
 

Welcome to Southwest Spine and Sports! 

 

We kindly ask that you have this 

paperwork with you and completed, 

including signatures where indicated, 

when you arrive for your appointment. 

 

In the event that you are unable to keep 

your scheduled appointment, we are 

happy to reschedule for you; however, 

there may be a fee.  For more 

information, please refer to our financial 

policy. 

 

To protect you from healthcare identity 

theft, in compliance with the FTCôs ñRed 

Flag Ruleò effective November 1, 2009, 

we require that you bring a proof of 

residence with you to your first visit, 

which we may keep on file.  Acceptable 

forms of proof of residence include 

utility bills or other correspondence 

showing current residence.  If you, the 

patient, are a minor, your parent or guardian should bring the information.  Please 

expect to reschedule your appointment if you do not have this information with 

you at your first visit or for any visits after a change in address. 

 

We look forward to providing you with the highest quality medical care and we 

hope your visit will be a pleasant one.  Please feel free to contact us should you 

have any questions or if we can be of any assistance, at (480) 860-8998.  You may 

also browse our website for directions (also below), forms, educational videos, 

testimonials, and general information at www.swspineandsports.com.  

 

Scottsdale Office  
9913 N. 95

th
 St.  From the 101 freeway, exit at Shea Blvd. and proceed east to 

96
th
 St. At 96

th
 St. turn right (south) and proceed to Ironwood Square Drive.  Turn 

west (right) on Ironwood Square Drive and take first left (south), onto 95
th
 Way, 

into office complex.  We are the fourth building on the left side. 

 

Tempe Office  
1025 E. Broadway Rd., Suite 201.  The two story tan building is on the second 

floor of the ñPhysiotherapyò building, located on the south side of Broadway, just 

east of Rural.  Travelling east- make 1
st
 right after Rural into parking lot.  

Travelling west- turn left at light on Terrace, make 1
st
 right into parking lot 

behind building, go around to the side for entrance. 

 

Glendale Office  
20325 N 51

st
 Ave, Bldg 4, Ste 124.   From the 101 freeway, take the 51

st
 Avenue 

exit north.  Take a right (continue north) on 51
st
 Avenue, then make your first 

right into the parking area.  It will be a tan building on your right; the front will 

say Arizona Orthopedics. 

 

 
 

Reminders 
  

Your Appointment  

  Day:   

  Date: 

  Arrival Time: 

  Appt Time: 

  Location: 

  

What to Bring 

 This packet, completed with 

signatures/initials   

 Insurance Card(s) 

 Copy of utility bill or other proof 

of residence  

 Payment or Copayment for 

specialist office visit 

 Medical Records pertaining to 

reason for visit, if applicable 

 



 
 
 
 
 

 

 

 
        

 

 
 

NEW PATIENT INFORMATION  
 

 
NAME:          AGE:    DATE:     

  
 E-MAIL ADDRESS: __________________________________  
 

REQUESTING DOCTOR/THERAPIST:      
    
 SELF REFERRAL  (if so, circle) 

 

Are you:   ŽMale   ŽFemale 

   ŽRight handed ŽLeft handed  ŽAmbidextrous  

 
CHIEF COMPLAINT  

 
Reason for visit:             
Location of your pain:  

ŽHead  ŽShoulder ŽMid Back ŽLeg  Ž Ankle/Foot   ŽWrist/Hand  

ŽNeck  ŽHeadaches ŽLow Back ŽKnee  ŽHips/Buttocks  ŽArm 

 
HISTORY OF PRESENT ILLNESS  

 
Date of injury or sympto m onset:     

Type of injury:  ŽSports Injury   ŽJob Accident  

ŽCar Accident (Were you the ŽDriver or ŽPassenger?  Seatbelted? ǏNo    ǏYes) 

   ŽOther (explain):           

    
Please describe how you injured yourself:          
 

               
 
               
 
               
 

               
 

 

Please describe your current symptoms:           
 

               
 
               
  
               

        

 

H:   

W:   

BP:   

P:   

BMI:    



 

 

 

 
 

Circle the number that corresponds to the severity of your pain on a scale of 0-10.   

ñ0ò means no pain and ñ10ò is the worst pain you can imagine.   

At its worst:   0 1 2 3 4 5 6 7 8 9 10 

At its best: 0 1 2 3 4 5 6 7 8 9 10 

Which of the following best describes the character of your pain: 

Timing:     Quality: 

ǏContinuous, steady, constant  ǏThrobbing ǏBurning  ǏSuperficial 

ǏRhythmic, periodic, intermittent ǏAching ǏTingling/numbness ǏDeep 

ǏBrief, momentary, transient  ǏSharp ǏDull   Ǐ    

    (Frequency:        Duration:   ) 

  

What makes your pain worse?            

 

What makes your pain better?            

 

 How long/far can you:  Sit      Stand    ___________      Walk    ______ 

 

Since your injury is your pain: ǏBetter  ǏSame  ǏWorse 

If your pain is changed, what percentage?  10    20    30    40    50     60    70    80    90    100% 

Have you had any loss of bowel or bladder control?  ǏNo    ǏYes 

PREVIOUS TREATME NT 

Have you had treatment since your injury? ǏNo    ǏYes    Have you been to the ER for this?  ǏNo    ǏYes 

Have you had any of the following tests or procedures performed: 

  X-Rays?     ǏNo    ǏYes MRI? ǏNo    ǏYes  Epidurals?  ǏNo    ǏYes 

  CT Scan?   ǏNo    ǏYes EMG? ǏNo    ǏYes   

 

Other (please explain)              

 

Medical: 
  Dr.     Date of 1

st
 visit       Last visit       

  Diagnosis given             

  Medications given             

  Treatment provided             

  

Chiropractic: ǏNo    ǏYes 

  Dr.     Date of 1
st
 visit       Last visit       

  Diagnosis given             

  Frequency:  ǏEvery Day   ǏThree times/week   ǏTwo times/week   ǏWeekly 

  Has it helped?  ǏNo    ǏYes 

 

Physical Therapy:  ǏNo    ǏYes 

  Therapist     Date of 1
st
 visit      Last visit       

  Has it helped?  ǏNo    ǏYes  Home exercise program given?  ǏNo    ǏYes 

  

 

 

 



 

 

 

CURRENT MEDICATIONS:  

 

NAME    DOSAGE  HOW OFTEN DO YOU TAKE THIS PER DAY 

 

             

             

             

             

             

             

 

MEDICATION ALLERGIES  ǏNo    ǏYes 

If yes, please list: Name    Reaction 

             

             

             

 

 Are you allergic or had any reaction to iodine, shellfish, IVP dye, or contrast media?  ǏNo    ǏYes 

 

SLEEP HISTORY 

Has anyone told you that you snore or stop breathing in your sleep? ǏNo    ǏYes 

Does it take you longer than 30 minutes to fall asleep?   ǏNo    ǏYes 

Does pain disrupt your sleep?      ǏNo    ǏYes 

 

PAST MEDICAL HISTORY  

ǏAnxiety ǏHeart Attack ǏPolio  ǏThyroid trouble ǏDepression ǏHypertension 

ǏAsthma ǏHeart Murmur ǏStroke ǏHigh Cholesterol ǏAlcoholism   ǏLiver disease  

ǏCancer ǏLung Disease ǏParkinsonôs ǏRheumatic Fever ǏHepatitis ǏChronic pain 

ǏDiabetes ǏUlcers/PUD  ǏArthritis  ǏClaustrophobia ǏOther     

 

Have you ever had similar symptoms/injury before? ǏNo    ǏYes 

If yes, when:       Please describe briefly:         

              

 

PAST SURGICAL HISTORY  

Have you had any surgeries?  ǏNo    ǏYes 

If yes, please list type of surgery and approximate date: 

 

1.                         2.                               3.       

 

4.                         5.                               6.       

 

FAMILY HISTORY  

Please check box for any medical condition that a blood relative has a history of: 

ǏAnxiety ǏHeart Attack ǏPolio  ǏThyroid trouble ǏDepression ǏHypertension 

ǏAsthma ǏHeart Murmur ǏStroke ǏHigh Cholesterol ǏAlcoholism   ǏLiver disease  

ǏCancer ǏLung Disease ǏParkinsonôs ǏRheumatic Fever ǏHepatitis ǏChronic pain 

ǏDiabetes ǏUlcers/PUD  ǏArthritis  ǏClaustrophobia ǏPsychiatric illness 

ǏOther     

 

 



 

 

 

 

SOCIAL HISTORY  
Marital Status:  (Check one or more) 

ǏSingle ǏMarried ǏDivorced ǏWidowed ǏòLiving togetherò ǏSeparated 

Number of children:     Ages:  ______  ______  ______  ______  ______  ______ 

 

Do you smoke?  ǏNo    ǏYes  How much?        

Previous Smoker?  ǏNo    ǏYes  When stopped?        

 

Do you drink alcohol?  ǏNo    ǏYes   How much?        

Coffee, tea, cola beverages (cups/glasses/cans per day)        

 

Do you use recreational drugs? ǏNo    ǏYes    What type/how often?        

Are you currently employed?  ǏNo    ǏYes    If yes, type of job        

 
REVIEW OF SYSTEMS:  Please mark those items which you currently experience: 

  
GENERAL  

  ǏFever  ǏWeight gain  ǏWeight loss  ǏFatigue ǏChills  

ǏWeakness  ǏNight sweats  
 
  DERMATOLOGIC  

  ǏJaundice ǏItching/rash  ǏLesions  ǏEasy bruising 
   
  HEAD/HEARING& VISION  

  ǏTrauma ǏHeadaches  ǏTenderness  ǏDizziness 

  ǏRinging in earsǏBlindness             ǏBlurred vision  

ǏChanges/loss ǏDischarge  ǏRings around lights   

  ǏDouble vision ǏLight sensitivity ǏGlasses 
  
  PULMONARY  

  ǏWheezing ǏShortness of breath ǏChronic cough  ǏCoughing up blood 
    
  CARDIOVASCULAR  

  ǏChest pain ǏLeg swelling  ǏShortness of breath with exertion ǏRacing heart 
  
  GASTROINTESTIN AL  

  ǏNausea ǏAbdominal pain ǏBloody stool  ǏConstipation ǏDiarrhea  

  ǏVomiting ǏStool color changes  ǏHeartburn  ǏIncontinence of bowels 
  
  GENITOURINARY  

 ǏBlood in urine ǏVaginal discharge ǏPregnancy  ǏPain/burning on urination 

ǏIncontinence ǏVenereal disease                         ǏSexual problems ǏPainful menstruation  

ǏMenopause ǏUrgency/frequency with urination  ǏIrregular menstruation  
 
  MUSCULOSKELETAL  

  ǏArthritis ǏJoint swelling  ǏTrauma 

       
  NEUROLOGICAL  

   Loss of  Sensation    Seizures    Numbness and Tingling 
 

 PSYCHOLOGICAL  

  Sadness   Anxiety   Depression  

  

 

 



 

 

 

 

 

Mark on the areas on your body where you feel the described sensations.  Use the symbols listed.   

Mark areas of radiating pain or numbness as well.  Include all affected areas. 

 
Numbness Tingling   Burning   Stabbing/Sharp  Aching   Cramping 

    o o o                 : : : :                X X X                        ////                            ^^^       ǏǏǏ  
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AUTHORIZATION TO RELEASE RECORDS  

 

 
Patient: ________________________ Social Security #:  _________________ 
 
Phone:  ________________________ DOB: ___________________________ 
 
 
  To:   ______________________________________________ 
    
    ______________________________________________ 
 
    ______________________________________________ 
 
  Phone: ______________________________________________ 
 
  Fax:  ______________________________________________ 
 
 
I hereby authorize and request the release of  
 
[ ]  ALL medical records and correspondence in my file. 
 
[ ]  The following records only ________________________________________ 
 

Please Send Records To: 
 

Southwest Spine & Sports, P.C. 
9913 N. 95th St. 

Scottsdale, AZ 85258 
Phone: (480) 860-8998  Fax: (480) 377-9245 

 
 
_____________________________________ ______________________ 
Patient Signature        Date 
 
_____________________________________   ______________________ 
Witness Signature        Date 

 

 

 



 

 

 

 

 

 

 
 
 
 
 

Notice To Patients 
 

State law, A.R.S. §32-1401 (26)(ff), requires that a physician notify a patient that the physician has a 
direct financial interest in a separate diagnostic or treatment agency to which the physician is 
referring the patient and/or in the non-routine goods services being prescribed by the physician, and 
whether these are available elsewhere on a competitive basis. I support this law, because it helps 
patients make reasoned financial decisions concerning their medical care. 
 
In compliance with the requirements of this law, you are being advised that I have a direct financial 
interest in the diagnostic or treatment agency named below: 
 

North Scottsdale Ambulatory Surgery Center 
9439 E Ironwood Square Drive, Ste 100 

Scottsdale, AZ  85258 
 

Gateway Surgery Center 
690 N Cofco Center Court, Ste 150 

Phoenix, AZ  85008 
 
 
Further, all goods or services that I have prescribed are available elsewhere on a competitive basis. 
 
The law provides for the acknowledgement of your having read and understood these disclosures by 
dating and signing this form in the spaces provided below. I will keep the signed original in your 
patient file and you will receive a copy. 
 
ACKNOWLEDGEMENT:  I HAVE READ THIS NOTICE AND UNDERSTAND THE DISCLOSURES 
THAT IT CONTAINS. 
 
 
 
           
Signature of Patient or Guardian       Date 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 

 
 
 
 
 
 
 
 

Acknowledgment of Receipt of Privacy Notice 
 
 
 

I acknowledge that I have received a copy of the office's Notice of Privacy Practices. 
 
 

              
Patient or legally authorized individual signature. Date 

 

              
Printed Name if signed on behalf of the patient       Relationship to patient 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
Southwest Spine & Sports, PC  

Financial & Office Policies  
 

 
Patient Name: _______________________  DOB: __________  
 

Payment Policy:  
Payment is expected at time of service.  Your copay, coinsurance, and/or deductible is 
due at time of visi t. For your convenience, we accept checks, Visa , or MasterCard as a 

form of payment.  Please note that the surgery centers charge additional and separate 
fees for any procedures at their offices.  You will be responsible for payment of any 
remaining balanc es from both entities after insurance is billed.  
         
Insurance Policy :  
As one of your insurance companiesô network providers we require your copayment in 
advance of your appointment. We also will require a digital scan of your insurance 

card.  We will  bill your insurance company. Any deductible, coinsurance or non -
covered services will be your responsibility.   

For those plans that  are non -contracted with our office, as a courtesy, we will submit 
claims to your carrier; any deductible, coinsurance or n on-covered services will be 
your responsibility.    
Monthly statements will be sent to collect those balances.  Please inform our staff 

immediately of any insurance changes.  
        

Non - Covered Service Policy:  
Certain services performed by our office are NO T COVERED by  all  insurance plans.  
Some of these services include acupuncture, Durable Medical Equipment (DME), Urine 
Drug Screens (UDS) and certain injections. We suggest you contact your insurance 
carrier to verify your benefits and understand any non -covered services will be your 

financial responsibility and payment will be required prior to your appointment. 
Medicare requires a signature on an Advanced Beneficiary Notice [ABN] for non -
covered services.  

 
Delinquent Accounts Policy:  

Delinquent accounts ma y be reported to our collection agency following normal 
collection procedures. If an account is reported to our collection agency a collection fee 

of 25% will be added to any outstanding balance. If a balance is over 61 days late, a 
1.5% monthly interest f ee will be added to the outstanding balance.  Please inform our 
billing staff if you know your payment will be late in arriving or if payment 
arrangements are needed.   
         
Late Arrivals:  

In order for our physicians to see their patients in a timely m anner your help in 
arriving promptly for your appointment is required.  If you are more than 10 minutes 
late, our office will reschedule your appointment to a new date and time. Tardiness 
affects your patient care as well as those patients that have a sche duled time after 
you.  
 
We understand your time is valuable and will do our best to respect it and see you in a 

timely manner. Please be aware that sometimes certain situations and emergencies 

can occur and cause your provider to run late. Please be patien t in these 
circumstances.  

        
Medical Records:  
Should you request a copy of your medical records, please allow our office 7 -10 
business days for completion.  

         
Forms Policy:  
Should you request our office to complete forms on your behalf for disab ility, work 
status, FMLA, etc., there will be a charge of $25.00 per form.  Payment of this charge 
is expected at time of completion.  
 

 
 
 



 

 
Southwest Spine & Sports, PC  

Financial & Office Policies  
 

 

         
Appointment Cancellations/No Shows/Reschedules :  
There is a $25.00 charge for established patients and $75.00 charge for New Patients, 

EMGôs and procedures who cancel, reschedule or no show for an appointment without 
giving 48 hours notice, these appointments times could have been given to another 
pati ent who needs medical care. We understand unusual circumstances may arise, 
please contact our office as soon as possible.  

        
Prescriptions:  

Appointments are required for medication refills.  Please contact our office a minimum 
of 10 days prior to your  scheduled refill date. Phone call refills are not allowed.  
         
Returned Checks:  
Our office charges a $25.00 fee for all account closed, stop payment or non -sufficient 
funds returned checks.  

          

Referrals & Authorizations:  
If a referral is req uired by your insurance carrier you will be asked to obtain the 
referral prior to your appointment. If no referral exists on file or your referral has not 
been received, your appointment may be cancelled. Our office will obtain authorization 
for your proce dure prior to scheduling your appointment. We suggest you contact your 
insurance carrier to verify your coverage, benefits and preauthorization requirements 
prior to having any procedures performed.  Claims are paid based on medical 

necessity.  Please be a ware authorizations and referrals are not a guarantee of 
payment.  
 
�:�R�U�N�P�D�Q�¶�V���&�R�P�S�H�Q�V�D�W�L�R�Q�� 
Our office will require you to inform us of any changes regarding your workers 
compensation claim.  The following information is required: Adjustors Name, claim 

sta tus, (litigation, supportive care, claim closed, new injury), DOI, carrier, claim 
number and claims address. Please have this information available prior to your 

appointment time.  
        

Third Party Billing:  
Our office does not accept medical liens or aut omobile cases. However, we do use a 
lien company, National Health Finance, who may be willing to handle your lien case. 

Please contact them at 602 -347 -8503.   

 
   
 
 
 
________________________________Date___________  
(Patient/Guarantor Printed Name )  
 
 
 
_______ _________________________Date___________   
(Patient/Guarantor Signature)  
 
 
 
Review by: _______________________Date___________  

 


