
 

 

Patient Name: ______________________________________________     Acct #: ____________________   Date:___________ 

Thank you for choosing Orlando Orthopaedic Center.  We strive to offer the best healthcare services to our patients.  Part of that service is 
providing transparency regarding any financial responsibilities.  If at any time during your visit you have questions or concerns regarding 
your potential costs of services, please alert one of our team members.   

Please review the following. 

1. Orlando Orthopaedic Center verifies your benefits with your insurance company prior to each visit.  Verification of your benefits 
with your insurance company is not a guarantee of benefits or payment.  You are responsible for paying any out-of-pocket 
expenses as part of your benefit coverage.  Be advised having more than one insurance policy is not a guarantee that all of your 
out-of-pocket expenses will be covered. 
 

2. As a courtesy, Orlando Orthopaedic Center provides 2 options for you to pay your out-of-pocket expenses for services provided.   
 

Estimate of Cost 
Pay today an estimate of fees owed for your visit.  A team member will review your estimated out-of-pocket expenses at 
the end of your visit today.  After your insurance company processes your claim you may have additional out-of-pocket 
expenses for which you will be billed or you may be due a refund. 
 

 Authorized Payment Option 
Pay your exact out-of-pocket expenses after your insurance company processes your claim.  This process requires us to 
secure your credit card information.  After your insurance company has processed your claim your credit card will be 
charged the determined amount for any balance owed.  You will be notified of the exact amount before your credit card 
is charged. 
 

3. Assignment of Benefits:  In consideration of the treatment being rendered, you hereby irrevocably assign any and all insurance 
benefits you have to Orlando Orthopaedic Center for services provided to you. You understand you remain personally financially 
responsible for any services not covered by your insurance benefits or plan.   
 

4. For Self-Pay patients with no active insurance coverage, Orlando Orthopaedic Center offers a flat rate of $250.00 for the initial 
office visit and $150.00 for each follow-up office visit.  Please note separate fees apply for tumor consultations.  Additional 
charges apply for services not included in the office visit (examples include DME, MRI, EMG, therapy, surgery).  Payment is 
required prior to services being rendered. 
 

5. If your balance is not paid or a payment arrangement has not been made after two (2) attempts to collect, a $25 service charge 
may be assessed as a late fee on your account.  Any unpaid balance may be turned over to an outside collection agency. 
 

6. There will be a $35 fee assessed for insufficient funds when paying by check. 
 

7. A No Show fee of $50 may be charged for patients who do not cancel or reschedule their appointments prior to 24 hours before 
their scheduled appointment. 
 

8. There is a charge for completing individual medical forms, disability, work restriction, employer forms, school forms, etc. Please 
allow five (5) business days to process all form requests. 
 

9. There is a cost for other service(s) such as copying x-ray images and medical records. 
 

 

By signing below I understand and accept the financial policy of Orlando Orthopaedic Center.   

 
____________________________________________  ___________________________                                                                                                                                                         
Patient or Patient’s Representative or Responsible Party  Date 

Financial Policy 



Consent for Purposes of Treatment, Payment, and  
Healthcare Operations 

I consent to medical examination and treatment for myself or for the patient for whom I am the 
parent or legally authorized representative.  (If a patient is a minor, the parent having legal 
custody, a legal guardian, or a person authorized by them in writing must sign.  If a patient is 
incompetent, a legal guardian or conservator must sign.) 

I consent to the use or disclosure of my protected health information by Orlando Orthopaedic 
Center (OOC) for the purpose of diagnosing and/or providing treatment to me, obtaining payment 
for my health care bills, or to conduct health care operations for OOC.  I understand that 
diagnosis and/or treatment of me by OOC may be conditional upon my consent, as evidenced by 
my signature on this document. 

My “protected health information” means health information, including my demographic 
information, collected from me and created or received by my physician, another health care 
provider, a health plan, and my employer or a health care clearinghouse.  This protected health 
information relates to my past, present, and/or future physical or mental health or condition and 
identifies me, or there is a reasonable basis to believe the information may identify me. 

I understand I have the right to request a restriction as to how my protected health information is 
used or disclosed to carry out treatment, payment, or healthcare operations of the practice.  OOC 
is not required to agree to the restrictions that I may request; however, if OOC agrees to a 
restriction that I request then the restriction is binding. 

I have the right to revoke this consent, in writing, at any time, except to the extent that OOC has 
taken action in reliance on this consent. 

I understand I have the right to review OOC’s Notice of Privacy Practices, which has been made 
available to me, prior to signing this document.  The Notice of Privacy Practices describes the 
types of uses and disclosures of my protected health information that will occur in my treatment, 
payment of my bills, and in the performance of health care operations of the OOC.  The Notice of 
Privacy Practices for OOC is also posted at each office location and on the OOC website at 
www.orlandoortho.com.  This Notice of Privacy Practices also describes my rights and OOC’s 
duties with respect to my protected health information. 

OOC reserves the right to change the privacy practices that are described in the Notice of Privacy 
Practices.  I may obtain a revised notice of privacy practices by accessing the OOC website, 
calling the office and requesting a revised copy be sent in the mail, or asking for one at the time 
of my next appointment. 

_________________________________        
Signature of Patient or Personal Representative                       

               
____________________________________   
Name of Patient or Personal Representative  

____________________________________  
Date 

____________________________________  
Description of Personal Representative’s Authority 

I hereby authorize the release of my Protected Health 
Information to the following individuals (Please 
Print): 

  ________________________________ 

         ______________________________ 

         ______________________________ 



Patient Medical History 

Patient Name: _____________________________________________   Chart #: _________________   Date: ________________ 

Date of Birth: ______________   Age: ______    Sex: ______    Primary Care Physician: __________________________________ 

How were you referred to us? � Urgent Care    � Work Comp System � High School � Primary Care Physician

� Other: ___________________________________________

What is the main reason for this visit? ___________________________________________________________________________ 

On a scale of 0 to 10 what number would you give your pain today? ______ (0 no pain, 1-3 mild, 4-6 moderate, 7-10 severe)   

PAST HEALTH HISTORY OF PATIENT  - Please check Y or N for each condition listed below. Do not leave any blanks. 

Metabolic Disease CNS Disease GI Disease Cancer Blood Disorders
Diabetes Y N Stroke Y N Ulcer Y N  Location _____________ Anemia Y N 

High Blood Pressure Y N Seizure Y N Gall Bladder Y N  Year Diagnosed  ______ Clotting Problems Y N 

Thyroid Disease Y N Cardiac Disease Hernia Y N Reoccurrence Y N Hemophilia Y N 

Osteoporosis Y N Heart Attack Y N GI Bleed Y N Current Treatment  Y N Arthritis Y N 

Pulmonary Disease Angina Y N Obstruction Y N Infections Rheumatoid Y N 

Pneumonia Y N Heart Murmur Y N Urologic Disease After Surgery Y N Osteoarthritis Y N 

Asthma Y N Arrhythmia Y N Urinary Tract Infection Y N Venereal Disease Y N Gout Y N 

COPD Y N Valve Problems Y N Kidney Stone Y N Hepatitis Y N Miscellaneous 
Tuberculosis Y N Psychiatric Disease Dialysis Y N AIDS Y N Blood Clots Y N 

Depression Y N HIV Positive Y N Thrombophlebitis Y N 

Schizophrenia Y N Osteomyelitis Y N Prior Blood Transfusion Y N 

Bipolar Disorder Y N 

Explain any other conditions not listed above that you have been diagnosed with: _____________________________________________________ 

______________________________________________________________________________________________________________________ 

SURGICAL PROCEDURES (include approximate dates): ���� NONE

________________________________________________________ ________________________________________________________ 

________________________________________________________ ________________________________________________________ 

________________________________________________________ ________________________________________________________ 

________________________________________________________ ________________________________________________________ 

Have you ever had a problem with anesthesia? � No     � Yes  If yes, explain _______________________________________________ 

ALLERGIES: ���� NONE
Reaction Severity of Allergy - circle level of severity Medication / Other 

__________________________________ __________________________  Mild  Moderate  Severe  Intolerant 

__________________________________ __________________________  Mild  Moderate  Severe  Intolerant 

__________________________________ __________________________  Mild  Moderate  Severe  Intolerant 

__________________________________ __________________________  Mild  Moderate  Severe  Intolerant 

__________________________________ __________________________  Mild  Moderate  Severe  Intolerant 

Reaction Examples: Unknown, Breathing Difficulty, Nausea, Rash, Anaphylaxis, Vomiting, Diarrhea, Hives, Dizziness 

CURRENT MEDICATIONS:     ���� NONE    Include medications prescribed by a physician, Over-the-Counter (OTC), Herbal Supplements and Vitamins.

Medication & Dosage Prescribing Physician Medication & Dosage Prescribing Physician 

_______________________________________________________ _______________________________________________________ 

_______________________________________________________ _______________________________________________________ 

_______________________________________________________ _______________________________________________________ 

_______________________________________________________ _______________________________________________________ 

_______________________________________________________ _______________________________________________________ 
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 SOCIAL HISTORY 

Most Recent Occupation: ____________________________________________________________ 

Married �            Single �           Divorced �          Widowed �  Domestic Partnership � 

Number of Children Living: ____________      Presently Living Alone? � Yes � No

Smoking / use of tobacco products:   � Never     � Quit     � Yes    If Yes / Quit, # years ____   # Packs/Products per Day_____  Last Use______ 

Alcohol Use:     � None � Rarely (< 12 drinks/year) � Occasionally (< 12 drinks/month)

� Socially (4-14 drinks/week) � Often (> 2 drinks/day) � Past Problem

Drug Use: � None � Presently � Past Problem

FAMILY HISTORY - Please check each condition listed below that either your Mother (M), Father (F), or Grandparents (G) have or had. 
M       F       G       ArthritisStroke

Heart Trouble

High Blood Pressure 
Diabetes

Anesthesia Problems 
Other:

M       F       G Gout

M       F       G Seizures

M       F       G Mental Illness

Check this box if your Mother, Father, or Grandparents do not have or never had any of the conditions listed above

REVIEW OF SYSTEMS - Please circle Y or N for each symptom listed below.   Do not leave any blanks. 

Constitutional Cardiovascular Genitourinary 

Recent Weight Changes Y N Heart or Chest Pain Y N Frequent Urination Y N 

Chills or Fever Y N Abnormal Heartbeat Y N Burning on Urination Y N 

Fatigue Y N Badly Swollen Ankles Y N Difficulty Starting Urination Y N 

Hot or Cold Spells Y N Calf Cramps while Walking Y N Difficulty Stopping Urination Y N 

Eye Gastrointestinal Get Up Every Night to Urinate Y N 

Change of Vision Y N Poor Appetite Y N Incontinence Y N 

Double / Blurred Vision Y N Nausea / Vomiting Y N Neurological 

Reading Glasses Y N  Abdominal Pain Y N Frequent Headaches Y N 

Eye Pain Y N Frequent Belching Y N Blackouts Y N 

Ears / Nose / Throat Black Stools / Blood in Stool Y N Seizures Y N 

Loss of Hearing Y N Constipation / Diarrhea Y N Tremors Y N 

Ear Pain Y N Hemorrhoids Y N Loss of Bowel / Bladder Control Y N 

Hoarseness Y N Musculoskeletal Difficulty Balance / Coordination Y N 

Nosebleeds Y N Joint Pain / Swelling Y N Psychiatric 

Difficulty Swallowing Y N Joint Stiffness Y N  Anxiety / Nervousness Y N 

Toothache Y N   Limited Use of a Joint Y N Insomnia Y N 

Gum Trouble Y N Bone Deformities Y N Depression Y N 

Respiratory Muscle Cramping / Pain Y N Women Only 

Morning Cough Y N Loss of Muscle Strength Y N  Irregular Periods Y N 

Shortness of Breath Y N Skin Vaginal Disorder Y N 

Frequent Rash Y N Frequent Spotting Y N 

Jaundice (Yellow Skin) Y N Pregnant Y N 

(For Office Use Only) 
Reviewed for completeness by: _______________________________   Date: ___________________ 

M       F       G 

M       F       G       Kidney Trouble or Stones

M       F       G Cancer

M       F       G Bleeding Disorders

M       F       G Alcoholism

M       F       G

M       F       G
M       F       G

M       F       G

___________________________________________________________
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Date:___________________________     Chart #: __________________________ 

Name:___________________________________________________  DOB:____________________________ 

Patient Function Questionnaire 

Indicate how much or how liƩle your problem interferes with the following tasks by CHECKING the 
number that best describes your ability within the last week. 

1. Open a Ɵght or new jar

No difficulty              1 2 3 4 5   Unable to do   

2. Do heavy household chores (e.g., wash walls, floors)

No difficulty        1 2 3 4 5  Unable to do 

3. Carry a shopping bag or briefcase

No difficulty        1 2 3 4 5  Unable to do 

4. Wash your back

No difficulty        1 2 3 4 5  Unable to do 

5. Use a knife to cut food

No difficulty        1 2 3 4 5  Unable to do 

6. RecreaƟonal acƟviƟes in which you take some force or impact through your arm, shoulder, or hand (e.g, golf,

hammering, tennis, etc.)

No difficulty         1 2 3 4 5  Unable to do 

7. To what extent has your arm, shoulder, or hand problem interfered with your normal social acƟviƟes with family,

friends, neighbors or groups?

Not at all         1 2 3 4 5  Extremely 

8. Were you limited in your work or other regular daily acƟviƟes as a  result of your arm, shoulder, or hand problem?

No limitaƟons         1 2 3 4 5  Unable to do 

9. How much difficulty have you had sleeping because of the pain in your arm, shoulder, or hand?

No difficulty         1 2 3 4 5  Unable to sleep 

10. How severe is your pain in you arm, shoulder, and hand?

None          1 2 3 4 5  Severe 

11. How severe is the Ɵngling in your arm, shoulder, or hand?

None          1 2 3 4 5  Severe 
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Date:___________________________     Chart #: __________________________ 

Name:___________________________________________________  DOB:____________________________ 

Patient Function Questionnaire  -  Con’t 

WORK MODULE (Op onal) 

  I do not work. (You may skip this secƟon)

The following quesƟons ask about the impact of your arm, shoulder, or hand problem on your ability to work (including 

homemaking if that is your main work role) 

Please indicate what your job/work is: _________________________________________________________________ 

Please check the number that best describes your physical ability within the last week: 

1. Using your usual technique for your work.

No difficulty              1 2 3 4 5   Unable to do   

2. Doing your usual work because of arm, shoulder, or hand pain.

No difficulty              1 2 3 4 5   Unable to do 

3. Doing your work as well as you would like.

No difficulty              1 2 3 4 5   Unable to do   

4. Spending your usual amount of Ɵme doing your work.

No difficulty              1 2 3 4 5   Unable to do   

SPORTS / PERFORMING ARTS MODULE (Op onal) 

   I do not play a sport or an instrument. (you may skip this secƟon) 

The following quesƟons relate to the impact of your arm, shoulder, or hand problem on playing you musical instrument 

or sport or both. If you play more than one sport or instrument (or play both), please answer with respect to that     

acƟvity which is most important to you. 

Please indicate the sport or instrument which is most important to you: ______________________________________ 

1. Using your usual technique for playing your instrument or sport.

No difficulty              1 2 3 4 5   Unable to do   

2. Playing your musical instrument or sport because of arm, shoulder, or hand.

No difficulty              1 2 3 4 5   Unable to do   

3. Playing your musical instrument or sport as well as you would like.

No difficulty              1 2 3 4 5   Unable to do   

4. Spending your usual amount of Ɵme pracƟcing or playing your instrument or sport.

No difficulty              1 2 3 4 5   Unable to do   


	4
	Financial Consent
	HIPAAConsent-version2
	Medical-History-Updated-April2014

	Michael Riggenbach MD_Part5
	Michael Riggenbach MD_Part6

	Name of Patient or Personal Representative: 
	Description of Personal Representative's Authority: 
	Release Name of Individual 1: 
	Release Name of Individual 2: 
	Release Name of Individual 3: 
	Text1: 
	Text2: 
	Text3: 
	Check Box1: Off
	Text5: 
	Text6: 
	Check Box7: Off
	Text10: 
	Text12: 
	Check Box1 1: Off
	Check Box1 2: Off
	Check Box1 3: Off
	Check Box1 4: Off
	Check Box1 5: Off
	Check Box1 6: Off
	Check Box1 7: Off
	Check Box1 8: Off
	Check Box1 9: Off
	Check Box1 10: Off
	Check Box1 11: Off
	Check Box1 12: Off
	Check Box1 13: Off
	Check Box1 14: Off
	Check Box1 15: Off
	Check Box1 16: Off
	Check Box1 17: Off
	Check Box1 18: Off
	Check Box1 19: Off
	Check Box1 20: Off
	Check Box1 21: Off
	Check Box1 22: Off
	Check Box1 23: Off
	Check Box1 24: Off
	Check Box1 25: Off
	Check Box1 26: Off
	Check Box1 27: Off
	Check Box1 28: Off
	Check Box1 29: Off
	Check Box1 30: Off
	Check Box1 31: Off
	Check Box1 32: Off
	Check Box1 33: Off
	Check Box1 34: Off
	Check Box1 35: Off
	Check Box1 36: Off
	Check Box1 37: Off
	Check Box1 38: Off
	Check Box1 39: Off
	Check Box1 40: Off
	Check Box1 41: Off
	Check Box1 42: Off
	Check Box1 43: Off
	Check Box1 44: Off
	Check Box1 45: Off
	Check Box1 46: Off
	Check Box1 47: Off
	Check Box1 48: Off
	Check Box1 49: Off
	Check Box1 50: Off
	Check Box1 51: Off
	Check Box1 52: Off
	Check Box1 53: Off
	Check Box1 54: Off
	Check Box1 55: Off
	Check Box1 56: Off
	Check Box1 57: Off
	Check Box1 58: Off
	Check Box1 59: Off
	Check Box1 60: Off
	Check Box1 61: Off
	Check Box1 62: Off
	Check Box1 63: Off
	Check Box1 64: Off
	Check Box1 65: Off
	Check Box1 66: Off
	Check Box1 67: Off
	Check Box1 68: Off
	Check Box1 69: Off
	Check Box1 70: Off
	Check Box1 71: Off
	Check Box1 72: Off
	Check Box1 73: Off
	Check Box1 74: Off
	Check Box1 75: Off
	Check Box1 76: Off
	Check Box1 77: Off
	Check Box1 78: Off
	Check Box1 79: Off
	Check Box1 80: Off
	Check Box1 81: Off
	Check Box1 82: Off
	Check Box1 83: Off
	Check Box1 84: Off
	Check Box1 85: Off
	Check Box1 86: Off
	Check Box1 87: Off
	Check Box1 88: Off
	Check Box1 89: Off
	Check Box1 90: Off
	Check Box1 91: Off
	Check Box1 92: Off
	Check Box1 93: Off
	Check Box1 94: Off
	Check Box1 95: Off
	Patient Name_2: 
	Date_3: 
	Date of Birth: 
	Age: 
	Sex: 
	Primary Care Physician: 
	Urgent Care: Off
	Work Comp System: Off
	High School: Off
	Primary Care Physician Check: Off
	Other Referral Check: Off
	Other Referral: 
	What is the main reason for this visit: 
	On a scale of 0  to 10 what number would you give your pain today: 
	YES-1: Off
	NO 1: Off
	YES-3: Off
	NO 3: Off
	YES-9: Off
	NO 9: Off
	YES-13: Off
	NO 13: Off
	YES-21: Off
	NO 21: Off
	YES-25: Off
	NO 25: Off
	YES-30: Off
	NO 30: Off
	YES-34: Off
	NO 34: Off
	YES-2: Off
	NO 2: Off
	YES-4: Off
	NO 4: Off
	YES-14: Off
	NO 14: Off
	YES-18: Off
	NO 18: Off
	YES-22: Off
	NO 22: Off
	YES-26: Off
	NO 26: Off
	YES-31: Off
	NO 31: Off
	YES-38: Off
	NO 38: Off
	YES-41: Off
	NO 41: Off
	YES-43: Off
	NO 43: Off
	YES-5: Off
	NO 5: Off
	YES-7: Off
	NO 7: Off
	YES-10: Off
	NO 10: Off
	YES-15: Off
	NO 15: Off
	YES-19: Off
	NO 19: Off
	YES-27: Off
	NO 27: Off
	YES-32: Off
	NO 32: Off
	YES-35: Off
	NO 35: Off
	Location: 
	Year Diagnosed: 
	YES-11: Off
	NO 11: Off
	YES-16: Off
	NO 16: Off
	YES-23: Off
	NO 23: Off
	YES-28: Off
	NO 28: Off
	YES-33: Off
	NO 33: Off
	YES-36: Off
	NO 36: Off
	YES-39: Off
	NO 39: Off
	YES-44: Off
	NO 44: Off
	YES-6: Off
	NO 6: Off
	YES-8: Off
	NO 8: Off
	YES-12: Off
	NO 12: Off
	YES-17: Off
	NO 17: Off
	YES-20: Off
	NO 20: Off
	YES-24: Off
	NO 24: Off
	YES-29: Off
	NO 29: Off
	YES-37: Off
	NO 37: Off
	YES-40: Off
	NO 40: Off
	YES-42: Off
	NO 42: Off
	Explain any other conditions not listed above that you have been diagnosed with 1: 
	Explain any other conditions not listed above that you have been diagnosed with 2: 
	None Allergies to Medicine-1: Off
	Surgical Procedures include approximate dates 1: 
	Surgical Procedures include approximate dates 2: 
	Surgical Procedures include approximate dates 3: 
	Surgical Procedures include approximate dates 4: 
	Surgical Procedures include approximate dates 5: 
	Surgical Procedures include approximate dates 6: 
	Surgical Procedures include approximate dates 7: 
	Surgical Procedures include approximate dates 8: 
	No Anesthesia Problems: Off
	Yes Anesthesia Problems: Off
	If Yes explain: 
	None Allergies to Medicine: Off
	Medication 1: 
	Reaction 1: 
	Mild 1: Off
	Moderate 1: Off
	Severe 1: Off
	Intolerant 1: Off
	Medication 2: 
	Reaction 2: 
	Mild 2: Off
	Moderate 2: Off
	Severe 2: Off
	Intolerant 2: Off
	Medication 3: 
	Reaction 3: 
	Mild 3: Off
	Moderate 3: Off
	Severe 3: Off
	Intolerant 3: Off
	Medication 4: 
	Reaction 4: 
	Mild 4: Off
	Moderate 4: Off
	Severe 4: Off
	Intolerant 4: Off
	Medication 5: 
	Reaction 5: 
	Mild 5: Off
	Moderate 5: Off
	Severe 5: Off
	Intolerant 5: Off
	None Current Medications: Off
	Medication  Dosage 1: 
	Medication  Dosage 2: 
	Medication  Dosage 3: 
	Medication  Dosage 4: 
	Medication  Dosage 5: 
	Medication  Dosage 6: 
	Medication  Dosage 7: 
	Medication  Dosage 8: 
	Medication  Dosage 9: 
	Medication  Dosage 10: 
	Patient Name_3: 
	Most Recent Occupation: 
	Married: Off
	Single: Off
	Divorced: Off
	Widowed: Off
	Domestic Partnership: Off
	Children Living: 
	YES 45: Off
	NO: Off
	Never: Off
	Quit 1: Off
	Quit: Off
	# Years: 
	# Packs: 
	Last Use: 
	None 1: Off
	None 2: Off
	None 3: Off
	None 4: Off
	None 5: Off
	None 6: Off
	None 7: Off
	None 8: Off
	None: Off
	M 1: Off
	F 1: Off
	G 10: Off
	M 4: Off
	F 10: Off
	G 2: Off
	M 7: Off
	F 6: Off
	G 5: Off
	M 13: Off
	F 9: Off
	G 8: Off
	M 10: Off
	F 13: Off
	G 9: Off
	M 2: Off
	F 2: Off
	G 1: Off
	M 5: Off
	F 4: Off
	G 3: Off
	M 8: Off
	F 7: Off
	G 6: Off
	M 11: Off
	F 12: Off
	G 11: Off
	M 3: Off
	F 3: Off
	G 12: Off
	M 6: Off
	F 5: Off
	G 4: Off
	M 9: Off
	F 8: Off
	G 7: Off
	M 12: Off
	F 11: Off
	G 13: Off
	Text4: 
	G 14: Off
	YES 61: Off
	NO 57: Off
	YES 65: Off
	NO 60: Off
	YES 68: Off
	NO 63: Off
	YES 71: Off
	NO 66: Off
	YES 75: Off
	NO 70: Off
	YES 78: Off
	NO 73: Off
	YES 80: Off
	NO 75: Off
	YES 83: Off
	NO 78: Off
	YES 87: Off
	NO 81: Off
	YES 90: Off
	NO 84: Off
	YES 93: Off
	NO 87: Off
	YES 94: Off
	NO 88: Off
	YES 96: Off
	NO 90: Off
	YES 99: Off
	NO 93: Off
	YES 102: Off
	NO 96: Off
	YES 105: Off
	NO 99: Off
	YES 108: Off
	NO 102: Off
	YES 63: Off
	NO 58: Off
	YES 66: Off
	NO 61: Off
	YES 69: Off
	NO 64: Off
	YES 72: Off
	NO 67: Off
	YES 76: Off
	NO 71: Off
	YES 79: Off
	NO 74: Off
	YES 81: Off
	NO 76: Off
	YES 84: Off
	NO 79: Off
	YES 113: Off
	NO 110: Off
	YES 88: Off
	NO 82: Off
	YES 91: Off
	NO 85: Off
	YES 95: Off
	NO 89: Off
	YES 97: Off
	NO 91: Off
	YES 100: Off
	NO 94: Off
	YES 103: Off
	NO 97: Off
	YES 114: Off
	NO 109: Off
	YES 106: Off
	NO 100: Off
	YES 115: Off
	NO 104: Off
	YES 111: Off
	NO 106: Off
	YES 64: Off
	NO 59: Off
	YES 67: Off
	NO 62: Off
	YES 70: Off
	NO 65: Off
	YES 73: Off
	NO 68: Off
	YES 74: Off
	NO 69: Off
	YES 77: Off
	NO 72: Off
	YES 82: Off
	NO 77: Off
	YES 85: Off
	NO 80: Off
	YES 86: Off
	NO 111: Off
	YES 89: Off
	NO 83: Off
	YES 92: Off
	NO 86: Off
	YES: Off
	NO 112: Off
	YES 98: Off
	NO 92: Off
	YES 101: Off
	NO 95: Off
	YES 104: Off
	NO 98: Off
	YES 107: Off
	NO 101: Off
	YES 109: Off
	NO 103: Off
	YES 110: Off
	NO 105: Off
	YES 112: Off
	NO 108: Off
	Text8: 
	Text9: 
	Patient Name: 
	Acct: 
	Date: 
	Patient or Patients Representative or Responsible Party: 
	Date_2: 


