


 

Universal Injury, Condition and/ or Accident Statement 
All boxes must be answered before seeing the Physician (No Exceptions) 

 
Patient Name ______________________________    Today’s Date ____/ ____/ ____ 

 
 

Please complete the following statements.  Most Insurance companies request accident details and this may be forwarded with your 
insurance claim or provided to an adjuster to complete your claim.  Please complete the sections that apply to your injury or  

condition and sign in Box 4.  We must have Box 1 “Date of Injury or Condition” completed to file your claim.  

Date of Injury or Condition: ______/ ______/ ______                         <    (COMPLETE DATE ON OR ABOUT) 
                                                                                                                                  This date is required for insurance filing 
 
If an auto injury, you must provide the letter of subrogation from your private insurance.  See Box 3 below.  
 
Where were you when your pain occurred?  (If at work, see Box 2 below) ______________________________________________   
                                                                                                                              e.g., auto, home, parking lot, friend’s house, etc. 
 
How did injury or pain occur, what were you doing? (brief summary) __________________________________________________ 
 
__________________________________________________________________________________________________________ 
 

Was injury or pain during work hours?    [    ]  YES    [    ]  NO 
 
If YES, did you report your injury to your employer? 
 
If you have not filed a report, please stop filling out this form and file your first report of injury with your employer.  Your  
appointment may be rescheduled for a later date and time. 
 
Employer Name ______________________________________________ 
 
Contact (name of Human Resources or Risk Manager) ___________________________________________ 
 
Workers Compensation Insurance Company, Phone #, Claim #, Adjuster _______________________________________________ 
 
__________________________________________________________________________________________________________ 
 

Is there a possible third party liability statement (your injury occurs somewhere other than home or work such as auto, homeowners, 
property):  [    ]  YES    [    ]  NO 
 
If YES,  
 
The letter of subrogation must be provided before seeing the doctor.  Your health insurance will deny the claim if the letter 
is not obtained.  Your insurance company can help you with the subrogation forms.   

 
I certify that this information is true and accurate.  I hereby authorize the release of a copy of this form as may be necessary to  

obtain reimbursement from any insurance company which may request information regarding my injury or condition and the nature 
of my treatment.  I also understand that I am responsible for responding promptly to my insurance carrier if they request any  

additional information, and that failure to provide requested information may categorize my treatment as a “non-covered” service 
and may make me personally liable for the medical charges incurred.   

 
 

_________________________________________________________                               __________________________ 
            Patient’s Signature (or Responsible Party if patient is a minor)                                                           Date 

1 

2 

3 

4 



Plano Orthopedics & Sports Medicine Center 
 

Notice of Privacy Practices 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY 
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 
INFORMATION. PLEASE REVIEW IT CAREFULLY. 
 
Plano Orthopedics & Sports Medicine Center has adopted the following privacy policies. 
 
Uses and Disclosures 
 
Treatment. Your health information may be used by staff members or disclosed to other 
healthcare professionals for the purpose of evaluating your health, diagnosing medical conditions 
and providing treatment. For example, results of laboratory tests and procedures will be available 
in your medical records to all health professionals who may provide treatment or who may be 
consulted by staff members.  
 
Payment. Your health information may be used to seek payment from your health plan, from 
other sources of coverage such as an automobile insurer or from credit card companies that you 
may use to pay for services. For example, your health plan may request and receive information 
on dates of service, the services provided and the medical condition being treated.  
 
Healthcare Operations. Your health information may be used as necessary to support the day-to-
day activities and management of Plano Orthopedics. For example, information on the services 
you received may be used to support budgeting and financial reporting, and activities to evaluate 
and promote quality.  
 
Law Enforcement. Your health information may be disclosed to law enforcement agencies, 
without your permission, to support government audits and inspections, to facilitate law-
enforcement investigations and to comply with government-mandated reporting.  
 
Publice Health Reporting. Your health information may be disclosed to public health agencies as 
required by law. For example, we are required to report certain communicable diseases to the 
state’s public heath department. 
 
Other uses and Disclosures require your authorization. Disclosure of your health information or 
its use for any purpose other that those listed above requires your specific written authorization. If 
you change your mind after authorizing a use or disclosure of your information, you may submit 
a written revocation of the authorization. However, your decision to revoke the authorization will 
not affect or undo any use or disclosure of information that occurred before you notified us of 
your decision. 
 
Additional Uses of Information 
 
Information about treatments. Your health information may be used to send you information on 
the treatment and management of your medical condition that you may find to be of interest. We 
may also send you information describing other health-related goods and services that we believe 
may interest you. 
 

SIGNATURE  NEEDED  ON  THIRD  PAGE 
 



Individual Rights 
You have certain rights under the federal privacy standards. These include: 
 

1. The right to request restrictions on the use and disclosure of your PHI. 
2. The right to receive confidential communications concerning your medical condition and 

treatment. 
3. The right to inspect and copy your PHI. 
4. The right to amend or submit corrections to your PHI. 
5. The right of receive an accounting of how and to whom your PHI has been disclosed.  
6. The right to receive a printed copy of this notice. 

 
Plano Orthopedics Duties 
We are required by law to maintain the privacy of your PHI and to provide you with this notice of 
privacy practices. We also are required to abide by the privacy policies and practices that are 
outlined in this notice.  
 
Right to Revise Privacy Practices 
As permitted by law, we reserve the right to amend or modify our privacy policies and practices. 
These changes in our policies and practices may be required by changes in federal and state laws 
and regulations. Whatever the reason for these revisions, we will provide you with a revised 
notice on your next office visit. The revised policies and practices will be applied to all protected 
health information that we maintain.  
 
Complaints 
If you would like to submit a comment or complaint about our privacy practices, you do so by 
sending a letter outlining your concerns. 
 
 



Acknowledgment Form 
 
 

I acknowledge receipt of this Notice of Privacy Rights, which I have reviewed, and give my 
permission to Plano Orthopedics & Sports Medicine Center to use and disclose my health 
information in accordance with it. 

 
 
                                           
Name of Patient            Signature of Patient 
 
 
 
                   
Date                            Signature of Parent or Guardian  

 
 
If you would like to indicate a child or spouse to Discuss medical information 
with our Doctors or Physician Assistant please indicate below.   
 
              
Name       Relationship 
 
              
Name       Relationship 
 
              
Name       Relationship 

 
This is not release of MEDICAL RECORDS.  
There is a separate form you will need to fill out. Please ask for one if 
you would like to release your PHI to any other doctor or facility. You 
will be asked to fill one out if you request your records. The form is 
available on our website. www.posmc.com.   
 
This authorization will expire in two (2) years from the above date 
unless written revocation is received.  
 
 
 



 

 

John M. Crates, M.D. 

Date:   _____________________   DOB/Age: __________________________ 
Patient Name:  ________________________ Referring Physician:___________________ 

Chief Complaint: 
 

History of Present Illness:  
 How long have you had the problem? 

 Was there a traumatic event?  If so, please explain. 

 

 Describe your pain (circle all that apply) 

  Sharp   Aching   Shooting  Burning 
  Dull   Throbbing  Electrical   

 Please mark the following diagram (XXXXXX)  to show where your pain is located. 

 

 

 

 
 

What makes your pain better? 

 

What makes your pain worse? 
 
  
When do you notice your problem the most? 
 
 
Has there been any previous history to problems in the affected area? 
 
  
Have you had any treatment so far?  If so, what type? 

 

               **PLEASE TURN THE SHEET OVER AND COMPLETE THE OPPOSITE SIDE** 

   
(inside)  (outside)  (top)  (bottom) 

@ POSMC 



Past Medical History: (circle all that apply) 

Arthritis   Diabetes   Asthma 
Vascular Disease  Previous Infection  Acid Reflux/Ulcers 
Kidney Disease  Liver Disease/Hepatitis Heart Disease 
Bleeding Disorder  HIV    Cancer (type?) 
Blood Clots   Seizures   High Blood Pressure 
Other: (please list) 
______________________________________________________________________ 

Past Surgical History: (please list any previous surgical procedures and year performed) 
_________________________________  ___________________________________ 
_________________________________  ___________________________________ 
_________________________________  ___________________________________ 
 
Allergies: (Please include allergies to medications/adhesives/latex/foods/other) 

 

Current Medications: (please list) 
_______________________ _______________________ _______________________ 
_______________________ _______________________ _______________________ 
_______________________ _______________________ _______________________ 
_______________________ _______________________ _______________________ 
 
Family History: (circle all that apply) 
 
 Diabetes   Arthritis   Cancer (type?) 
 Vascular Disorders  Heart Disease    
 Inflammatory Disorders Bleeding Disorders 
 
Social History: 
 Occupation _______________________________________________ 
 Tobacco Use:      Yes     No If yes, how much ________________ 
 Alcohol Use:      Yes     No If yes, how much ________________ 
 Illicit Drug Use:   Yes     No 
 
Review of Systems: (circle all that apply) 
 
 Fever/chills/sweats  Numbness   Drainage 
 Swelling   Knee pain   Back Pain 
 Hip Pain   Other __________________ 
 

Please sign below acknowledging that you have filled out this form to the best of your knowledge. 
 
X______________________________________________   __________________ 
   Patient or Guardian Signature        Date 



The Plano Orthopedic physician you are seeing may have a financial interest in the 
following facilities: 

The facilities and our physicians are committed to providing clinical excellence in a 
safe and attractive environment for you and your family members.  Their financial  
interest in these facilities enables them to have a voice in administration and their 

 policies.  This involvement helps to ensure the highest quality care for you.   
 

Should you have any questions or concerns regarding this notice, please ask  
your physician or a member of his staff.  

Baylor Medical Center at Frisco   Surgery Center of Plano 
          5601 Warren Parkway               1620 Coit Road                 
             Frisco, TX 75034                             Plano, TX 75075  
             (214) 407.5000                 (972) 519.1100 

                 Texas Health               Preston Plaza Surgery Center  
Center for Diagnostics & Surgery                          17950 Preston Rd, Ste 75 
            6020 West Parker Rd               Dallas, TX 75252  
             Plano, TX 75093                                (972) 267.5400  
             (972) 403-2700 

Allan N. Sutker, M.D., P.A. 
Sports Medicine 

Arthroscopic Surgery of the  
Knee and Shoulder 
Orthopedic Surgery 

  
 

F. Alan Barber, M.D., FACS, P.A. 
Arthroscopic Surgery of the  

Knee and Shoulder 
 
 

Purcell Smith, III, M.D., P.A. 
Surgery of the Hand, Wrist, Elbow 

Orthopedic Surgery 
 
 

Earl R. Lund, M.D., P.A. 
Surgery of the Hand and  

Upper Extremity  
Arthroscopic Wrist Surgery 

 
 

Randal L. Troop, M.D., P.A. 
Sports Medicine 

Arthroscopic Surgery of the  
Knee and Shoulder 
Orthopedic Surgery 

  
 

Stephen P. Courtney, M.D., P.A.  
Reconstructive Surgery of the  

Neck and Back 
Orthopedic Surgery 

 
 

John M. Crates, M.D., P.A. 
Orthopedic Surgery 

Arthroscopic Surgery  
Surgery of the Foot and Ankle 

 
 

Kenneth S. Dauber, M.D., P.A. 
Physical Medicine and  

Rehabilitation 
 
 

Cameron N. Carmody, M.D., P.A. 
Reconstructive Surgery of the  

Neck and Back 
Orthopedic Surgery 

 
 

Solomon H. Chaim, M.D., P.A. 
Surgery of the Foot and Ankle 

Orthopedic Surgery 
 
 

William K. Montgomery, M.D., P.A. 
Total Joint Replacement 

Plano Orthopedic 
Sports Medicine & Spine Center 

 

5228 W. Plano Parkway 
Plano, TX 75093 

972.250.5700 

Disclosure 

This verifies that I have read and understood the above statement.   
 

 
  Signature: _______________________________ Date: ________________ 

    North Star MRI (Frisco)     North Star MRI (Allen) 
      8501 Wade Blvd., Ste 220    997 Raintree Circle, Ste 110 
              Frisco, TX 75034                             Allen, TX 75013 
               (214) 618.3420                 (972) 954.8001 

      Plano Therapy Center      Allen Therapy Center 
         3405 Midway, Ste 500     1223 W McDermott, Ste 50 
             Plano, TX 75093            Allen, TX 75013 
             (972) 473.0229              (972) 359.1288 

    North Star MRI (Plano) 
    3700 W 15th St Bldg D #200 

Plano, TX 75075 
(972) 758.9000         
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