


 
 Past Medical History:  Please circle what applies 
 
*High Blood Pressure  *Heart Condition  *Congestive Heart Failure 
    
*Kidney Disease  *Bladder Disease  *Reproductive Disease 
 
*Neuropathy   *Lung Disease/COPD  *Thyroid 
 
*Diabetes   *Cancer                                   *Sleep Apnea 
 
*Other___________________ 
 
*Infectious Disease (Hepatitis B, Hepatitis C, HIV, Tuberculosis, MRSA, or  
 
Other ______________) 
 
 Past Surgical History:  
 
Neck/Spine Date:_______________        Joint Replacement Date:_____________ 
 
Hand/Upper Extremity Date:_____________            Prostate Date:_____________ 
 
Shoulder Date:________________________            Pacemaker Date:__________ 
 
Hip/Pelvis Date:_______________________            Other:___________________ 
 
 
 Osteoporosis: 
 
Are you taking Calcium supplements with Vitamin D? If yes, what are you 

taking:_____________________________________________________ 

Menopause, if so please let us know the start date?_______________________________ 

Did you have a hysterectomy, if yes, please let us know when:______________________ 

Are you on hormone replacement therapy, or any bone enhancing medication:_________ 

Have you had a bone density scan (DEXA), if so please list dates:  __________________ 

 
 Social History: 
 
Alcoholic beverages:  ___Yes  ___No  How often: ____________ for how long________ 
 
Do you smoke: ___Yes ___No   Packs per day/week ________for how long___________ 
 







PLEASE READ – YOUR SIGNATURE IS REQUIRED 
 

VERY IMPORTANT INFORMATION REGARDING YOUR  
INSURANCE AND PRIVACY PRACTICES POLICYIES AND 

PROCEDUES. 
 
 
At each office visit we require your referral and insurance information. This 
is for your protection. Without a referral from your insurer, you are 
responsible for services and/or diagnostic tests. Any non-covered 
services are your responsibility.  
 
It is your responsibility to provide us with the correct insurance information 
at the time of service. If there is a problem with your claim, and we do not 
have a copy of your current insurance card, the balance will become your 
responsibility. 
 
Co-payments are due at the time of service. Any co-payments not paid at 
this time will incur a $10.00 service charge. 
 
If you no-show your scheduled appointment, you may or may not be 
charged a $35.00 no-show fee, at providers discretion.  
 
If this visit is related to an automobile accident, referrals from your health 
insurance and co-pays if applicable are still required. 
 
 
Thank you, 
 
Merrimack Valley Orthopaedic Associates, LLC. 
 
Your signature below indicates that you have reviewed a brochure of 
HIPPA (Health Insurance Probability and Accountability Act of 1996) 
and have read and understand all of the about information. 
 
Printed Name: _______________________________DOB______________ 
 
Signature: ____________________________________Date_____________ 
 
 
*If you would like a brochure, please ask one of the receptionists up front. 




