
HOSPITAL FOR
SPECIAL SURGERY Mark Drakos, MD

PLEASE COMPLETE THE FOLLOWING INFORMATION:

NAME: AGE: GENDER:i lMJF

DATE OF BIRTHz I / BMAIL :

OCCUPATION: IS THIS INJURY WORK RELATED? I Yes I No

CIIRRENT WORK STATUS: ll Full time I : Part time , Homemaker J Retired L Disabled Il Not Employed

PLEASE LIST SPORTS OR ACTIYITIES;

TIIICHIEFCOMPLAINT: L Foot tl Ankle Knee il Shoulder il Other(list):

SIDE: l Right : Left i i Both CIRCUMSTAI{CESOFONSETWER-E: 
_l 

Gradual I I Sudden

WHICH BEGAN ON: / / (approximate date or state duration) months I years

HOW DID THIS INJI]RY OCCI]R?

012345678910

"u**tniil"tiu,,=nt"o,I,fl':,"o"toRr: 
N'o' 

l;:'

THB DISCOMFORT IS: ! Getting Better n Getting Worse n Unchanged

THE QUALITY OF DISCOMFORT IS: tr Constant L-l Intermittent ti Only With Activity n Sharp t-l Dull

DO YOU HAVE ANY OF THE FOLLOWING SYMPTOMS (Please Check Any That Apply): ! Swelling
1l Instability / Giving Way / Buckling ! Dislocation Il Clicking / Popping tl Locking / Catching ! Grinding
! Stiffness fl Rest Pain n Night Pain [-] Electric / Shooting Pains n Numbness / Tingling

HAVE YOU EVER HAD OR BEEN TREATED FOR THIS PROBLEM lN THE PAST: !-l Yes i No (lfNo, go to next section)

TREATIVTENTS TRTED FOR THIS PROBLEIVI (Please Check Any That Apply):
, I NONE Physical Therapy tr Applied Ice t-i Applied Heat i r Activity Modifications
[, Injection r Orthotics Cast I Rest I  ER VISIT
i' X-rays l* MRI i I Cat Scan I Bone Scan r EMG / Nerve Study

. Bracing (type) I Medications (name)

- Surgery (List Procedure & Approx Date)

DO YOU HAVE AI\-Y MEDICAL PROBLf,MS OR ILLNESSES? II Yes ' No

fF YES, PLEASE LIST (e.g. Diabetes):

HAVE YOU HAD AllY SURGERIES IN THE PAST? I Yes i r No

IF YES, PLEASE LIST SURGERIES & APPROX DATES:

PLEASE LIST MEDICATIONS (Or Provide List):

DO YOU HAVE AI\-Y ALLERGIES TO MEDICATION: I Yes tr No (Please List):

DO YOU SMOKE? , Yes I No : Quit (Approx date) If Yes How Much? packs /day

DO YOU DRINK ALCOHOL? I Yes -l No 
_i 

Socially If Yes How Much? _drinks /day

DO YOU USE MRUGS? ! Yes L-: No DO YOU EXERCISE REGULARLY? ! Yes u No



NAME: DATE OF BIRTH

PLEASE CHECK THE APPROPRIATE PAST MEDICAL HISTORY FOR YOURSELF AND YOUR FAMILY BELOW:

ANXIETY Yes n No n Yes n No n

ARRHYTHMIA (Iregular Heartbeat) Yes n No I Yes n No I

ASTHMA Yes n No I Yes I No n

BLEEDING PROBLEMS Yes n No n Yes n No n

BLOOD CLOTS (Deep Vein Thrombosis/DVT) Yes n No n Yes n No I

CANCER Yes n No I Yes I No n

HEART DISEASE Yes s No n Yes n No u

DIABETES Yes n No n Yes I No I

HEART ATTACK Yes n No n Yes I No a

HIGH BLOOD PRESSURE Yes I No n Yes n No n

HIGH CHOLESTEROL Yes n No n Yes I No I

INFECTION Yes n No n Yes n No I

KIDNEY DISORDERS Yes n No n Yes n No n

LUNG DISEASE Yes n No n Yes n No a

OPEN WOLINDS /UI-CERS Yes n No n Yes n No I

OSTEOARTHRITIS Yes n No n Yes n No n

OSTEOPOROSIS Yes I No n Yes I No n

PERIPHERAL VASCULAR DISEASE Yes n No I Yes n No n

PNEUMONIA Yes n No n Yes n No I

PSYCHIATRIC ILLNESS (e.g. Depression) Yes n No n Yes I No I

PULMONARY EMBOLUS Yes n No I Yes r: No n

REFLEX SYMPATHETIC DYSTROPHY Yes r: No n Yes n No n

REFLUX Yes n No n Yes I No n

RHEUMATOID ARTHRITIS Yes n No n Yes n No n

SEIZURES Yes n No I Yes I No n

STROKE Yes n No n Yes n No n

ULCERS (Gastric, Duodenal) Yes a No I Yes I No I

OTHER: (PLEASE SPECIFY):

PATIENT'S SIGNATURE: Date I I
I attest the information is complete and acdtrate (REQUIRED)

(oFFrcE usE oNLY)

BP_ RR_ Pulse Heigh+ Weight

I attest that the above information was penronally reviewed and updated.

PROVIDER SIGNATURE Date I I



PATIENT REGISTRATION FORM
HOSPITAL FOR SPECIAT SURGERY

535 East 70th Street NEW YORK, NY 10021

.EGALTDTypE E oRrven'sLtc, E pnsspoRr E ernrHcrRr O ssn E cnrrruclno E orHEn

,ATIENT'S FUTL NAME (I-ASI, FiTSt, MI.) )ATE OF BiRTH }IRTH PLACT

iIREET ADDRESS :ITY
'TATE

I IP CODE

:OUNTRY {OME PHONE EX iACE MARITAL 5TATU5 SOC, SEC. NUMBER :ELt PH0NE {if applicable)

'€MPORARYADDRESS S1 - MAIT ADDRESS

\RE YOU CURRENTLY RESIDING IN A SKITLED NURSING FACILIIY OR INPATIENT REHAB FACITITY? UY€sUNo F YES, PROVIDE NAIVE OF FACII.ITY

;KII-tED NURSING FACII.ITY/REHAB FACITITY ADDRESS )HONE NUIVIBER OF FACILITY

{AVE you EvER BEEN To Hss FoR A DosroR oR HosptrnL vtstt I fl YES B NO F SO, WHAT DOCIOR AND WHEN WERE YOU SEEN?

ATIENT's EMPLOYER ATIENl OCCUPATION U FULL-T|ME U PART-TIVIE

B RETIRED O sTUDENT

IETIREMENT DATE

:MPIOYER ADDRESS (no.,  stret,  c i ty,  state,2ip code) ,MP PHONE - IIIAII" ADDREsS

I srrr O spoust O pnRellr/eumotm O oTHER ( lf guarantor other than self, provide person's information below)

,ERSoN f 1 FUtL NAME (Complete this section for Spouse, Parent, Legal Guardian, etc.) IETATIONSHIP TO PATIENT )AIE OF BIRTH

\DDRESS {n0., street, apt#, city, state, zip code) ;EX IOME PHONE ;OC. sEC. NUI\4BER

MPLOYER )CCUPATION tr FULI.-TIME tr PART-TIMI
tr RETIRED tr sTUDENT

IETIREMENT DATE

MPLOYER ADDRESS {no., street, city, state, zip code) :MP PHONE

ERSONfl2FUTLNAME IELATIONSHIP TO PATIENT )ATE OF BIRTH

\DDRESS (no., street, apt#, city, state, zjp code) EX IOME/WORK/CETI- PHONE

IEASON FORVISIT OR CHIEF COMPI-AINT \U.ER6rES

F YOUR SERVICE IS REI.ATED TO AN INJURY OR ACCIDENT - HOW DID YOUR INJURY OCCUR?

)ATE OF INJURY IME OF INJURY PLACE OF INJURY

IEFERRING PHYSICIAN & ADDRESS

NSURANCE COI/PANY NAME )HONE NIJMBER

NSURANCE COMPANY AODRESS ,IAME OF CLAIMS ADjUSTER (if applicable)

>OLICY NUMBER JROUP/PTAN NUMBER :tAlM NUMBER (if applicable) MCB CASE NUMBER (ifapplicable)

NsURANCE COMPANY NAME )HONE NUMBER

NSURANCE COMPANY ADDRESS ,OLICY NUMBER ;ROUP/PLAN NUMBER

A55|GNMEt{TANDRE|.fAsEoF|NFoRMAT|oNSTATEMENT-|eni'thattheinfomadongiWnmebo

understand that in the absence ofaccepted insurance coveEge, |/legal guardian am responsible fur full payment of seryices rend€red.

geryices, When MedlcaE ls deemed the secondary Insunnce, I wlll follow payment terms under Hospital policies.

EFFECnVE DAT€ - These statements shall be effectlve from the date of t

PATIENT OR GUARDIAN SIGNATURE DATE

Hssoe37 ( 8/10)


