ Notice of Privacy Practices provides a more complete
description of such uses and disclosures. | have the right to review the Notice of Privacy
Practices prior to signing this consent.

Advanced Orthopedic Specialists reserves the right to revise its Notice of Privacy Practices at
any time. A revised Notice of Privacy Practices may be obtained by forwarding a written request
to Advanced Orthopedic Specialists Privacy Officer at 2305 Genoa Business Park Drive, Suite
170, Brighton, Michigan 48114.

With this consent, Advanced Orthopedic Specialists may call my home or alternative location
and leave a message on voice mail or in person in reference to any items that assist the practice
in carrying out TPO. This includes appointment reminders, insurance items, and any calls
pertaining to my clinical care, including laboratory or other test results.

With this consent, Advanced Orthopedic Specialists may mail to my home or other alternative
location, any items that assist the practice in carrying out TPO such as appointment reminder
cards and patient statements. | have the right to request that Advanced Orthopedic Specialists
restrict how it uses or discloses my PHI to carry out TPO.

However, the practice is not required to agree to my requested restrictions, but if it does, it is
bound by this agreement. By signing this form, | am consenting to Advanced Orthopedic
Specialists’ use and disclosure of my PHI to carry out TPO.

I may revoke my consent in writing except to the extent that the practice has already made
disclosures in reliance upon my prior consent. If I do not sign this consent, or later revoke it,
Advanced Orthopedic Specialists may decline to provide treatment to me.

Signature of Patient or Legal Guardian Date

Printed Name of patient or Legal Guardian egl/021308





