


 

   

Plano Orthopedic Sports Medicine & Spine Center, P.A. 

Universal Injury, Condition and/or Accident Statement 

Patient Name _____________________________________               Today’s Date ____/____/____ 
        Full Name 

Please complete the following statement.  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) 
                                                                    Month  /  Day  /  Year                                 THIS DATE IS REQUIRED FOR INSURANCE FILING 

The following details are required IF this was an INJURY: 

Where did injury occur:  ____________________________________________________________ 
                                      (e.g., Auto, home, parking lot, friend’s house, etc.; if at work, complete Box 2 )    
                                                        
How did injury occur (brief summary): ________________________________________________ 
 

_________________________________________________________________________________ 

Was injury or condition work related?     [  ] YES      [  ] NO                      < (Required/Please Answer)    

If YES then… 

 

Name of Employer: _________________________________________________________________ 
                                                                                                                                          Phone 
Employer contact or Supervisor: _____________________________________________________ 
                                                                                                                                          Phone 

Adjuster’s Name (if known): _________________________________________________________ 
                                                                                                                                          Phone 

Is there a possible third party liability statement (e.g. Auto, Homeowners, Property): [  ] YES  [  ] NO 
If YES then… 

 

Name of Employer: _________________________________________________________________ 
                                                                                                                                          Phone 
Adjuster’s Name (if known): _________________________________________________________ 
                                                                                                                                          Phone 

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. 

_______________________________________________         Date: ________________________ 
  Patient’s Signature (or Responsible party if patient is a minor) 
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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.  
 
 
 



Medical History 

Name: ______________________      Occupation:______                  ________ 
Age: __________             Sex:    (  ) Male   (  ) Female       Height:_________           Weight:__________ 

 
Past Medical History: (  )Arthritis (  )Cancer (  )Diabetes    (  )Bleeding abnormally 
        (  )Hepatitis (  )Ulcers (  )Anemia    (  )High Blood Pressure 
           (  )Lung Disease (  )HIV  (  )Heart problem  (  )Other_____________________ 
             ____________  __________________________________________________   

Prior Surgeries (procedure and date) :   Other Hospitalizations (reason and year): 
____________________________    ________________________________  
____________________________    ________________________________ 
____________________________    ________________________________  
____________________________    ________________________________ 
____________________________    ________________________________ 

Current Medications (incl. over the counter):            Allergies (list all): 
  ____________________________    ________________________________  
  ____________________________    ________________________________ 
  ____________________________    ________________________________  
  ____________________________    ________________________________ 
  ____________________________    ________________________________ 

Alcohol Use: (  ) No   (  ) Yes   How much/often? ______________________________   ___________      
Smoking:       (  ) No   (  ) Yes   How much/often? __________________________________________ 
Illicit drugs:     (  ) No   (  ) Yes   What/how often? ______________             ______________________ 

Family Medical History: (please list any known diseases that tend to run in your family) 
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Review of systems: (Please circle any problems or symptoms you have had or currently have) 

A. Skin rashes, pressure sores, boils, sores, or lumps under the skin 
B. Headaches, dizziness, fainting spells, convulsions or seizures 
C. Loss of vision, blurred vision, spots before your eyes, double vision, wear glasses 
D. Ringing in the ears, ear infections, drainage from the ears 
E. Bleeding from the nose, trouble breathing from the nose, sinus infection 
F. Need dental care, wear dentures, excessive bleeding from gums, sores in mouth, sore tongue 
G. Trouble swallowing, frequent sore throats, hoarseness 
H. Shortness of breath, wheezing, “smoker’s cough”, asthma, pain in chest after exercise 
I. High blood pressure, anemia, unusual bleeding or bruising, heart attack, heart murmur 
J. Flushing or blushing spells, changes in your ability to tolerate hot or cold weather 
K. Severe acid indigestion, heartburn, ulcers, internal bleeding, jaundice, diarrhea, constipation, passage of blood or 

mucous from the stool 
L. Kidney or bladder infection, burning when urinating, blood in urine, difficulty controlling your bowel or bladder, 

gallstones, kidney stones 
M. Swelling /painful muscle or joints, morning stiffness in hands/feet, back trouble or back injury 
N. Burning or tingling sensation in the lower extremities or body, everywhere 

 
Please explain any of the above problems which apply to you: _______________________________________________ 

_____________________________________________________________________________________ 





  

 

Name: ________________________________________  Age: _____________  Date: ______________ 

Please  circle  the answers that best describe your problem 

Problem with: Left Knee  Right Knee  Both Knees 

Onset of Problem:      Prior Injury   Prior Surgery   When? 

Gradual    or    Sudden      Yes     No                        Yes       No              ______________ 

How Long:  ____________ Months    Do you wear a knee brace?       Yes     No 

Accident Date:        _______________________  List all Medications ___________________________ 

Sports Injury  or  Work Injury  (circle one)  

 

   

Plano Orthopedic Sports Medicine & Spine Center, P.A. 

Mobility (Limp) 
None 
Slight 
Severe 

Walking 
Normal 
Slight Problem 
Moderate Problem 
Severe Problem 
Support Required 

Present Knee Pain 
None 
Slight with severe exertion 
After severe exertion 
After moderate exertion 
After slight exertion 
Constant 
 

Run & Jump 
Normal 
Slight Problem 
Moderate Problem 
Severe Problem 
Only a few steps 

Stair Climbing 
Normal 
Slight Impaired 
Moderately Impaired 
One step at a time 
Unable 

Walking Aids 
None 
Crutches 
Wheelchair 
 

Catching & Locking 
None 
Occasional catching 
Occasional locking 
Frequent locking 
Locked now 

Squatting 
No Problem 
Slightly Impaired 
Not beyond 90° 
Impossible 

Overall Activity Level 
No Limits 
Sports but lower level 
Light acts only 
No Sports 
Daily acts cause problems 
Daily acts = severe pain 

Current Activity Level 
Strenuous (Pivot, Jump) 
Moderate (Ski, Tennis) 
Light (Jog, Run) 
Sedentary 

Knee Instability or Buckles 
Never 
Rare with exertion 
Frequent with exertion 
Occasional with daily activity 
Often with daily activity 
Every step 
 

Swelling 
None 
On severe exertion 
On moderate exertion 
On ordinary exertion 
Constant 

   

Please mark in areas of pain  





POSMC Shoulder Subjective Questionnaire (completed by the patient) 

Name:__________________________  Date of birth: _______________  Today’s date:__________________ 

Which shoulder is affected:    L      R   What is your dominant arm?    L      R      Ambi 

1. Is your shoulder comfortable with your arm at your side?      Y/N 

2. Can you place a coin on a shelf at the level of your shoulder without bending your elbow?  Y/N  

3. Can you lift one pound (a pint) to the level of your shoulder without bending your elbow?  Y/N 

4. Can you carry twenty pounds at your side with the affected extremity?    Y/N 

5. Do you think you can toss a softball under-hand twenty yards with the affected extremity?  Y/N 

6. Can you wash the back of your opposite shoulder with the affected extremity?   Y/N 
 

7. How bad if your pain today? (0 = “no pain at all” and 100 = “pain as bad as it can be”)   ______________ 
 

8. Circle the one number that indicates your ability to do the following activities 
 0 =  unable to do     1 = very difficult to do  2 = somewhat difficult  3 = not difficult 
 

                                                                              Right Arm            Left Arm 
a. Put on a coat      0  1  2  3   0  1  2  3  
b. Sleep on your painful or affected side   0  1  2  3   0  1  2  3 
c. Wash your back/do up your bra in back  0  1  2  3   0  1  2  3   
d. Manage toileting     0  1  2  3   0  1  2  3 
e. Comb hair      0  1  2  3   0  1  2  3 
f. Reach a high shelf     0  1  2  3   0  1  2  3 
g. Lift 10 lbs. above shoulder    0  1  2  3   0  1  2  3 
h. Throw a ball overhand     0  1  2  3   0  1  2  3 
i. Do usual work (list:_________________)  0  1  2  3   0  1  2  3 
j. Do usual sport (list:_________________)  0  1  2  3   0  1  2  3 
 

9.  Which best describes how high you can reach? 
 WAIST  HEART NECK  TOP OF HEAD  ABOVE HEAD  
 

10. Which best describes your ability to do SPORTS or RECREATION? 
  NO PROBLEMS  SOME LIMITATION   SEVERE LIMITATION 

 
11. Approximate number of pounds you can hold out to the side: 
   5  10  15  20  more than 25 

      (1/2 gallon)        (1 gallon) 
 

12. Has your shoulder come completely out of joint?     Y      N    If yes, how many times? ___________ 
13. Has your shoulder come partially out of joint?         Y      N    If yes, how many times? ___________ 
14. Please circle the one letter of the statement that best describes the function of your shoulder: 

 
a.  I perform all my work and sports; I have no limitation in overhead activities, my shoulder is strong in lifting, 

swimming, tennis, throwing; I have no discomfort. 
b. I have mild limitations in my work and sports.  My shoulder is strong.  I have minimum discomfort. 
c. I have moderate limitation in doing overhead work and heavy lifting; I am unable to throw, serve hard in 

tennis or swim; I have “moderate disabling” pain. 
d. I have marked limitations.  I am unable to perform overhead work and lifting; I cannot throw, play tennis or 

swim.  I have “chronic discomfort.” 
 

15. How would you rate your shoulder today as a percentage of normal with 100% being normal? ____________ 
 





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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