
 

      MEDICAL INFORMATION 

                           TODAY’S DATE: __________________________ 

PATIENT’S NAME: ______________________________________________________AGE: __________  DATE OF BIRTH: _______/______/________ 
 
WHO SENT YOU HERE FOR A CONSULTATION? _________________________________________________________________________________ 

A.  YOUR CURRENT PROBLEM  (PLEASE ANSWER AS COMPLETELY AS POSSIBLE) 

WHY ARE YOU HERE TODAY? ___________________________________________________________________________________________________________________ 
 

_________________________________________________________________________________________________________________________________ 
 
 
 

WHAT DATE DID THIS PROBLEM BEGIN? (BE AS SPECIFIC AS POSSIBLE) ____________________________________________________________________ 
 

HOW DID THIS PROBLEM BEGIN? ________________________________________________________________________________________________________________ 
 

_________________________________________________________________________________________________________________________________ 
 

 
MY PROBLEM IS:  (CHECK ALL THAT APPLY)   □ CONSTANT  OR   □ INTERMITTENT          □ MILD  □  MODERATE   OR   □ SEVERE 
 
MY PAIN FEELS:  (CHECK ALL THAT APPLY)   □ SHARP  □ DULL    □ BURNING  □ ACHING  □ THROBBING  □ OTHER:________________________________ 
 
MY OTHER SYMPTOMS ARE:  (CHECK ALL THAT APPLY)    
□ NONE      □ FEVER        □ CHILLS      □ WEIGHT LOSS      □ NUMBNESS       □ TINGLING         □ SWELLING      □ LOCKING       □ GIVING WAY 

 
WHAT MAKES YOU FEEL BETTER? _______________________________________________________________________________________________ 
 

WHAT MAKES YOU FEEL WORSE? _______________________________________________________________________________________________ 

HAVE YOU TRIED ANY MEDICINE FOR THIS PROBLEM? (INCLUDING OVER-THE-COUNTER MEDICATION)   □ YES   □  NO 
    IF YES, PLEASE LIST MEDICATON YOU HAVE TRIED ____________________________________________________________________________ 
    DID IT HELP?  □ YES   □  NO 

B.  YOUR MEDICAL HISTORY (PLEASE ANSWER AS COMPLETELY AS POSSIBLE) 

 
PLEASE LIST ALL OF YOUR PAST AND CURRENT MEDICAL PROBLEMS: ____________________________________________________________________________ 
 

_________________________________________________________________________________________________________________________________________________ 
 

 
 
PLEASE LIST YOUR PREVIOUS SURGERIES & DATES OF SURGERY? _________________________________________________________________________________ 
 
 
PLEASE LIST ANY MEDICAL PROBLEMS THAT RUN IN YOUR FAMILY? _____________________________________________________________________________ 
 
_________________________________________________________________________________________________________________________________________________ 
 
 
DO YOU SMOKE TOBACCO?      □ YES   □  NO  DO YOU DRINK ALCOHOL     □ YES   □  NO 
 
DO YOU HAVE ANY OTHER MEDICAL CONDITIONS OR SYMPTOMS THAT YOU HAVE NOT ALREADY MENTIONED?  □ YES   □  NO 
    IF YES, PLEASE LIST CONDITIONS AND/OR SYMPTOMS: _______________________________________________________________________________________ 
 

________________________________________________________________________________________________________________________________________________ 
 
PLEASE LIST ALL CURRENT MEDICATIONS: ______________________________________________________________________________________________________ 
 

_________________________________________________________________________________________________________________________________________________ 
 
 

DO YOU HAVE ANY DRUG ALLERGIES? □ YES   □  NO  IF YES, WHAT MEDICATIONS ARE YOU ALLERGIC TO: ______________________________________ 
 

_________________________________________________________________________________________________________________________________________________ 
 

FRANKLIN ORTHOPAEDICS & SPORTS MEDICINE  3310 ASPEN GROVE DR. SUITE 102  FRANKIN, TN 37067 
PHONE:  615.771.1116  • FAX: 615.771.1140     • WWW.FRANKLINORTHOMD.COM 



PATIENT INFORMATION 

                     Welcome To  
   Franklin Orthopaedics & Sports Medicine 
              Trusted Expertise... for your active lifestyle 

For office use only:   
 

CHART #______________________________________   
 
 

DATE     ______________________________________ 

Patient Name: (Last)                                                      (First)                                       (Middle)               □   M      □  F             

SS#:                                                                 Home Address: 

City:                                   State:             Zip Code:                           Birth Date:                                             Age: 

Home Phone (     )                                          Cell Phone:  (     )                                       Work Phone:  (     ) 

Email:                                                                                           Can we email newsletters about orthopaedic care ?       YES         NO                

Marital Status:  □ Single     □ Married     □ Divorced     □ Widowed         Spouse’s Name: 

Patient’s Employer:                                              Employer’s Address:     

 

RESPONSIBLE PARTY (BILL TO) INFORMATION 
(Complete this section ONLY if someone other than the patient is financially responsible) 

Responsible Party:  (Last)                                               (First)                                        (Middle)                 □ M      □ F 

Address: 

City:                                                                State:                                    Zip Code: 

Home Phone: (     )                                          Work Phone:  (     )                                     Cell Phone:  (     ) 

SS#                                                Relationship to Patient:                                                 Birth Date:      /    / 

Name of Employer:                                                                                                           Email: 

EMERGENCY CONTACT INFORMATION 

Name:                                                                                                         Relationship: 

Home Phone:  (     )                                        Cell Phone:  (     )                                     Work Phone:  (     ) 

REFERRAL INFORMATION 

Who referred you to our office?   □ Family Physician:                                     □ Friend:                                     □ Family:                                      

□ Advertisement (Please list source): ____________________□ Health Fair       □ Website       □  Special Event :_________________________          

INSURANCE INFORMATION 

Primary Insurance Co:                                                      Group #:                                             Policy #: 

Name of Insured:                                       SS#                                          Birth Date       /     /      Relationship to Patient: 

Secondary Insurance Co:                                                  Group #:                                             Policy #: 

Name of Insured:                                       SS#                                          Birth Date       /     /      Relationship to Patient: 

If you have an HMO insurance plan, did you contact your Primary Care Physician (PCP) for a referral?    □ YES   □  NO 

ACCIDENT/INJURY INFORMATION 

Is this due to an accident or injury? □ Yes    □ No   If yes, date of accident or injury:            /           / 

If yes, please check one of the following:  □ Auto Accident  □ Liability    □ On The Job Injury    □ Other (home, etc.) 

Is an attorney involved?  □ Yes  □ No      If on the job, did you report this injury to your employer?  □ Yes      □ No 

Was patient seen in the Emergency Room?  □ Yes      □ No       Date:      /       /            Hospital: 

Our office will file insurance for all reimbursable services to both your primary and secondary insurance carriers.  Please remember that you are responsible for all deductible, co-pay, and 
non-covered service amounts on the date of service.  By signing this form, I agree to be responsible for any legal fees and/or fees incurred in the collection of charges for this account.  I 
authorize the release of any medical information necessary to process my claim(s).  I authorize payment(s) of medical and surgical benefits to Franklin Orthopaedics & Sports Medicine. 
 
____________________________________________________________________                         __________________________________ 
Responsible Party             Today’s Date 






