
Knmll ORrHopAEDtc Gnoup
6621 W. Maple Road

West Bloomfield, Mi. 48322
Phone (248) 6614700

www. kamilorthopaedic.com

Pnnem hroRulnol (Fill in, print, and bring to your appolntmeng

First Name: Middle lnitial: Last Name:

Sex: o Male o Female SSN#:

Address:

Date of Birth:

City: State:_ Zip:

Home Phone: work Phone- cell Phone:

EmailAddress: Prefers to be called:

Spouses hronunnon

First N Last Name: Date of Birth:_
Phone;_Work Phone:_ Emergency Contact person: o Same as Spouse

o Other Relationsh

Wxo nerennED you ro rHE oFFtcE
Dr. Name:
fther:

Phone: Hospital:

Respot{steLePanrylHronmnttotl(Pensol,st,tmEwroA
Note: lf your nane is not the primary name on the insurance card, you are NOT the responsibte party

Name On Card: Date of Birth: SSN#:

Address: City: State: Zio:

Employer Name: Work Phone:_ Relationship:

Parents: lt is fre of tfris his/her child is

lnsunnlce hroRlaanoH

Primary lnsurance: Secondary lnsurance:

o Blue Cross Blue Shield o Medicareo Blue Cross Blue Shield
o Medicaid
o Auto Owners

o Medicare
o Workers'Comp
o Other

o Medicaid
o Auto Owners

o Workers'Comp
o Other

auhorizethereleaseofanymedicalinformationnecessarytoprocessmyins

person hat holds frat privilege.

*REcElPr oF NorlcE oF PRlvAcY PRAcrlcEs WRITIEI{ AcKtlotYLEoGEilEr{r oN PRrvAcy pAcE oF rHls WessnE I acknowledge that I have been offered a copy of Kamil Orthopaedic
Group's Notice of Privacy Practices*

I Authorize the Following People to Discuss my Medical lnformation (Please provide Names and Relationship;:

9ignature' Date:
(Patient, Parent. or ResDonsible Paft - sion after orintino)



Knut OnrHopAEDtc Gnoup
6621 W. Maple Road

West Bloomfield, Mi. 48322
Phone (248) 661-4700

www.kamilorthopaedic.com

Pnrrelr Henltn llroRuRrtol

First Name: Middle lnitial: Last Name:

lbs. BP: Temnerature: .F

CURRENT PROBLEM / REASON FORVISIT TO OFFICE

Current Problem: Date it Started:

ls this from an auto accident? o Yes o No 0r Work related injury / problem? oYes o No

Any test done? (list test names

What has been done to this

Pnst Mrorcal HsToRY

Please check all that apply:
o High Blood Pressure
o Arthritis
o HIV/AIDS
o Depression
o Osteoporosis

o Heart Disease
o Psoriasis
o Lupus
o Thyroid Disease

o Asthma
o Stroke
o Seizures
o High Cholesterol

o Diabetes
o Parkinson's
o Reflux (GERD)
o HiatalHernia

o Gout
o Hepatitis
o Ulcers
o Rheumatoid Arthritis

o Cancer - Type:-
Medication

Drug Allergies? (list):

Osteoporosis Screening
o Post-Menopausal o Hysterectomy o Height Loss o Stress Fracture o Previous Bone Density

o Aqe Greater then 70 Last Done? (list test name and date):

Pnsr SuncrcAl HrsroRY

Soctrct- HsroRv

Employment Status: o Full-Time o Part-Time o Retired o Student o Not Employed Occupation:

Marital Status: o Single o Married o Widowed o Divorced

How many children?

DoyoudrinkAlcohol?oYeso No Howmanydrinksperweek? 
- 

Doyousmoke?oYeso No Howmanypacksperweek?-

Exercise Reqimen:


