
PATIENT DEMOGRAPHIC FORM                         Medical Office 

 

                                                                     DATE 

PATIENT INFORMATION 
Last Name                                                      First Name                                                       Middle Initial  

 
Date of Birth                                                  Social Security Number                               Gender   Male   Female  
 

Marital          Married     Single   Divorced     Life Partner     Separated      Widowed              Language:       
Status 

Home Address                                                         Apt #                    City                            State                           Zip Code  
 
Home Phone                                                                          Cell phone                                                        Work Phone 
 

Email Address                                                                        Employment Status          
 

Employer                                                                                Address                                                               Phone 
 

Primary Care Physician                        Phone                                      Referring Physician                          Phone 
 

RESPONSIBLE PARTY (GUARANTOR) INFORMATION 

Relationship to Patient                 Self                              Spouse                             Parent                   Other  
 
Last Name                                                      First Name                                                       Middle Initial  

 
Date of Birth                                                  Social Security Number                                
 

Home Address                                                         Apt #                    City                            State                           Zip Code  
 

Home Phone                                                   Cell phone                                                      Work Phone 
 

Email Address                                        
 

Employer                                                         Address                                                            Phone 
 

INSURANCE INFORMATION 
Primary Insurance Company                              Policy #                                           Group # 
 

Claims Address                                                     Policy Holders Employer (If other than Patient) 
 

Patient’s Relationship to Insured                      Policy Holders Name (If other than Patient) 
 

Subscriber’s Social Security #                            Date of Birth                                   Gender         Male           Female 
 

Secondary Insurance Company                         Policy #                                            Group #   
 

Claims Address                                                     Policy Holders Employer (If other than Patient) 
 

Patient’s Relationship to Insured                      Policy Holders Name (If other than Patient) 
 

Subscriber’s Social Security #                             Date of Birth                                    Gender         Male        Female  
 

Signature:                                                                                                          Date:  
 

 

 



HIPAA Compliance Patient Consent Form 

Our Notice of Privacy Practices provides information about how we may use or disclose protected health 
information. 

The notice contains a patient's rights section describing your rights under the law. You ascertain that by 
your signature that you have reviewed our notice before signing this consent. 

The terms of the notice may change, i f so, you will be notified at your next visit to update your 
signature/date. 

You have the right to restrict how your protected health information is used and disclosed for treatment, 
payment or healthcare operations. We are not required to agree with this restriction, but i f we do, we shall 
honor this agreement. The HIPAA (Health Insurance Portability and Accountability Act of 1996) law 
allows for the use of the information for treatment, payment, or healthcare operations. 

By signing this form, you consent to our use and disclosure of your protected healthcare information and 
potentially anonymous usage in a publication. You have the right to revoke this consent in writing, signed 
by you. However, such a revocation will not be retroactive. 

By signing this form, I understand that: 

Protected health information may be disclosed or used for treatment, payment, or healthcare 
operations. 
The practice reserves the right to change the privacy policy as allowed by law. 
The practice has the right to restrict the use of the information but the practice does not have to 
agree to those restrictions. 
The patient has the right to revoke this consent in writing at any time and all full disclosures wil l 
then cease. 
The practice may condition receipt of treatment upon execution of this consent. 

May we discuss your medical condition with any member of your family? YES NO 

I f YES, please name the members allowed: 

This consent was signed by: 

(PRINT NAME PLEASE) 

Signature: Date: 

Emergency Contact: 

Phone Number: 



 

4149 W 26th Street               1157 Lee Street 

Chicago, IL 60623               DesPlaines, IL 60016  

773-542-1111                        847-635-6640 

Copyright© 2019 MEDICAL OFFICE ALL RIGHTS RESERVED 

 

 

PATIENT ACKNOWLEDGEMENT OF  
RECEIPT OF NOTICE OF PRIVACY RULES 

 
I, ______________________________ have received notice of our Privacy practices 
for the office of Atlantic Knee Restoration and Regenerative Medicine (Notice attached 
to back of clipboard.  Copies are provided upon request). 
 
 
Please Print Name: _______________________________________ 
 
Please Sign:_____________________________________________ 
Date:________________ 
 
 
 
 
 
I decline to sign the Acknowledgement 
because:______________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 

 

 



Assignment of Benefits (AOB) 
This AOB form is required to bill on your behalf! 

 

 

My signature and date in the box below authorizes each of the 
following: 

 
1. Assignment of Medicare, Medicaid, Medicare Supplemental or other insurance benefits to 
Atlantic Knee Restoration and Regenerative Medicine for medical supplies and/or 
medication(s) furnished to me by Atlantic Knee Restoration and Regenerative Medicine.  
 
2. Direct billing to Medicare, Medicaid, Medicare Supplemental or other insurer(s). 
 
3. Release of my medical information to Medicare, Medicaid, Medicare Supplemental or other 
insurers and their agents and assigns. 
 
4. Atlantic Knee Restoration and Regenerative Medicine to obtain medical or other 
information necessary in order to process my claim(s), including determining eligibility and 
seeking reimbursement for medical supplies and/or medication(s) provided. 
 
5. Atlantic Knee Restoration and Regenerative Medicine to contact me by telephone or 
mail regarding my medical supplies and/or medication(s) order. 

 
I agree to pay all amounts that are not covered by my insurer(s) including 

applicable co-payments and/or deductibles for which I am responsible. 

 

 
 
I request that payment of Medicare, Medicaid, Medicare Supplemental or other insurance benefits be made on my behalf 
to [Insert Practice Name] for any medical supplies and/or medications furnished to me by [Insert Practice Name]. I 
authorize any holder of medical information about me to release to [Insert Practice Name], my physician(s), caregiver, 
CMS, its agents and to my primary and/or other medical insurer any information needed to determine or secure eligibility 

information and/or reimbursement for covered services. I agree to pay all amounts that are not covered by my insurer(s) 

and for which I am responsible. 

 

 



A. Notifier: Atlantic Knee Restoration and Regenerative Medicine 

B. Patient Name: C. Identification Number: 
 

Advance Beneficiary Notice of Noncoverage (ABN) 
NOTE:  If Medicare doesn’t pay for Knee Injections below, you may have to pay. 

Medicare does not pay for everything, even some care that you or your health care provider have 

good reason to think you need. We expect Medicare may not pay for the D. below. 

D. E. Reason Medicare May Not Pay: F. Estimated 
Cost 

Visco Supplementation Injection (HCPCS Code 
20610) 
Supartz (HCPCS Code J7321) 
Knee Brace (L1843) 
Knee Brace Sleeve (L2397) 

Medicare will pay for 3-5 injections/knee when 
medically necessary for osteoarthritis of the 
knee.   
 
Medicare will only cover a series of injections 
once every 6 months if medically necessary.   

20610 = $150 per 
injection 
J7321 = $200 per 
dose 
 
L1843 = $1,016 
L2397 = $123 
 

WHAT YOU NEED TO DO NOW: 
• Read this notice, so you can make an informed decision about your care. 
• Ask us any questions that you may have after you finish reading. 

• Choose an option below about whether to receive the Knee Injections listed above. 

Note: If you choose Option 1 or 2, we may help you to use any other insurance 
that you might have, but Medicare cannot require us to do this. 

 

G. OPTIONS: Check only one box.  We cannot choose a box for you. 

□ OPTION 1.  I want the D. listed above.  You may ask to be paid now, but I 
also want Medicare billed for an official decision on payment, which is sent to me on a Medicare 
Summary Notice (MSN). I understand that if Medicare doesn’t pay, I am responsible for 
payment, but I can appeal to Medicare by following the directions on the MSN. If Medicare 
does pay, you will refund any payments I made to you, less co-pays or deductibles. 

□ OPTION 2. I want the D. listed above, but do not bill Medicare. You may 
ask to be paid now as I am responsible for payment. I cannot appeal if Medicare is not billed. 

□ OPTION 3. I don’t want the D. listed above.  I understand with this choice I 
am not responsible for payment, and I cannot appeal to see if Medicare would pay. 

H. Additional Information: 

 
 

This notice gives our opinion, not an official Medicare decision. If you have other questions on 
this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048). 
Signing below means that you have received and understand this notice. You also receive a copy. 

I. Signature: J. Date: 

CMS does not discriminate in its programs and activities. To request this publication in an 
alternative format, please call: 1-800-MEDICARE or email: AltFormatRequest@cms.hhs.gov. 

 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid O MB control number. 

The valid OMB control number for this information collection is 0938-0566. The time required to complete this information collection is estimated to average 7 minutes 
per response, including the time to review instructions, search existing data resources, gather the data needed, and complete  and review the information collection. If 

you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA 
Reports Clearance Officer, Baltimore, Maryland 21244-1850. 

Form CMS-R-131 (Exp. 03/2020) Form Approved OMB No. 0938-0566 

mailto:AltFormatRequest@cms.hhs.gov


   
 

Patient Subjective Exam 

 

Patient Name:  _______________________________________  Date of Birth:  _____ / _____ / ________ 

 

Chief Complaint: □ Pain  □ Stiffness □ Mobility □ Other _____________________________ 

 

Location of Problem(s):  ____________________________________________________________________ 

 

Pain Level Currently:  _________________  Pain Level Maximum: _________________ 

(0 = no pain  10 = worst pain) 

 

What makes pain better:  ___________________________________________________________________ 

 

What makes pain worse:  ___________________________________________________________________ 

 

Frequency of symptoms: 

□ Constant (76 – 100% of the day) □ Frequent (51 – 75% of the day)  □ Occasional (26 – 50% of the day) 

□ Infrequent (1 – 25% of the day) 

 

Nature of symptoms: 

□ Sharp     □ Shooting      □ Dull     □ Numbness     □ Tingling     □ Burning     □ Radiating     

□ Other ____________________________________ 

 

Mechanism of Injury or Pain: 

□ Gradual Onset     □ Sudden Onset     □ Traumatic – Date Injury(ies) occurred: _________________________ 

 

When did pain start: _________________________ 

 

Aggravating Activities (Mark all that apply):   □ Sitting □ Standing □ Walking □ Getting Dressed 

□ Climbing Stairs □ Carrying > 10 lbs □ Driving □ Dancing □ Working □ Laying Down 

□ Other _____________________________________ 

 

Work Status: 

□ Full-Time □ Part-time □ Student □ Retired □ Unemployed 

 

ADL Status: □ Able to perform w/o modification  □ Needs some assistance/modification 

□ Patient needs help with all ADLs  □ Is in facility to assist with ADLs 

 

Medical History: ________________________________________________________________________ 

__________________________________________________________________________________________ 

 

Current Medications:  ______________________________________________________________________ 

__________________________________________________________________________________________ 

 

Allergies to Medications:  ___________________________________________________________________ 

 

Surgical History:  __________________________________________________________________________   

   

  



OA Patient Questionnaire 

1.  Have you experienced any knee pain recently?  Yes or No 

2. If so, are you having pain in the left knee Y or No or right knee Y or No?  

3. Do you experience pain in both knees at times?  Yes or No 

4. Have you had any x-rays or mris done on your knees? Yes or No If so, where ____________ and 

when___________________.  

5. Does your knee pain a result of an accident or injury that you incurred? Yes or No 

6. Have you ever had any knee surgeries? Yes or No. If yes, when was your last 

surgery_____________________________________________.  

7. Have you ever been diagnosed with arthritis of the knees or any type of osteoarthritis? Yes or 

No. 

8. Have you ever had any knee injections? Yes or No- If yes, when was your last injection and by 

whom______________________________________________.  

9. Does your current knee pain affect your quality of life? For example, does it prevent you from 

attending certain events or engaging in any physical activity? YES or NO. Please 

explain______________________________________________________________________ 

10. Have you had any recent falls? Yes or No – When  _____________________________________ 

11. How many falls have you experienced within the last 6 months? _____________________ 

12. Are you experiencing any numbness, tingling, or burning sensation with the knee pain? Y 

months or No.  Explain___________________________________________________________.  

13. Do you currently use a cane or other device to help you walk? Yes or No If so, what do you 

use____________________________________________________________________.  

14. Have you attempted to lose weight because of the pain? Yes or No. If you have lost weight 

recently, how much have you lost and has it helped to improve your pain symptoms? Yes or 

No____________________________.  

15. Have you ever experienced any buckling of the knees upon walking? Yes or No 

16. Does your current pain cause you to be depressed or experience suicidal thoughts? Yes or No 

17. Does your current pain interfere with your ability to sleep good at night? Yes or No 

18. Have you attempted to use any kind of hot or cold therapies to help with the pain? Yes or No 

If so, did any of this work- Explain________________________________________________ 

19.  Are you currently using opioids (pain medication) to assist with the pain? Yes or No- If yes, how 

long have you been taking the medications___________________________. If you don’t use 

prescribed pain medication, what kind of medication do you use_______________________ 

20. Do you experience any pain relief from the oral medications that you take? Yes or No 

  

 



              The Western Ontario and McMaster Universities Osteoarthritis Index  

                                                            (WOMAC) 

 

Name:____________________________________________ Date:________________ 

Instructions:  Please rate the activities in each category according to the following 

scale of difficulty:        0 = None,   1 = Slight,   2 = Moderate,   3 = Very,   4 = Extremely 

Circle one number for each activity_________________________________________ 

Pain              1. Walking            0    1    2    3    4 

              2. Stair Climbing           0    1    2    3    4  

              3. Nocturnal            0    1    2    3    4     

              4. Rest             0    1    2    3    4  

__________________5. Weight bearing           0    1    2    3    4 

Stiffness               1. Morning stiffness                      0    1    2    3 _ 4  

__________________2. Stiffness occurring later in the day        0    1    2    3    4  

Physical Function 1. Descending stairs           0    1    2    3    4  

                         2. Ascending stairs           0    1    2    3    4 

              3. Rising from sitting                      0    1    2    3    4  

              4. Standing            0    1    2    3    4  

              5. Bending to floor           0    1    2    3    4  

              6. Walking on flat surface          0    1    2    3    4  

              7. Getting in / out of car          0    1    2    3    4 

              8. Going shopping           0    1    2    3    4 

              9. Putting on socks           0    1    2    3    4 

              10. Lying in bed           0    1    2    3    4 

              11. Taking off socks           0    1    2    3    4 

              12. Rising from bed           0    1    2    3    4 

              13. Getting in/out of bath          0    1    2    3    4 

              14. Sitting            0    1    2    3    4 

              15. Getting on/off toilet          0    1    2    3    4 

              16. Heavy domestic duties          0    1    2    3    4  

              17. Light domestic duties          0    1    2    3    4 

 

Total Score: ______ / 96 = _______% 

Comments / Interpretation (to be completed by therapist only): 
 

        



 

 

 

 

Our “No-Cost, No-Obligation” Consultation 

 

We are one of less than 50 healthcare clinics nationwide licensed to offer The Advanced 

Arthritis Relief Protocol™. The AARP program is a unique approach to the non-surgical 

treatment of Osteoarthritis of the Knee & Shoulder. By combining a healthcare team consisting 

of Medical Doctors, Chiropractors, Physical Therapists, and others we are able to gain a 

collaborative approach to your care. Utilizing a variety of state-of-the-art medical devices such 

as digital x-ray, video fluoroscopy, custom engineered knee unloading braces, and more we are 

able to leverage the latest medical devices to assist in your treatment and care. At [Insert 

Practice Name] we strive to help our patients avoid surgery and regain their optimum function 

and quality of life. 

 

Because of the unique nature of our facility and our treatment programs we offer a “No-

Cost, No-Obligation” Consultation in which you can learn more about us, and we can better 

understand your condition and healthcare goals. Your consultation today will consist of: 

 

• An explanation of our unique treatment protocol 

• The ability for you to ask questions about your health related issues 

• Tour of our facility 

• A general opinion as to the ability of the services provided at this facility to 

possibly help you with your healthcare needs 

 

Once you have received the above and we feel you are a candidate for our unique 

approach to your healthcare needs, the “No-Cost, No-Obligation” Consultation has ended. In 

order for you to then become a patient and receive care at our facility, a full examination by the 

treating clinician will be performed. The full exam and any treatment you may have at that time, 

including x-ray or other diagnostic tests as deemed necessary by the clinician will be billed to 

your insurance company. 

 

By signing below you are acknowledging that you have received the “No-Cost, No-

Obligation” Consultation and have expressed the desire to become a patient and understand 

the examination, treatment, and any diagnostics rendered at this point on this day, will be billed 

to your insurance company. 

 

 

 

_____________________________________  ______________ 

Patient Signature      Date 
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