
	
  

SERGAI N. DELAMORA, M.D. 
NEW PATIENT/UPDATE INTAKE FORMS	
  

All questions contained in this questionnaire are strictly confidential and will become part of your medical record. 

Last Name: _______________________________ First Name: __________________________ DOB: ____/____/_____ 

Social Sec #: _______-______-___________   Sex: ________   Marital Status:  ___S ___M ___D ___Sep     

Address: _____________________________________________ APT#: ______ City/State/Zip: ____________________ 

Home Phone (_____) ______-_______   Cell Phone (_____) ______-_______    Work Phone (_____) ______-_________  

Email Address: _____________________________________________________________________________________ 

Race: _________________ Ethnicity: ___________________ Preferred Language: ____________________  

 

EMPLOYER INFORMATION 

Employer: _____________________________ Job Title: _______________________ Phone: (_____) ______-________ 

Address: __________________________________________________________________________________________ 

 

EMERGENCY CONTACT 

Last Name: _______________________________ First Name: ________________________ DOB: ____/____/_______ 

Relationship: __________________ Address: ____________________________________________________________ 

Home Phone (_____) ______-________    Cell Phone (_____) ______-________   Work Phone (_____) _____-________ 

 

Is the injury work related, a car accident, or as a result of playing a sport at school? __Yes __No 

If yes, please circle one of the following:  ___Work Related ___Car Accident ___Sports Injury 

 

INSURANCE INFORMATION 

 

Primary Insurance: Plan/Company: ________________________________ Policy #:_____________________________ 

Group #: ________________________  qSelf   qSpouse     qDependent  qOther  

Policy Holder: Last Name: ______________________ First Name: _____________________ DOB: _____/_____/_____ 

Address: __________________________________________________________________________________________ 

Secondary Insurance: Plan/Company: ______________________________ Policy #:_____________________________ 

Group #: ______________________  qSelf   qSpouse     qDependent  qOther  

Policy Holder: Last Name: _______________________ First Name: ______________________ DOB: ____/____/_____ 

Address: _________________________________________________________________________________________ 



	
  

SERGAI N. DELAMORA, M.D. 
PATIENT HISTORY 

Pharmacy Name: __________________________________________________ Phone (____) ______-______________   
Pharmacy Address: _________________________________________________________________________________ 

Primary Care Physician: _____________________________________________________________________________  
Address: __________________________________________________________________________________________  
 
Occupation: _______________________________________________________________________________________ 
(CC) Reason of Visit: ________________________________________________________________________________________	
  

Dominant Hand:  q Right  q Left 
  
WHERE, WHEN AND HOW DID THE INJURY OCCUR 
Date of Injury: ______________________ If not injury, date of onset: ________________________________________ 
Was injury or onset related to:  Work  q Yes  q No  Auto Accident q Yes  q No 
Other (school, sports, activity, etc.) _____________________________________________________________________ 
 
How did injury or onset occur? ________________________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
Where did the injury/problem occur? ____________________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
What body parts were injured? _________________________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
Any previous treatment of this problem? (Include any medications prescribed) __________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
Name of the physician who treated you and when (if applicable): _____________________________________________ 
__________________________________________________________________________________________________ 
 
 
HISTORY OF PRESENT ILLNESS 

A) Location of you pain? (e.g. low back, neck, groin, buttock, right or left shoulder, etc.) 
___________________________________________________________________________________________
___________________________________________________________________________________________ 

B) Severity of your pain? Mark the point on the line between 0 (least) to 10 (worst) which best described how severe current 
pain is. 
0 1 2 3 4 5 6 7 8 9 10 



	
  

 
C) Character of the pain? (e.g dull, sharp, achy, burning, throbbing, crampy, dull, etc.) 

___________________________________________________________________________________________
___________________________________________________________________________________________ 

D) When do you feel pain and for how long does it last? (Morning, afternoon, bending, climbing, etc. how long does it last) 
___________________________________________________________________________________________
___________________________________________________________________________________________ 

E) Associated Symptoms? (e.g swelling, locking, giving way, tenderness, bruising, tingling, radiating pain, etc.) 
___________________________________________________________________________________________
___________________________________________________________________________________________ 

F) What makes your symptom better? (e.g rest, heat, cold, elevation, physical therapy, brace, injection, etc.) 
___________________________________________________________________________________________
___________________________________________________________________________________________ 

PAIN DRAWING  Places an “X” at the location(s) of your worst pain using the diagram below 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Patient Statement: To the best of my knowledge, the above information is accurate and complete. 
 
Patient Signature:  ___________________________________________   Date: _______________________	
  
 
Physician Signature: _________________________________________ Date: _______________________ 
 



	
  

Past Hospitalizations/ Surgeries/ Injuries and Approximate Dates: (               )     None: __________________________________________ 
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________ 
Current Medical History – Please circle Yes or No if you have any of the following medical problem? 
High Blood Pressure  Y N         Diabetes        Y     N  Heart Trouble  Y        N 
Respiratory Problems  Y N           Stroke        Y     N  Cancer  Y        N 
Bleeding Problems   Y N         HIV/ AIDS        Y     N  
Pulmonary Problems  Y N         Blood Clot        Y     N 
Gastrointestinal Problems  Y N         Other: _______________________________________________ 

MEDICATION NAME DOSAGE FREQUENCY 
   
   
   

Allergies:  (    ) None   (    ) Contrast/ Dye (     ) Sulfa    (     ) Penicillin    (    ) local anesthetics   (    ) Latex    (    ) Iodine 
(    ) Shellfish     (     ) Other: _______________________________________________________________________________________________ 
Family History: Please list any FAMILY history medical problems (e.g Heart disease, stroke, diabetes, cancer, etc.) 
Father: ______________________________________________  Mother: ________________________________________________________ 
Siblings: ____________________________________________  Other: _________________________________________________________ 
Social history:  
Marital history:   Single       Married Separated  Widowed  Divorced Partner 
Tobacco Use:   Never       Packs/day __________ How many years? _________ Quit, when ________ 
Alcohol Use:  Never       Rarely Moderate  Daily     How much? ________________ 
Drug Use: (Prescription & non-prescription) Never      Type & Frequency ______ Recovery Program? Y  N When? ______ 
Highest level of education:  (    ) High school     (    ) College      (    ) Trade school     (    ) Graduate      (    ) Professional 

REVIEW OF SYSTEMS -- Please circle (Y) Yes or (N) No if you have any of the following problem. 
CONSTITUTIONAL   EARS-NOSE-MOUTH-THROAT  EYES  
Good general health Y    N  Hearing loss/ ringing Y    N  Wear glasses/ contacts Y    N  
Recent weight change Y    N  Sinus problem   Y    N  Blurred/ double vision  Y    N  
Night sweats, fevers Y    N  Nose Bleed  Y    N  Eye disease or injury Y    N  
Fatigue   Y    N  Sore throat/ voice change Y    N  Glaucoma  Y    N  
CARDIOVASCULAR   RESPIRATORY    GASTROINTESTINAL  
Chest pain  Y    N  Shortness of breath  Y    N  Nausea/vomiting  Y    N  
Palpitation  Y    N  Cough   Y    N  Abdominal pain  Y    N  
Heart Trouble  Y    N  Wheezing/ Asthma  Y    N  Rectal bleeding  Y    N  
Swelling hand/feet  Y    N  Coughing up blood  Y    N  Bowel problems  Y    N  
MUSCULOSKELETAL   NEUROLOGICAL   INTEGUMENTARY (skin/breast) 
Muscle pains or cramps Y    N  Frequent headaches  Y    N  Change in hair or nails Y    N  
Stiffness/ swelling joint Y    N  Paralysis or tremors  Y    N  Rashes or itching  Y    N  
Joint pain   Y    N  Convulsions or seizures Y    N  Breast lump  Y    N  
Trouble Walking  Y    N  Numbness/ tingling  Y    N  Breast pain or discharged Y    N  
ENDOCRINE    HEMATOLOGIC/ LYMPHATIC  ALLERGIC/ IMMUNOLOGIC 
Excessive thirst/ urination Y    N  Bruise easily  Y    N  Food allergies  Y    N  
Thyroid disease  Y    N  Slow to heal  Y    N  Aspirin allergies  Y    N  
Hormone problem  Y    N  Enlarged glands  Y    N  Antibiotic allergies  Y    N  
GENITOURINARY- MALE ONLY  GENITOURINARY- FEMALE ONLY PSYCHIATRIC 
Blood in urine  Y    N  Blood in urine  Y    N  Insomnia   Y    N  
Kidney stone  Y    N  Kidney stone  Y    N  Confusion/memory loss Y    N  
Sexual problems  Y    N  Sexual problems  Y    N  Depression  Y    N 



	
  

Financial Policy 
Thank you for choosing _________________________ as your health care provider. Our practice is committed to delivering 
the best treatment possible for each of our patients. Your clear understanding of our financial policy is important to our 
professional relationship, and allows us to concentrate on patient case. 

Insurance 
We must emphasize that as medical care providers; our relationship is with you, the patient, not your insurance company. While 
the filing of insurance claims is a courtesy that we extend to our patients, all charges from the date the service is rendered are 
your responsibility. Your insurance is a contract between you, your employer, and your insurance company. We are not a party 
to that contract. 
 
If the physician participates with your managed care medical insurance, please remember your co-payment is due at the time of 
service. This is a requirement of your insurance company. Please remember to have all necessary referrals completed prior to 
your appointment. If your insurance requires prior authorization or referral for any of your visits or treatment here, and if this 
authorization has not been obtained before your visit, you will be expected to pay for all charges incurred or your visit can be 
rescheduled.  
 
If we do not participate with your insurance company, payment for office visits is due at the time of service. However, we will 
bill surgical procedures to this insurance for you as a courtesy. Please be aware that you will continue to receive statements 
from us until your account is paid in full. This will alert you that the insurance company has not yet sent payment to us on your 
behalf. Your insurance company may send the payment to you, the insured, not the physician. It is your responsibility to 
forward both the payment and the accompanying explanation of benefits to our office. This will allow our billing office to post 
accurate payments and reconcile your account.  

Canceled Appointments 
It is important that you keep your scheduled appointments. If you are unable to do this, please call our office at least 24 hours in 
advance so that another patient can be accommodated in that time slot. If you do not show for a scheduled appointment, or 
cancel less than 24 hours in advance, you will be charged $50.00. 

Dependent Children 
The responsibility of payment for services rendered to any dependent children whose parents are divorced rests with the parent 
who seeks treatment. Any court ordered responsibility judgement must be determined between the individuals involved without 
the inclusion of the practice. 

Workers Compensation/ No Fault 
Any charges incurred for this treatment are ultimately the responsibility of the patient. Payment from the patient will be 
expected until the practice is provided with all the information necessary to submit a claim. We realize that temporary financial 
problems may affect timely payment of your account. If such problems do arise, we encourage you to contact our billing office 
promptly for assistance in the management of your account. If you have any questions or need any additional information 
regarding our financial policy, please do not hesitate to call our billing office at (212)737-3301. 

Payment 
I hereby authorize and instruct the insurance company(s) noted to pay authorized benefits on my behalf to NY Orthopedics. 
This payment will not exceed my current indebtedness to the above mentioned assignee and I have agreed to pay, in a current 
manner, any balance of said professional service charges over and above this insurance payment amount. I also authorize the 
release of any medical information required to process payment claims.  
 
I have read and understand the above financial policy: 
 
Patient Name (Print): _____________________________  Parent/ Guardian Name (Print): __________________________ 
 
Signature: ______________________________________  Date: _______________________________________________ 
	
  



	
  

Use and Disclosure of Your Protected Health Information 

Your protected health information will be used by NY Orthopedics or disclosed to others for the purposes pf treatment, 
obtaining payment, or supporting the day to day health care operations of the practice. 

Fundraising: Unless you request us not to, we may use your name and address to support Lenox Hill Hospital and 
NISMAT fundraising efforts. If you do not want to participate in fundraising efforts, please check off the following box. 

q I do not wish to participate in fundraising efforts 

Notice of Privacy Practices 

You should review the Notice of Privacy Practices for more complete description of how your protected health 
information may be used or disclosed. You may review the notice prior to signing this consent. 

Requesting a restriction on the Use or Disclosure of Your Information 

You may request a restriction on the use or disclosure of your protected health information. NY Orthopedics may or may 
not agree to restrict the use or disclosure of your protected health information. If NY Orthopedics agrees to your request, 
the restrictions will be binding on the practice. Use or disclosure of protected information in violation of an agreed upon 
restriction will be a violation of the federal policy standards. 

Revocation of Consent 

You may revoke this consent to the use and disclosure of your protected health information. You must revoke this consent 
in writing, any use or disclosure that has already occurred prior to the date on which your revocation of consent is 
received will not be affected. 

Reservation of Rights to Change Privacy Practices 

NY Orthopedics reserves the right to modify the privacy practices outlined in the notice. 

Signature 

I have reviewed this consent form and received a copy of Notice of Privacy Practices. I give my permission to NY 
Orthopedics to use and disclose my health information in accordance with it. Additionally, I agree that NY Orthopedics 
may request and use my prescription medication history from other healthcare providers or third party pharmacy benefit 
payers for treatment purposes. 

 

Patient’s Name (Print): ___________________________________  Signature: _____________________________ 

Signature of patient representative: ____________________________ Relationship: _____________________________ 

Date: _______________________________ 



	
  

Patient Request for Confidential Communication 
 
Patient Name: ___________________________________________________________________ DOB: ___/___/_____ 

Patient Address: ___________________________________________________________________________________ 

Phone (_____) ______-__________               Social Sec #: ______-______-_________   

NY Orthopedics may contact you by telephone at your home, work or cell unless you instruct us otherwise. 

Under HIPAA, you have the right to request that communications with you be confidential and by means of your 
selection. We will approve your request if in our opinion it is reasonable. Once we agree to your request, we are 
obliged to honor it, except if any emergency arises.  

 
I wish to be contacted as follows (check all that apply) 
 
q At my home telephone number (_____) _____-_______             
q Leave me a message with a call back number only 

q At my work telephone number (_____) _____-_______             
q Leave me a message with a call back number only 

q On my cell telephone number (_____) _____-_______ 
q Leave me a message with a call back number only 
q Send a message reminder via text message 

q Send a message reminder via email 
 Email: ______________________________________________________ 

q Other: Please specify any other person(s) allowed to contact our office on your behalf: 

___________________________________ 

___________________________________ 

___________________________________ 

 

Print Name: _________________________________________   Date: _____________________ 

Signature: __________________________________________   Date: _____________________ 

 



	
  

Financial Disclosure Form 
Out of Network, Lack of Referral, Non Participating Provider 

 
 
I, (print name) _______________________, hereby attest that I fully understand my financial responsibility for the 
charges resulting from my decision to do the following:  
 

q  I choose to use a specialist (name of doctor) _______________________, who does not   
participate in (name of insurance carrier) ________________________________. 

 
q  I choose to see an in network specialist (check one) qwith qwithout an authorized referral  

from my Primary Care Physician. The specialist I will see is ___________________________. 
 
  
 
I understand that my financial liability will be determined by the provisions of my coverage plan. 
 
 
 
Date of Service: _____________________________ 

Member name: _____________________________ 

Member ID #: ______________________________ 

 
 
Member/ Guardian Signature _____________________________________ Date: __________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 




