




O R T H O P E D I C
& L A S E R  S P I N E  S U R G E R Y

ACKNOWLEDGEMENT OF PRIVACY PRACTICE NOTICE

O R T H O P E D I C
& L A S E R  S P I N E  S U R G E R Y

Orthopedic & Laser Spine Surgery will make every attempt to ensure the confidentiality of your 
Protected Health Information (PHI) as set forth by HIPAA.

You have the right to be notified of our Privacy Policies. Notice is posted in the main lobby area of our waiting room. 
You also have the right to receive a written policy of the privacy practices from Orthopedic and Laser Spine Surgery.

I have read and understand the above notice. I understand I have the right to request a written policy from Orthopedic 
and Laser Spine Surgery.

Name the people and/or organizations that you are authorizing to receive and use your protected Health Information.

Patient Signature Date

Witness Date

SCOTT S. KATZMAN, M.D.
Tel: 855-853-6542      Fax: 561-318-8746





O R T H O P E D I C
& L A S E R  S P I N E  S U R G E R Y

SCOTT S. KATZMAN, M.D.
Tel: 855-853-6542      Fax: 561-318-8746

PATIENT’S INFORMATION

NAME:
Last First MI

City

Address Phone

Child

Cash

(if minor)

State 

WORK PHONE :  

CELL PHONE:

DATE OF BIRTH:
(Photocopy  Will Be Needed)

Zip

EMPLOYER:

ADDRESS:

ADDRESS:

HOME PHONE:

NEXT OF KIN:

SOCIAL SECURITY #:

DRIVERS LICENSE #:

MEDICAL PHYSICIAN:

REFERRING PHYSICIAN:

PHONE:

PRIMARY INSURANCE: PHONE:

Patient’s Signature: Date:

Parent/Guardian Signature: Date:

ADDRESS: POLICY #:

GROUP #: POLICY #:

GROUP #:

RELATIONSHIP TO POLICY HOLDER:

GROUP NAME #:

POLICY #:

SECONDARY INSURANCE:

City State Zip

I authorize release of any and all information of my insurance companies or Medicare and permit a copy of authorization to 
be used in place of the original.

I authorize my doctor to act as my agent to file claims, assist in obtaining payment from my insurance company (ies) and 
authorize payment directly to my physician or to the party who accepts assignment.

I understand that I am responsible for my billing, including co-payments and deductibles. I further understand and agree to 
pay all costs and reasonable attorney’s fees if any charges for services rendered are placed with an attorney or collection 
agency. In the event of non-coverage, I agree to assume responsibility for payment should my insurance decline payment 
or if Medicare payment is denied.

METHOD OF PAYMENT TODAY:

Spouse

Check

Self

VISA/Mastercard

Other

O R T H O P E D I C
& L A S E R  S P I N E  S U R G E R Y

PATIENT’S INFORMATION



PATIENT HISTORY QUESTIONNAIRE

NAME: AGE: DATE OF INJURY:

REASON FOR TODAY’S VISIT:

ARE YOU ALLERGIC TO ANY MEDICATIONS?

PAST MEDICAL HISTORY

LIST ANY OTHER MEDICAL CONDITIONS THAT ARE NOT NOTED ABOVE:

HAVE YOU HAD ANY SURGERIES?

ARE YOU RIGHT OR LEFT HANDED?

DO YOU SMOKE?

Yes

Check YES or NO,  do not leave any blanks.

Gallstones Yes No

Pneumonia/Bronchitis Yes No

Hypertension Yes No

Anemia Yes No

Heart Attack Yes No

Tuberculoses Yes No

Mitral Valve Prolapse Yes No

Cancer Yes No

Intestinal Disease Yes No

Rheumatic Fever Yes No

Blood Clots Lungs/Legs Yes No

Other Disorders Yes No

CONDITION YES NO

List any Medications that you are allergic to:

Yes

LIST ALL MEDICATION YOU ARE CURRENTLY TAKING: (Use the back of the page if needed)

No

Yes No

DO YOU CHEW TOBACCO? Yes No How much per day?

ARE YOU AN EX-SMOKER? Yes No If YES, when did you quit?

DO YOU DRINK ALCOHOL? Yes No Do you drink Daily? Weekly? Occasionally?

Pipe Cigar

Please List

MOTHER
FATHER
SIBLING

DATE OF LAST TETANUS SHOT:

FAMILY MEDICAL HISTORY

No

Stroke Yes No

Liver Disease Yes No

Diabetes Yes No

Emphysema/Asthma Yes No

Heart Murmur Yes No

Hepatitis Yes No

Arthritis Yes No

Kidney Disease Yes No

Weight Loss Yes No

Lung Disease Yes No

Lupus Yes No

CONDITION YES NO

CURRENT AGE AGE OF DEATH SIGNIFICANT MEDICAL PROBLEM

DOSEMEDICATION HOW OFTEN PER DAY REASON FOR TAKING

HEIGHT: WEIGHT:

DATE:



PHYSICAL EXAMINATION REPORT

RACE:

DATE:

EXAMINING PHYSICIAN:

NAME: AGE:

EVERY QUESTION MUST BE ANSWERED.

1. Chief complaints related to the accident:

2. Date of accident/injury:

3. Type of accident:
Your Vehicle:      (A) Car

(G) Other

(B) Bus (C) Taxi (D) Van (E) Truck (F) Motorcycle

4. Were you hit from the: (A) Front (B) Rear (D) Left Side

5. Were you the: (A) Driver (B) Passenger (C) Pedestrian (D) Other:

6. When the accident occurred, did you hit:

        (E) Steering Wheel              (F) Ground/Street                (G) Pole

(A) Seat (B) Window

7. When the accident occurred, were you wearing your seatbelt? (A) Yes (B) No

8. When the accident occurred, did the airbag(s) deploy? (A) Yes            (B) No             (C) Not Applicable 

9. Did you or were you: (A) Slip            (B) Trip         (C) Fall Down          (D) Mugged   

10. Was your neck or back injured?   (A) Yes           (B) No If yes:           (A) Neck                  (B) Back         (C) Both   

11. Did you hit your head in the accident? (A) Yes           (B) No

(E) Hit by a falling object           (F) Not Applicable

(C) Door (D) Dashboard

(H) Other:

12. Were you cut or bruised? (A) Yes          (B) No
If yes, where?       Cut: Bruised:

13. Did you lose consciousness? (A) Yes          (B) No
If yes, for how long?

14. Did you go to the hospital? (A) Yes           (B) No

15. Were you kept overnight at the hospital? (A) Yes          (B) No

16. What treatment did you receive at the hospital?

(A) Medication             (B) Cane            (C) Crutches           (D) Arm Sling             (E) Surgery              (F) Neck Collar   

(G) Ace Bandage         (H) Cast             (I) Told to use ice               (J) Told to use heat                  (K) Advised to rest 

(L) Other

Were you taken by ambulance? (A) Yes          (B) No

If yes, name of the hospital:

If yes, for how long?

Date:

Other Vehicle:       (A) Car

(G) Other

(B) Bus (C) Taxi (D) Van (E) Truck (F) Motorcycle

White Black SEX: Male FemaleHispanic Asian

(C) Right Side

(G) Other



18. Did you see any doctors since the accident? (A) Yes           (B) No        If yes:       

17. Were X-rays taken at the hospital? (A) Yes          (B) No
If yes, what was x-rayed?
What were the results?

         (F) Cast         (G) Ultrasound    (D) Chiropractic Treatment                      (E) Heat Treatment 
(H) Other

NAME OF DOCTOR SPECIALTY LENGTH OF TREATMENT

19. What treatment did the doctors provide? (A) Medications          (B) Neck Collar           (C) Physical Therapy

(C) A Little Better                    (D) No Improvement                   (E) Worse

21. Since the accident, have your symptoms become: (A) Completely Recovered          (B) Much Better 

(A) None              (B) Nausea                 (C) Vomiting                (D) Dizziness                (E) Fainting                                 
(F) Blurred Vision              (G) Double Vision             (H) Nervousness               (I) Weakness in the arms or legs  
(J) Numbness of the

Pain in the:            (K) Head               (L) Neck             (M) Back            (N) Chest            (O) Abdomen                          

Difficulty with:            (W) Walking             (X) Bending              (Y) Sleeping               (Z) Moving Arms or Legs     

(P) Shoulders        (Q) Arms             (R) Hands              (S) Legs              (T) Knees              (U) Feet               (V) Hips

(AA) Other:

22. Due to the accident, what are your present symptoms?

23. Were you employed when the accident occurred?                     (A) Yes                     (B) No

If yes, what was x-rayed?

If yes, what type of work?

24. Did you miss work due to the accident?                   (A) Yes                  (B) No
If yes, for how long?

25. Have you ever been under chiropractic treatment prior to this accident?                 (A) Yes                      (B) No
If yes, what were your treatment dates?
What were you treated for?

26. Have you ever had a similar accident before?                     (A) Yes                        (B) No

27. Are you:                   (A) Right-handed                       (B) Left-handed

If yes, when?

28. Do you have any serious illnesses?                 (A) Yes                    (B) No
If yes, what are they?

29. Do you currently take any medications?                    (A) Yes                      (B) No

30. Have you ever had surgery?                   (A) Yes                   (B) No

If yes, please list them:

What were your injuries?

What were the results?

20. Were additional x-rays taken?         (A) Yes          (B) No  

TYPE OF SURGERY DATE(S)
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