
" Patient Tracking Report

Name: DOB:_/_/

Height:_Ft_ln Weight:_Lbs BMI:

Date Vitals X-ray Exam Arthro Brace HA Rt HA Lt PRP Amnio

BP: P:

T: R;

BP: P:

T: R:

BP: P:

T: R:

BP: P:

T: R:

BP: P:

T: R:

BP: P:

T: R:

BP: P:

T: R:

BP: P:

T: R:

BP: P:

T: R:

BP: P:

T: R:

BP: P:

T: R:



Patient name DOB

Leg/Knee Measurement and Assessment
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Date

LEFT

Exam
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Demograph ic I nformation
Date:

First Name: M.l. Last Name:

Address: City:

State: Zip Code:

Home Phone #: Cell Phone #.

Email.

SS#: Age: _ Date of Birth:

Gender: Male/Female

Primary Care Physician: Office Phone #:

Do we have your permission to contact your physician regarding your care in our office?
(Please circle one) Yes / No

Your preferred method of contact for appointment reminders:
(Please circle one) Email/ Text Message / Phone

Occupation: Employer:

Emergency Contact:

Name: Relationship:

Phone #:

Smoking Status:
(Please circle one) Never / Formerly (if so, how many years) _ / Current Smoker

Preferred Language:

Race:

Ethnicity:

How did you hear about this otfice?

Do you have health insurance? Policy #:

Secondary insurance? Policy #:



NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED,
HOW YOU CAN GET ACCESS TO THIS INFORMATION, YOUR RIGHTS CONCERNING YOUR HEALTH INFORMATION ANO OUR
RESPONSIBILITIES TO PROTECT YOUR HEALTH INFORMATION.
PLEASE REVIEW IT CAREFULLY,

Stale and Federal laws require us to nrainlain the privacy of your health infornlation and lo inform you about our privacy practices by
providing you with this Notlce, We are required to abide by the terms of this Notice of Privacy Practices. Ihls Notice will take effect on
Aprll 19, 2021 snd will remain in e{f6ct until it is amended or replaced by u6.

We reserve the right to change our privacy practices provided law permits the changes. Before we mako a significant change, this
Notice will be arnended to reflecl the changes and we will ntake lhe new Notico available upon request. We reserve the right [o make
any changos in our privacy praotices and the new terms of our Notice effoctive tor all health infornration maintained, crealer, andior
received by us before the dato chang;es were made.

You nray request a copy of our Privacy Notice at any tinle by contacting our Privacy Otficer, Kristyn Manzi
lnformation on contacting us can be found al the end of this Notice.

We wlll keep your health informatlon confidentlal, u6lng lt only for the followlng purposos:

Treatm€nt: Whlle we are providing you with health care servic€s, we nray share your protecled health information (PHl) including
eleclronic protected heallh irrf<lrnialion (ePHl)with other health rxre providers, business associates and their subcontractors or
individuals who are involved in your lreatmont, billing, aclnrlnislrative support or data analysis. Theso business associates and
subconlractors through signed mntracts are required by Federal law to protect your health infomration. We have established "minimunr
Ilscossary" or "noed lo know" standards that limit various staff menrbers' access to your health infonnation according to thoir prinrary job
funclions. Everyone on our staff is re(lutred to sign a confidentiality statentent.

Payment: Wo may uso and disclose your heallh information to se6k payment for services we provide lo you. This disclosure involves
our busittoss office staff and may include insuranco organizataons, colloctions orolher third parties that may be rosponsiblo for such
cosls, such as family members.

Dlsclosure: We ntay disclose and/or share protected health information (PHl)lncluding oloclronic disclosure with oth6rhgAll&Alg
ofo.fessionals who provicle trootlnent and/or service toyou. These profossionals will have a privacyand confidontiality policy like this
ono. Health information about you nlay also be disclosed to your family, friends and/or other persons you choose lo involve in your
care, only if you agree that we may do so. As of March 26, 2013, immunization records for students nlay bo reloased without an
authorization(aslongasthePHl disclosedislinritedtoproof of immunizatlon). lf anindividual isdeceased,youmaydisclosePHt toa
fanrily ntontber or individual involvod in care or prryment prior to dealh. Psychotherapy notes will nol be used or disclosed without your
written authorization. Genetic lnformation Nondiscrirtrination Acl (GINA)prohibits hoalth plans fronr using or disclosing genotic
infornlation for underwriting purposes. Usos and disclosur€s not described in this notice will bo nracle only with yor.rr signecJ
authorizalion.

Rlght to an Accounllng of Dlsclosuros: You have the right to requost an "accounling of clisclosures" of your protectsd information if
the disclosure was ntade for purposes other than providlng services, payment, and or business oporations. ln light of lhe incroaslng use
of Electronic Modical Record technology (EMR), the HITECH Act allows you the right to requost a copy of your hoalth lnformalion ln
electronic form if we store your information electronically. Disclosures can be made available for a poriocl of 6 years prior to your requost
and for electronic health information 3 years prior to the date on which the accounting is reguestod. lf for some reason we aren't
capabl€ of an elecllonic forntat, a roadable harclcopy will be providecl. To request this list or accounting of disclosures, you must submlt
your request in writing to our Privacy Officer. Lists, il requestecl, will bo $ 0 for oach page ancl the Btaff time charged will bo $ 0 per hour
including the time required to locate arrd copy your heallh information. Please contact our Privacy Officer for an €xplanation of our foe
structure. May 23, 2016 OCR clarified a flat foe for olectronlc coples may not excesd $6,50 (including labor for coples, supplies and
postage); this does not ntean that the ceiling for all requosts lor accoss is $6.S0.

Rlght to Roquest R€strlctlon of PHI: lf you pay in full out of pocket for your treetmont, you can instruct us not to share Information
about your treatment with your health plant if the roquest is not required by law. Efleclive March 26, 2013, The Onrnibus Rule restricts
provide,'s refusal of an lndiviclual's r€quest not to clisclose pHl.

Non-routlneDlsclosurest Youhavelherighttoreceivealistof non-routinedtsclosureswehavemadeofyourhealthcareinformation.
You can request non-routine disclosures going back 6 years starting on April '14, 2003.

Emergencles: Wentayusoordiscloseyourhealthinfornrationtonotifyorassistinthenotificationofafamilynremberoranyone
responsible for your care, in case of any emergency involving your care, your location, your general condltion or death. lf at all possible,
wewill provideyouwilhanopportunitytoobjecttothisuseordisclosure. Unclerenrergencyconditionsorifyouareincapacitated,we
will useour professional iudgnrent to discloseonly that informalion directly relovanl to your oare. We will also use our professional
judgnlont to make reasonatjle inferences of your best interost by allowing someone to pick up fillecl prescriptions, x-rays or other sinrilar
forms of health information and/or supplies unless you have aclvised us otherwise.

HealthcareOperations: Wewill useanddiscloseyourhealthinfornlationtokeopourpracticeoperable.Examplesofpersonnel who
may have access lo this information include, but are not limited lo, our mecJical records staff, insurance operations, health care
6learinghous6s and individuals perfornring similar activities.

HIPAA Notice of Privacy Practices
This fonn does nol cotlstitLtte legal advice and covers only federul, nat state law. OrDnilrus Ruls



Requlred by Law: We may use or disclose your health information when we are requirod to do so by law. (Court or adminislnatlve
orders, subpoena, discovery request or other lawful process.) We will use and disclose your informalion when reguested by national

socurlty, lntelllgence and other 9tate and Fedetrl officials and/or if you are an inmato or otheruise under the cuslody of law
onforcement.

Natlonal Securlty: The health information of Armed Forces personnel may be disclosed to military aulhorities under csrlain
circumstancss. lf the information is required for lawful Intelligence, counterintelligence or other national security activities, wB may
disclose it to authorized federal officials.

Abuse or Noglect: We moy dlEclose your health information to appropriate authorities if we reasonably believe that you are a possible
vicllm of abuse, neglecl or domestic violence or tha possible victim of other crimes. This information will be disclosed only lo ihe extent
nocessary to provent a serious threat lo your health or safety or that of others.

Publlc Health Responelbllltles: We will disclose your health care information to roport problems with products, reaclons to
nredications. product recalls, disease/infection exposure and io prevent and control disease, injury and/or disability.

Marketlng Heahh-Related Sowlces: We will not uso your health information for marketing purposes unless wo have your written
authorization to do so. Effective March 26, 2013, we are required to obtain an authorization for marketing purposss if mmmunication
about a product or service is provided and we receive financlal remuneration (gotting paid in exchange for making the communicalion).
No authorization ls required if comnrunicalion is msde face-lo-face or for promolional gifts.

to

ion

$ale of PHlr We are prohlbited to disclose PHI without an authorization if it constitutes remuneralion (getting pald ln exchange for lhe
PHI). "Sale of PHl" does not include di8closures for public health, certaln research purposes, tr€atment and paymsnl and for any olher
purposo pormitted by the Privacy Rule, where lhe only remuneration received is 'a rmsonable cost-based fee" to cover the cost to
propare and transmlt the PHI for such purpose or a fee othenrvise expressly permitted by law. Corporate transactions (i.e., sale, fansfor,
nrerger, consolidation) are also excluded kom lhe definition of "sale."

Appolntment Remlnders: We may use your heallh records to remind you of recommended services, treatment or scheduled
appointments.

Aooesel Upon wrilten roqusst, you have the right to inspect and get copies of your health information (and that of an indlvidual for
whom you are a legal guardian.) We will provide access to health information in a form / format requested by you. There will be some
limited exceptlons. lf you wish to examlne your health information, you will need to complete and submit an appropriate reguest form.
Contact our Privacy Officer for a copy of the request form. You may also request access by sending us a letter to the address at lhe end
of this Notice. Once approvecl, an appointment can be made to review your records. Copies, if requested, will be $ 0 for each page and
the staff time charged will be $ 0 per hour including the time required to copy your health informatlon. lf you want the copios mallod to
you, po$iage will also be chargod. Access to your health information in eldctronic form if (readlly producible) may be obtained with your
r€quesl, lf lor somo roason we aren't capable of an electronic format, a readable hardcopy will be provlded. lf you profer a summary or
an explanatlon of your health informatlon, we will provide it for a fee. Please contact our Privacy Officer for an explanalion of our fee
structure. May 23, 2016 OCR clarlfied a flat fee for €l€ctsonlc coplee may not exceed $6.50 (including labor for copios, supplles and
postage); thls does not mean that tho ceiling for all requosts for access is $6.50.

Am€ndmont: You have the right to amond your healthcare information, if you feel it is inaccurate or incomplote. Your roqueot must be
in wrlting and must include an explanation of why the information should be amended. Undor certain circumstances, your request may
be denled.

Breach Notlllcatlon Requirements: lt is presumed lhat any acquisition, access, use or disclosure of PHt not permlttod undor HIPAA
r€gulalions is a breach. We are requlre<l to complete a risk assessment, and if necessary, inform HHS and tak€ any othBr sl6p6
r€quir€d by law. You wlll bs notlfied of the situstion and any $teps you should take to protect yourself agalnst harm due lo tho breaoh.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

Our Notice of Privacy Praotices provides information abouthow we may use and discloee
protected health information (PH!) aboutyou. We provide this form to comply with the Health
lnsurance Portability and Accountability Act (HIPAA). Please review the Notice of Privaoy
Practioes thoroughly before signing this acknowledgement form. lf terms of our Notioe change,

By signing below, you indicate that you have read and understand the rights and responsibilities outlined in this
document. To see our full HIPAA Notice of Privacy, you may request a paper copy or go to

jointregenmedptc.com/privacy, We will never sell or disclose any of your personal information.

Signature of Patient or Legal Representative Date

Printed Narne of Patient Legal Relationship to the Patient
(ff raquircd)



Joint Reseneration
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Consent to X-ravs

Adult Male!

I hereby authorize the performance of a dlagnostlc x-ray. The provider has requested an x-ra! for further

diagnostic purposes. At this tlme, I know of no other condition that an x-ray would further complicate,

Signed: Date:

Adult Female:

This is to certlfy that, to the best of my knowledge, I arn NOT pregnant, The provider has my permlsslon

to perform diagnostic x-ray$. I am aware that taking x-rays, partlcularly those lnvolvlng the pelvls, can be

hazardous to an unborn child,

Signedr Date:

Mlnor:

l, the parent or legal guardian of the patient, hereby authorlze the performance of a dlagnostic x-ray.
The provlder has requested an x-ray for further dlagnostlc purposes. At this time, I know of no other
condltion that an x.ray would further compllcate.

Signed: *-_Date:



The Western Ontario and McMaster Universities Osteoarthritis Index

(woMAC)

Name: Date:

lnstructions: 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 01234
2. Stair climbing 01234
3. Nighttime 01234
4. Rest 01234
5. Weight-bearing 012 3 4

Stiffness 1. Morninq stitfness 01234
2. Stiffness occurring later in the day 01234

Physical Function 1. Descending stairs

2. Ascending stairs

!.lisjng from sitting

4. Standing

5. Bending to floor

6. Walking on flat surface

7, Getting in/out of car

8. Going shopping

9. Putting on socks

1P.!yqg_q teq
1 1. Taking off socks

12. Rising-fJgm bed

13. Getting in/out of bath

14. Sitting

15. Getting on/off toilet
'16. Heavy domestic duties

17. Light domestic duties

Total Score: _ / 96 =

o 12 3 4

012 3 4

01234
01234
01234
01234
01234
012 3 4

01234
01234
o1234
01234
01234
01234
01234
01234

%

Comments / lnterpretation (to be completed by therapist only).

01234



The Western Ontario and McMaster Universities Osteoarthritis lndex

(woMAc)

Name: Date:

lnstructions: 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 01234
2. Stair climbing 01234
3. Nighttime 01234
4. Rest 01234
5. Weight-bearing 01234

Stiffness 1. Morninq stitfness 01234
2. Stiffness occurrinq later in the day 01234

Physical Function 1. Descending stairs 01234
2. Ascendino stairs o 12 3 4

3.Risingfromsitting 0 12 3 4

01234
012 3 4

01234
012 3 4

012 3 4

01234
o 12 3 4

o1234
01234
01234
01234
012 3 4

01234

4. Standins

5. Bending to floor

6. Walking on flat surface

7. Getting in/out of car

8. Going shopping

9. Puttinq on socks

10. Lying in bed

1 1. Taking off socks

12. Rising from bed

13. Getting in/out of bath

14. Sitting

15. Getting on/off toilet

16. Heavy domestic duties

17. Light domestic duties

Total Score: _ / 96 = Yo

Comments / lnterpretation (to be completed by therapist only).

012 3 4



Joint Reeenerationq$i&@
Patient Medical History Form

Print Name: Date of Birth:

Please list any drug allergies:

Occupation:

Please list the reason(s) for today's visit:

1.

2.

3.

Medication Name Dosage Strength (mg) Directions (take # per day) Prescribed by:

Example; Tylenol Example: 500 mg Example: 2 tablets once daily Physician's Name



Additional Medications Continued:

Dear Patient:

A new requirement for medical practices is to assess your potential risk for falls. Please

complete the following :

FALL RISK ASSESSMENT

Have you fallen in the last
year?

YES NO

Do you lose your balance
when standing?

YES NO

Do you lose balance when
initially getting up from sitting

YES NO

Do you get dizzy, faint or
have seizures?

YES NO

Does it take you more
than one try to get up out
of a chair or out of bed?

YES NO

Do you trip over your own
feet or objects on the floar?

YES NO

Do you take corners too
sharp; bump into corners
or door frames?

YES NO

Do you use a walkerr cane
or need assistance to get
around?

YES NO

Medication Name Dosage Strength (mg) Directions (take # per day) Prescribed by:

Example; Tylenol Example: 500 mg Example: 2 tablets once daily Physician's Name



Osteoarth ritis S u bjective/H P !

Print Name: Date of Birth:

Allergies to Medications/Dyes:

Chief Complaint: (check all that apply) [ nignt Xnee I tett t<nee

l_l Rain l__lstirnur. l__lMobility I lnstability

When did probem/pain begin?

Precipitatlng evenUlnjury? [None nRunning nCtimOing fntalt nsquatting

I titting flMotor vehicle accident I Lifting I Otfrer.

Pain level: (0 = no pain, 10 = worst pain) Average: Worst:

What makes pain worse? (check all that apply) I Sitting I Standing n Walking f Oetting dressed

I Coing up stairs I Going down stairs or incline I Carrying +10 pounds I Driving tr Dancing

X Working I Laying down tr Jumping I Knelling I Squatting [I Extending knee straight I bending

What makes pain better? (check all that apply) DAspirin n NSAID's (e.9, Advill,/Motrin,/Aleve

I Heat I lce tr Rest I Knee elevation n Extending the knee f, Bending the knee [ ruotning

Frequency of symptoms:

f Constant (76-100% of the day) [ Frequenl (51-750/o of the day)

f Occasional (26-50% of the day) E lnfrequent (1-25% of the day)

Nature of symptoms: (check all that apply)

ISharp nshooting foutt nNumbness ITingling fBurning nRadiating trThrobbing
IRching n StaUOing f Clict<ing I Knee gives out tr Locking n Swelling f, Stiffness

Mechanism of injury or pain:

f Gradual onset I Sudden onset f traumatic

I am able to walk:
f,. S minutes I " to minutes [ < t5 minutes I. gO minutes I30 minutes

[ 45 minutes I One hour I Onty a few steps I Around the house only



I have tried and failed with conservative therapy of at least 90 days e.g. (including dates)

i-] ruSntO (anti-inflamatories, i.e aspirin, Advil, Motrin, Celebrex) Dates:

f] ncetaminophen (i.e. Tylenol) Dates:

[-lTopical creams (i.e. Diclofenac, Voltaren) Dates:

I Weight reduction (if overuveight) Dates:

[]Cardiovascular (aerobic) activity such as: walking, biking, stationary bike, aquatic exercise

Dates:

I Rfrysical therapy Dates:

[_] Occupational therapy Dates:

l_l Rarticipation in self-management programs Dates:

[- Wear of medically directed patella taping Dates:

I tfrermal agents Dates:

l_J Walking aids Dates:

I Resistance exercise Dates:



Patient Name: DOB:

RIGHT KNEE

Surgical History:

[_J Arthroscopic surgery Ll Total knee replacement

History of previous injections

I Steroid injections Date:

I Hyaluronic acid injections Date:

lf prior injections, did you get pain relief? [ Vus E No I fartiat

Additional notes:

Last imaging (x-ray/MRl):

LEFT KNEE
Surgical History:

I nrft,rorcopic surgery t-]rotar knee replacement

History of previous injections

I Steroid injections Date:

I Hyaluronic acid injections Date:

lf prior injections, did you get pain relief? [ Ves I frf o I fartiat

Additional notes:

Last imaging (x-ray/MRI):

Patient Signature:

Discussed/Reviewed by Provider:

Date:

Date:



Family History: F-Father M-Mother G-Children S-Sister B-Brother FF-Father's Father

FM-Father'sMother MF-Mother'sFather MM'Mother'sMother

Alcoholism

Asthma

Kidney Disease

Mental lllness

Migraines

Osieoporosis

Seizures/Epilepsy/Convulsions

Stroke

Thyroid Disease

Other

Other

Other

Bleeding Disorder

Cancer and Type

Depression/Anxiety

Diabetes

Glaucoma

Hair Loss

Heart Disease

High Blood Pressure

Social History: Smoker _ Former Smoker Never Smoked How many years?

Cigarettes: _ Yes _ No How many/how much per day:

Smoke for how many years: _ (Age started: _ Age quit: )

Tobacco: Dip/Snuff/Chew: _ Yes _ No Amount per day: (Age started: _ Age quit: _)
eCigs or Vaporizers: _ Yes _ No Other:

Recreational Drug Use: _ Yes _ No lf yes, please state type:

Alcohol: _ Yes _ No Type: How much: How often:

Please list all additional medical providers and approximate date of last visit with them.

Family/primary care:

Card iolog ist (hea rt/vascu lar):

Orthopedic (bones & joints):

Chiropractor:

Pain management:

Physical therapy.

Home health:

Other:



Patient PasUCurrent Medical History: Please check if you have ever had any of the

following:

L_lnoolRoHo
llRtoslHtv
fl Alcoholism

f Allergy shots

llAnemia
fJ Asthma/wheezing

[J BlooO pressure: (high or low)

Ll Bronchitis

f Chemical dependency

E Depression

E rpitepsy

fI Glaucoma

LI Hearlburn

[] Hepatitis

E High cholesterol

[I xidney problems

! Migraines

fl Mouttr sores or bleeding

fl Nosebleeds

l.l Pinched nerve

Ll Prostate problems

I l Rheumatoid Arthritis

Ill Stroke

E Tonsilitis

L-lAnorexia

[] Appendicitis

f Arthritis

[] Bad breath/taste

E Bleeding disorders

I Breast lump

E Broken bones

I gutimia

E Cancer

E Cataracts

fI chicken Pox

ff Diabetes

E Dry skin

E ear infections

I Fybromyalgia

fl Fractures

f] Gallbladder

I Goiter

E Gonorrhea

fl Gout

I Heart attack

fl Heart problems

n Hemorrhoids

fl Hernia

n Herniated disc

I Herpes

I Hormone/gland problems

fl lnsomnia

I Liver disease

fl Measles

f Menopausal

f Miscarriage

f] Mononucleosis

E ttluttipte Sclerosis

I Mumps

fl Pacemaker

fl Osteoporosis

fI Parkinson's

fI Pneumonia

fl potio

E Prosthesis

I Psychiatric care

I Scarlet Fever

E Sexual difficulty

E suicide attempt

[l Thyroid problems

E Tttrt..t pain

I Tremors

fl Tuberculosis

fl Tumors/growths

I Ulcers

f] Vaginal infectionsLJ lyphord Fever

f Venereal Disease

[]Whooping cough

Xotrer.

Are you currently under medical care? lf yes, with whom and for what medical conditions?

lnitial as Reviewed by Provider:



Review of Symptoms: Please check any symptoms you've had (over the last three months).

GENERAL Yes No EAR, NOSE, THROAT Yes No

=ever Hearing Loss

Niqht sweats Rinqing in the ears

Hot flashes Dizziness or vertiqo

Temperatu re intolerance Bleedinq qums

Excessive thirst Nosebleeds

atique

Sleep difficulties

Daytime sleepiness

Unplanned weioht chanoe

SKIN Yes No CARDIOVASCULAR Yes No

Rash 3hest pain

Skin chanqes -leart murmur

\ew or chanoino moles rreoular heart beat
)alpitations

-ed swellinq or edema

EYES Yes No PULMONARY Yes No
)ain Wheezing
Redness Chronic couoh
y'ision change Shortness of breath

HEMATOLOGICAL Yes No GASTROINTESTINAL Yes No

Swollen lvmph nodes Diarrhea/constioation

3lood clots ndiqestion/heartburn

Ixcessive bleeding Nausea

\nemia Blood in stool

lnitialas Reviewed by Provider:



NEUROLOGICAL Yes No PSYCHOLOGICAL Yes No

Abnormal qate (trouble walkinq) Anxiety
:alls often Depression

{eadache severe and/or freouent Memory loss

Seizures Ntlood swinqs

Muscle weakness

IIA or stroke

aintino

loss of consciousness

Numbness. tinolino or neurooahtv

GENITOURINARY Yes No MUSCULOSKELETAL

Pain or burning on urination 3eneralized bodv pain

Frequent urination Joint pain

/Vaking to urinate more than

rnce at niqht

Stiffness

Joint swellinq

xcessive urination Joint redness

)ifficu lty emptyins bladder 3ack or neck pain

Jrinarv incontinence

Jecreased sexual desire
>ain with intercourse

Sexually transmitted d isease
:ertilitv issues

lnitial as Reviewed by Provider:


