Shehan Abeyewardene, MD
10001 S. Western Ave., Suite 101 « OKC, OK 73139

~ Phone (405) 692-3700 » Fax (405) 692-3783
Oklahoma Sports Science & Orthopedics

NEW PATIENT INFORMATION

(Please Print - Fill in All Blanks)

FIRST NAME MIDDLE NAME LAST NAME DOB SSN SEX
ADDRESS: CITy: STATE: ZIP CODE:
HOME PHONE: ( ) WORK PHONE: () MOBILE PHONE: ( )

EMAIL ADDRESS MARITAL STATUS: MOTHER’S MAIDEN NAME (IF MINOR):

DO YOU NEED AN INTERPRETER? || YES || NO

WRITTEN LANGUAGE:

RELATIONSHIP PRIMARY PHONE:
( )

EMPLOYMENT STATUS || Disabled || Full-time [_| Not Employed || Active Military || Part-Time [/Self-Employed || Student [ Retired || Unknown

ETHNICITY: RELIGION:

PREFERRED LANGUAGE:

NEXT-OF-KIN INFORMATION
EMERGENCY CONTACT

PREFERRED LANGUAGE LEGAL GUARDIAN?

EMPLOYMENT INFORMATION

EMPLOYER: ADDRESS CITY / STATE ZIP CODE:

APPOINTMENT INFORMATION

REFERRING PROVIDER: DO YOU HAVE AN ADVANCED DIRECTIVE? || Yes [ | No

IS THIS VISIT ACCIDENT RELATED? | Yes | No

GUARANTOR INFORMATION (PLEASE COMPLETE, IF GURANTOR IS NOT PATIENT/MINOR)
RELATIONSHIP TO PATIENT

INSURANCE INFORMATION - We will need a copy of the Insurance Card in order to file a claim.

PRIMARY COVERAGE: SUBSCRIBER’S NAME: SUBSCRIBER’S DOB SUBSCRIBER’S SSN:

SUBSCRIBER’S ID: PATIENT’S ID (IF DIFFERENT): GROUP NUMBER:
SUBSCRIBER’S ADDRESS: cITYy STATE ZIP CODE

SUBSCRIBER’S EMPLOYMENT STATUS: SUBSCRIBER’S EMPLOYER NAME: EMPLOYER’S ADDRESS:

SECONDARY COVERAGE: SUBSCRIBER’S NAME: SUBSCRIBER’S DOB SUBSCRIBER’S SSN:
SUBSCRIBER’S ID: PATIENT’S ID (IF DIFFERENT): GROUP NUMBER:

SUBSCRIBER’S ADDRESS: CITY STATE SUBSCRIBER’S ADDRESS:
SUBSCRIBER’S EMPLOYMENT STATUS: SUBSCRIBER’S EMPLOYER NAME: EMPLOYER’S ADDRESS:

Authorize the RELEASE of any MEDICAL INFORMATION if necessary to file Insurance Claim.
| Authorize PAYMENT OF MEDICAL BENEFITS to the undersigned physician or supplier for services rendered.

| accept responsibility for full payment on my account.
lacknowledge and agree that | have received a copy of the TPG Privacy Notice.

SIGNATURE: DATE:




Shehan Abeyewardene, MD
O O 10001 S. Western Ave., Suite 101 « OKC, OK 73139
Phone (405) 692-3700 * Fax (405) 692-3783
Oklahoma Sports Science & Orthopedics

Name: Occupation:
DOB: Age: Height: Weight: Dominant Hand: R/ L
Referring Physician Name and Phone Number:

Have you ever seen a Cardiologist? YES/NO If yes, who:

Reason for Today’s visit:

Injury? YES/NO Date of Injury? Work related? YES/NO Auto Accident? YES/NO
Brief Description of Injury:

MEDICATIONS: list all of the prescription and over the counter medications you are currently taking.

L)1 AM CURRENTLY NOT TAKING ANY MEDICATIONS

Medication Name Dosage Frequency

PHARMACY: List the name and location of your preferred pharmacy. Please note we do not use Walmart pharmacies, this includes
Sam’s Club and Neighborhood Walmart.

Pharmacy: Location/Phone #:

ALLERGIES:

[J 1 HAVE NO KNOWN ALLERGIES

Allergies Describe Reaction (e.g., hives, rash, itching, nausea, diarrhea,
headaches, fainting, shortness of breath, etc.)

Patient Signature: Date:




Patient Name:

Date of Birth: Date Completed:

Past Medical History

Cardiovascular:
[1 Arrhythmia
] Chest Pain

[1 CHF

Coronary artery disease Hypertension
Deep vein thrombosis Myocardial infarction
Heart murmur PVD

[ Diabetes mellitus
Gastrointestinal:

Kidney disease Thyroid disease

[ GERD

Obesity

Hematologic
[] Anemia
Infection

[ Clostridium Difficule
[] Hepatitis B

[l Hepatitis C
Musculoskeletal:

[ Arthritis
Neurological:

[l Dementia
Pulmonary:

[1 Asthma

High Cholesterol

HIV/AIDS Tuberculosis
MRSA VRE
STD

Fractures Rheumatoid arthritis
Seizure Stroke

Home Oxygen Use Pulmonary embolism
Pneumonia Sleep apnea

[1 Chronic bronchitis
[l COPD

Pulmonary arterial HTN

Additional Pertinent Medical HX:

[1 Blood transfusion Cancer Insomnia

[1 ADD/ADHD Bullimia nervosa Psychosis

[1 Alcohol abuse Depression PTSD

[1 Alcoholism Head injury Schizoaffective disorder

[1 Anorexia nervosa History of violence Self-injurious behavior

[1 Anxiety ocCD Substance abuse

[1 Autism spectrum disorder oDD Suicide attempts

[ Bipolar disorder Panic disorder Withdrawal symptoms (alcohol)
[1 Borderline personality Psychiatric illness Withdrawal symptoms (drug)
[1 Abnormal ECG Fatigue PONV

[ Clotting disorder Malignant hyperthermia Spinal headache

[1 Difficult Intubation
Other Medial History:

Motion sickness

Tobacco:
Smoking: Never
Smokeless: Never

Alcohol Use: Yes

Drug Use: Yes

Social History

Please circle your answer

Former Every Day Some Days Cessation Comments:

Former Every Day Some Days

No Defer Drinks per week:

Never Not Currently Defer Comments:




Date of Birth:

Patient Name:

Ll Abdomen surgery

'l Amputation

Ll Appendectomy
Ll Back surgery
I Brain surgery
'] Breast surgery

LI CABG

[l Cardiac catheterization

Pas

Date Completed:

t Surgical History

I Cholecystectomy (Gallbladder)

I Colon surgery
1 Cosmetic surgery

Other surgeries not listed:

Please check or list all of the SURGERIES you have had

] C-Section
_| Dilatation and Curettage
| Eye surgery
| Fracture surgery
| Gastrectomy
| Heart surgery
] Heart transplant
"I Hernia repair
| Hysterectomy
] Joint replacement
| Kidney transplant

"I Lithotripsy
I Liver transplant
"I Lung transplant
| Mastectomy
I Neck surgery
| Pacemaker insertion
"1 Skin biopsy
| Tubal ligation
I Vascular surgery
] Weight loss surgery

Family History
Have any of your family members had any of the following problems?
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Mother
Sister
Brother
M. Grandmother

M. Grandfather
P. Grandmother

P. Grandfather

Other Relative:




Patient Name:

Date of Birth:

Constitutional:
| appetite loss

chills
diaphoresis

fever

malaise/fatigue
night sweats
weight gain
weight loss

HENT:
congestion
ear discharge
ear pain
hearing loss
hoarseness
odynophagia
sore throat
stridor
tinnitus

Gl:

abdominal bloating

abdominal pain
anorexia

bowel habits change
bowel incontinence

constipation
diarrhea
dysphagia

excessive appetite

flatus
heartburn
hematemesis
hematochezia
jaundice
melena
nausea
vomiting

Review of Systems

Are you experiencing any of the following symptoms?

Eyes:
blurred vision
discharge
double vision

pain

photophobia
redness

vision loss — left
vision loss — right
visual disturbance
visual halos

Cardiology:
chest pain
claudication
cyanosis
dyspnea on exertion
irregular heartbeats
leg swelling
near-syncope
orthopnea
palpitations
PND
syncope

GU:
bladder incontinence
decreased libido
dysuria
flank pain
frequency
genital sore
hematuria
hesitancy
incomplete emptying
menorrhagia
missed menses
nocturia
non-menstrual bleeding
pelvic pain
urgency

Respiratory:

] cough

hemoptysis

shortness of breath

sleep disturbances due to
breathing

snoring

sputum production
wheezing

Endocrine:
intolerance of cold
intolerance of heat
polydipsia
polyuria

Heme/Lymph:
adenopathy
bleeding
easy bruising/bleeding

Neurological:
aphonia
brief paralysis
concentration difficulty
coordination disturbances
daytime sleepiness
dizziness
focal weakness
generalized weakness
headaches
light-headedness
loss of balance
numbness
paresthesia
seizures
sensory change
tremors
vertigo

Date Completed:

Skin:

I changes in nail beds

discoloration
dryness

flushing

itching

poor wound healing
rash

skin cancer

suspicious lesions
unusual hair distribution

Musculoskeletal:
arthritis
back pain
falls
gout
joint pain
joint swelling
muscle cramps
muscle weakness
myalgia
neck pain
stiffness

Psychiatric:
altered mental status
depression
hallucinations
hypervigilance
insomnia
memory loss
nervous/anxious
substance abuse
suicidal ideas
thoughts of violence

Allergy/Immuno:
environmental Allergies
HIV exposure
hives

"1 persistent infections



OKLAHOMA SPORTS SCIENCE AND ORTHOPEDICS

AUTHORIZATION TO RELEASE INFORMATION

Patient Name: DOB:

| hereby authorize confidential communications from the physicians or staff of OSSO regarding my health, care
treatments, appointments, prescriptions etc. to be received at any of the numbers given below. | authorize the
staff to leave messages on the voicemail or with the individual who answers the phone at any of the below
numbers:

Home Phone: Work Phone:

Cell Phone: Other:

| authorize the following individuals to call the office on my behalf to verify the status of appointments, treatment
plan, medications, and account information. These individuals may also pick up prescriptions and/or samples that
| have requested:

Name: Relation:
Name: Relation:
Name: Relation:
Name: Relation:

| understand this authorization will remain in effect for one year or unless | revoke the authorization in writing.

Patient Signature: Date:

OSSO STAFF ONLY:
Documented by:

Initials Date
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