
 

 
DR. ROBERT MEDLER 

PATIENT INFORMATION FORM 
 
 

Patient Name: 
 
Mother's name: 
Day Phone#: 
Evening Phone #: 
Email: 
 
Father's name: 
Day Phone#: 
Evening Phone #: 
Email: 
 
Parents status: 
Married Separated  Divorced 
 
Best contact number:



 

 

DR. ROBERT MEDLER 
PATIENT HISTORY FORM 

 
Date: ___________ Patient Name: ___________________________ DOB: ________ Age: ________ 
 
Height: __________ Weight: __________ Blood Pressure: __________ 
 
Were you referred by a Physician? If yes, who? __________________________________________________ 
 
Who is your primary care physician? ____________________________________________________________ 
 
Date of Injury: ______________________________ how long has it been a problem? ___________________ 
 
Body part: ______________________________ 
 
How did the injury occur? What are your symptoms? 
 
____________________________________________________________________________________________________ 

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________  



 

 
List your current everyday medications: 
 
______________________________________________________________________________________________________

______________________________________________________________________________________________________ 

Pharmacy: ______________________________ Phone number: ______________________________________ 

List all allergies and drug reactions: 

______________________________________________________________________________________________________

______________________________________________________________________________________________________ 

Are you currently experiencing any of the following? (circle) 

Anxiety Asthma Anemia 

Bruising Chest Pain Chills 

Dizzy Spells Depression Fever 

Frequent Diarrhea Muscle Cramps Nausea 

Painful Urination Rash Swollen Glands 

Sleep Apnea Ulcers Vomiting 

Weight Loss Weight Gain  

 
Family History: List family members with cancer (and type), diabetes, blood clots, heart disease, 
high blood pressure, stroke, ADD/ADHD, or other significant medical problems. 
 
Example: Mother: Breast cancer, high cholesterol 

Mother: ___________________________________________________________________________________________ 

Father: ___________________________________________________________________________________________ 

Siblings: __________________________________________________________________________________________ 

Self: _______________________________________________________________________________________________ 



 

 
List any previous surgeries that have required anesthesia: 
 
______________________________________________________________________________________________________

______________________________________________________________________________________________________ 

Race: ______________________________ Ethnicity: ______________________________ 

Occupation: ______________________________ 

Employer: ______________________________ 

School: ______________________________ 

Grade: ______________________________ 

 

Do you use tobacco? ______________________________ If yes, how much? ___________________________ 

Have you tried to quit? ______________________________ How old were you when you quit? __________ 

Do you drink alcohol? ______________________________ How often? ______________________________ 

Do you exercise or play any sports? List specific activities: 

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________ 

Marital status: ______________________________ Spouse name: ______________________________ 

Ages and names of children, if applicable: 

______________________________________________________________________________________________________

______________________________________________________________________________________________________ 



SIGNATURE ORTHOPEDICS - SIGNATURE MEDICAL GROUP 

PATIENT REGISTRATION CONSENT & ACKNOWLEDGMENTS 

 
CONSENT TO TREAT 
I consent to Signature Medical Group (SMG) physicians, practitioners, and other providers (“provider”), their assistants 

and staff to provide medical and/or surgical treatment, testing, supplies, medications, services, equipment and other items 

deemed necessary for the patient below. I have been informed of the nature and purpose of the proposed treatment, 

common side effects, risks, benefits, alternatives and estimated duration of treatment as applicable. I understand that I 

may withdraw consent to treatment and will inform the attending Provider of any decision to terminate treatment. I agree 

to provide at least 24 hours notice prior to canceling an appointment and understand that failure to provide notice may 

result in a cancellation fee. In the event of an emergency while receiving care at SMG, I authorize SMG staff to arrange 

for care and treatment necessary to address the emergency medical condition. 

 

ASSIGNMENT OF BENEFITS/FINANCIAL RESPONSIBILITY 
I acknowledge that the patient or guarantor signing below is financially responsible for all charges for medical services 

provided by SMG and payment is due on the date of service. If an insurance/health plan claim is filed by SMG, I request 

that payment of all benefits be made directly to SMG. I agree to pay for any services or out-of-pocket expenses which are 

not covered by insurance. I acknowledge receipt and acceptance of SMG’s Payment Policies provided with this form. I 

acknowledge that I will be responsible for payment of legal and collection fees in addition to the outstanding balance 

should SMG refer my account to an outside agency for collection.  

 

RELEASE OF INFORMATION/DISCLOSURE OF PROTECTED HEALTH INFORMATION 
I consent to SMG’s release of the patient’s protected health information (PHI) for treatment, payment and operations 

purposes in accordance with HIPAA. I acknowledge that SMG may release medical records and PHI to the third-party 

health plan or payer, including Medicare, Medicaid, health insurer, HMO, or other company or program that arranges or 

pays for the cost of some or all of the patient’s health care. SMG may also release PHI to other health care providers 

involved in treating the patient including physicians, hospitals, laboratories, pharmacies and others. I have been provided 

with SMG’s Notice of Privacy Practices that further describes the uses and disclosures of certain PHI by SMG. To 

facilitate treatment or payment, including communication of appointment reminders, prescriptions/refills, laboratory results 

and other information, I consent to SMG sharing PHI with the following individuals: 

 

Full Name__________________________________Relationship____________________Phone #__________________ 

Full Name__________________________________Relationship____________________Phone #__________________ 

Full Name__________________________________Relationship____________________Phone #__________________ 

 

Initial all applicable information: 

___Medical/Treatment/PHI including retrieval of medical records and prescription refills 

___Lab/Ancillary Testing/Radiology/MRI/Imaging Results 

___Billing/Insurance Information 

___Authorized to leave message on voicemail or by other designated communication systems 

___Other, Describe_________________________________________________________________ 

 

ADVANCE DIRECTIVES FOR HEALTH CARE  (Living Will/Healthcare Directive, Durable Power of Attorney for Healthcare) 

(If applicable to the practice setting, patient to initial appropriate statement): 

____The patient does NOT have an Advance Directive 

____The patient has the following Advance Directive(s): _____________________________________________ 

__________________________________________________________________________________________ 

and will provide a copy to the attending SMG physician practice 

 

 

Print Patient’s Full Name ______________________________________Patient DOB____________________________ 

 

Print Name of Legal Guardian __________________________________Relationship to Patient____________________ 

 

Signature & Date Signed ______________________________________Witness to Signature______________________ 



Revised 10/2021 

SIGNATURE ORTHOPEDICS – NEW PATIENT PACKET 
PAYMENT POLICIES 

We accept cash, check, debit, Visa, MasterCard and most health plans/insurance programs. You may consent to pay by 
automated payment card by signing a separate authorization. 

If the patient is covered by insurance, the following apply: 

1. The patient/responsible party or guarantor signing below (“you”) must provide us with the patient’s current and 
correct medical coverage/insurance/health plan (“health plan”) or other responsible third-party payor. 

2. You must follow the rules of the health plan such as providing a valid referral form and precertification of testing 
and/or surgery when required by the health plan for payment. We will assist with this process, but if claims are 
denied because of your failure to comply with coverage/payment rules, you will be responsible for paying the 
denied claim(s). 

3. You are responsible for paying any deductibles and co-payments in the amount specified by the health plan as 
well as non-covered services or other costs not covered by the health plan. 

4. Co-payments, non-covered services and other point of service payments must be paid at the time of service 
including amounts due for a child regardless of who has the legal obligation, or payment obligation under 
parental custody, divorce, or separation terms. 

5. WORK RELATED INJURIES: 
a. If the patient’s employer has approved treatment, you will not be charged or billed. 
b. If the patient’s employer does not approve treatment and YOU SELECT US FOR YOUR TREATMENT, you 

may be billed and you may be responsible for payment of services no approved by the employer. 
6. If the patient is involved in a claim or lawsuit that affects the payment of our services, we hold you responsible for 

payment of our regular fees. 
7. We file group health plan claims and by law, must file Medicare claims. 
8. If you think your bill contains an error or if you need more information about an item on your bill, contact us at 

the address or telephone number on your statement. 

We expect payment in full at time of service for all charges which are not covered by the patient’s health plan. It is your 
responsibility to contact us in the event of a need for an alternative payment plan or to apply for a discount if you do not 
have insurance. 

In the event of non-payment, you will be responsible for any legal and collection fees. Legal and collection fees will be 
added to the outstanding balance on the account should the account be referred to an outside agency for collection. 

All patients 18 and older must sign, regardless of whether they are on parent or other insurance. 

I have read and agree to the above terms and hereby assume full responsibility for paying any medical service charges and 
collection fees according to these terms. 

Print Patient Name: _____________________________________________ Date of Birth: ________________________________ 

Print Guarantor Name and Relationship to Patient: ________________________________________________________________ 

Signed: _________________________________________________________ Date: _________________________________________ 
   Patient or Guarantor/Responsible Party, if other than Patient 

(Witness to Signature, if applicable): _______________________________________________________________________________ 



Revised Feb. 2022 

SIGNATURE ORTHOPEDICS – NEW PATIENT PACKET 
INSURANCE INFORMATION 

 
Date:      □ New Patient □ Update 

Referred to this Office by: □ Patient □ Physician □ ER (Hospital) Name of Person/Hospital:   

Patient’s name (Last, First MI) DOB Age Sex    

Patient Email SSN Marital Status Spouse’s Name   

Patient Address City State Zip   

Home Phone Cell Phone Work Phone   

Patient’s Employer: Employer’s Address:    

PARTY RESPONSIBLE FOR BILL (AND SPOUSE) IF OTHER THAN PATIENT 
Both Parents, if patient is a minor (under 21) 

Name (Last, First MI) Relationship SSN DOB   

Address City State Zip Phone # Work #   

Employer’s name Employers Address   

Name (Last, First MI) Relationship SSN DOB   

Address City State Zip Phone # Work #   

Employer’s name Employers Address   

INSURANCE INFORMATION: PLEASE HAVE INSURANCE CARD(S) AVAILABLE TO COPY 
Primary Insurance Effective Date   

ID# Group #   

Subscriber Full Name Subscriber SSN DOB   

Secondary Insurance Effective Date   

ID# Group #   

Subscriber Full Name Subscriber SSN DOB   

Other Insurance Effective Date   

ID# Group #   

Subscriber Full Name Subscriber SSN DOB   

INJURY REPORT/NATURE OF INJURY 
□ Worker’s Comp □ Recreational □ Auto □ Home □ Other □ Date of Injury   
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