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Patient Medical History Form
Please complete  the following information


Past Medical History


Hospital Admission(s)


Surgical History


Serious Injuries (fractures, sprains, etc.)


Family History


Illnesses


Tuberculosis


Mental Illness


Gout


High Blood Pressure


Heart Attack


Kidney Disease


Epilepsy


Allergies


Migraines
please specify


Spinal Disorder


Diabetes


Arthritis


Cancer


Other Illnesses


Kidney Disease


Spinal Disorder


Other Illnesses
Heart Attack


High Blood Pressure


Arthritis


Cancer


Allergies


MigrainesGout


Mental Illness


DiabetesEpilepsyTuberculosis


Personal / Social History


Single Married Divorced Separated Widowed


Number of Children
Are you currently pregnant? Yes No


NoYes


Current Medications


Allergies


Do you smoke?


Do you consume alcohol? Quantity consumed


Quantity used per day


please specify


Children at Home


Additional Information


Do you use recreational drugs? Yes No Description of use


Name


Date of Birth


Height Weight


Yes No







Constitutional Cardiovascular Metabolic/Endocrine


Other


Other Other


Other


Please check all that apply


Contact Alllergy


Hair Loss


Heat Intolerant


Head, Eye, Ear, Nose & Throat


Blurred Vision


Double Vision


Trouble Swallowing


Ear Drainage


Facial Pain


Headache


Hearing Loss


Hoarseness


Nasal Congestion


Ringing in Ears


Vertigo


Vision Loss


Ear Drainage


Gastrointestinal


Abdominal Pain


Constipation


Black Stools


Diarrhea


Jaundice


Loss of Appetite


Nausea


Vomiting


Other


Other


Integumentary/Skin


Skin Lesion


Skin Infection


Rash


Itchy Skin


Fainting/Loss of Consciousness


Leg Swelling


Irregular Heartbeat/palpitations


Heart Murmur


Fever


Malaise


Night Sweats


Weakness


Weight Gain


Weight Loss


Cold IntolerantChest Pain


Neurological


Difficulty Walking


Dizziness


Poor Coordination


Memory Loss


Constipation


Muscle Weakness


Numbness


Seizures


Tremors


Other


Psychiatric


Anxiety


Depression


Insomnia


Other


Hematologic


Bleeding


Bruising


Other


Chills


Fatigue


Respiratory


Chest Pain


Cough


Dyspnea/Shortness of Breath


Recent Infection


TB Exposure


Wheezing


Other


Genitourinary


Dysuria/Painful Urination


Frequent  Urination


Hematuria/Blood in Urine


Urge Incontinence


Urinary Incontinence


Other


Musculoskeletal Immunological


Asthma


Bee Sting Allergy


Contact Dermatitis


Other


Environmental Allergies


Food Allergies


Seasonal Allergies


Review of Systems


Name


Date of Birth


Patient Medical History Form
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PRIVACY NOTICE 


THE FOLLOWING NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED 
AND DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE 


REVIEW THE INFORMATION CAREFULLY. 
 
Your confidential healthcare information may be released to other healthcare professionals or other 
treating physicians for the purpose of providing you with quality healthcare. 
 
Your confidential healthcare information may be released to your insurance carrier and/or treating 
vendor for the purpose of the practice receiving payment for providing you with needed healthcare 
services. 
 
Your confidential healthcare information may be released to public or law enforcement officials in 
the event of an investigation in which you are a victim of abuse, a crime or domestic violence. 
 
Your confidential healthcare information may be released to other healthcare providers in the event 
you need emergency care. 
 
Your confidential healthcare information may be released to a pubic health organization or federal 
organization in the event of a communicable disease or to report a defective device or untoward 
event to a biological product (food or medication). 
 
Your confidential healthcare information may be released to certain parties only after receiving 
written authorization from you. You may revoke your permission to release confidential healthcare 
information at any time. 
 
You may be contacted by Muir Orthopaedic Specialists to remind you of any appointments, 
healthcare treatment options or other health services that may be of interest to you.  If you are not 
home, we may leave appointment information on your answering machine or in a message left with 
the person answering the phone. 
 
We may use and disclose limited protected health information about you by having you sign in 
when you arrive at our office.  We may also call out your name when we are ready to see you. 
 
You have the right to restrict the use of your confidential healthcare information.  However, Muir 
Orthopaedic Specialists may choose to refuse your restriction if it is in conflict of providing you with 
quality healthcare or in the event of an emergency situation. 
 
You have the right to receive confidential communication about your health status. 
 
You have the right to review any/all portions of your healthcare information upon written request 
within the timeframes set by California law. 
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You have the right to request changes be made to your healthcare information. 
 
You have the right to know if certain parties have accessed your confidential healthcare information 
and for what purpose. 
 
You have the right to possess a copy of this Privacy Notice upon request. This copy can be in the 
form of an electronic transmission or on paper.  
 
Your confidential healthcare information may not be released for any other purpose than that which 
is identified in this notice. 
 
Muir Orthopaedic Specialists is required by law to protect the privacy of its patients.  It will keep 
confidential any and all patient healthcare information and will provide patients, upon request, with 
a list of duties or practices that protect confidential healthcare information. 
 
Muir Orthopaedic Specialists will abide by the terms of this notice. The practice reserves the right 
to make changes to this notice and continue to maintain the confidentiality of all healthcare 
information. Any changes to this notice will be posted in our practice and on our website 
(www.muirortho.com) within 30 days of making any changes. 
 
You have the right to file a complaint to Muir Orthopaedic Specialists if you believe your rights to 
privacy have been violated. If you feel your privacy rights have been violated, please mail your 
complaint to the center: 
 
ATTN: Katie Smith – Privacy Officer 
Muir Orthopaedic Specialists 
2405 Shadelands Drive, Suite 210 
Walnut Creek, California 94598 
 
All complaints will be investigated. No personal issue will be raised for filing a complaint with Muir 
Orthopaedic Specialists.   
 
For further information about this Privacy Notice, please contact: 
 
Katie Smith, Privacy Officer 
Billing Manager 
(925) 210-8570 
privacy@muirortho.com
 
MOS Privacy Notice is effective as of 4/14/03.  
  



http://www.muirortho.com/

mailto:privacy@muirortho.com





 
 


Acknowledgement of Receipt of Notice of Privacy Practices 
 


I ____________________________ (print name of patient) hereby acknowledge that I have 
received a copy of the MOS Notice of Privacy Practices.  I understand that MOS has the right to 
change its Notice of Privacy Practices from time to time and that I may contact MOS at any time 
to obtain a current copy of the Notice of Privacy Practices.  
 
Signature Patient/Guardian:_____________________________Date:______________________ 
 
Relationship to Patient:_______________________   Patient’s DOB:______________________ 
 
 


Office Use Only 
I have attempted to obtain the patient’s signature on this form, but was not able to for the following reason: 


 
 


MOS Employee Signature:                                                                         Date: 
 
 


 
Protected Health Information (PHI) Release Authorization 


 
Persons who are involved in your care (spouses, children, friends, etc.) may inquire about your 
treatment, appointments, lab results, prescriptions, billing, medical records, x-rays, etc.  Please 
let us know who we may share PHI with: 
 
__________________________  (____)___________________ ______________________ 
Name               Phone    Relationship 


__________________________  (____)___________________ ______________________ 
Name               Phone    Relationship 


__________________________  (____)___________________ ______________________ 
Name               Phone    Relationship 


 
~PLEASE NOTE MOS WILL ONLY RELEASE PHI TO THE INDIVIDUALS LISTED ABOVE~ 


 
I, ________________________, acknowledge in signing this document that I am giving       
Muir Orthopaedic Specialists authorization to release or discuss PHI either in writing or verbally 
to the persons specified above.  This authorization is good indefinitely from the signature date 
below unless otherwise revoked by me in writing and a copy placed in my records at Muir 
Orthopaedic Specialists. 
 
Signature Patient/Guardian:_____________________________Date:______________________ 
 
 
 









