
Jim Thriffiley, M.D.

1639 E Pass Rd

Gulfport, MS  39507

Phone: 228-822-2663 Fax: 228-604-2255

Welcome and thank you for choosing us to take care of your orthopaedic needs. Please take a few moments to read this so you will be familiar with some of our office policies.

Appointments:
Patients are seen by appointment only.

Please call our office to schedule appointments and to notify us if you are unable to keep your appointment date and/or time.

We strive to keep our clinic running on time; however, there may be circumstances at times that may delay your appointment:

1) A patient’s exam may be extended due to unforeseen procedures (x-rays, cast, etc.)

2) We may have to accommodate an unplanned appointment on an emergency basis.

3) Check-in may be delayed by a patient who comes in without the appropriate information (insurance, authorizations, etc.) needed for the visit.

4) Patients are seen by appointment time, unless late. Late arrivals will be seen after patients who make their scheduled appointment time and, in some instances, may be rescheduled.

We apologize in advance for any inconvenience and will continue to do our best to keep your time in the office to a minimum. We understand that everyone’s time is valuable and some patients may be in pain and/or uncomfortable. If at any time you feel your wait is unacceptable, please see the front desk staff to reschedule to the next available appointment.
Prescriptions:
Prescription requests require a 24 hour notice.
*Narcotic prescriptions (Lortab, Vicodin, Percocet, Tylenol#3, etc.) are given only after surgery or after a fracture. These medicines CAN NOT be called into the pharmacy-written prescriptions must be picked up by the patient.

Please call our office 24 hours prior to running out of your medication(s).

Forms:
$20 cash fee.

This includes personal insurance forms, disability forms, Family Medical Leave Act forms (FMLA), etc. Forms are to be dropped off at the office and will be filled out usually with-in 48 hours. Our office will notify when your form has been completed and is ready to be picked up. The fee must be paid when your form is dropped off.
JIM THRIFFILEY, M.D.
(PLEASE PRINT)

Today’s Date:  _______________________
Date of Injury: ___________________
1.
PATIENT INFORMATION
PATIENT’S LEGAL NAME _________________________________________________________________
MAILING ADDRESS _______________________________________________________________________

CITY __________________________ STATE __________ ZIP ____________________

PHYSICAL ADDRESS IF DIFFERENT ________________________________________________________

HOME PHONE ________________
WORK PHONE ________________
CELL PHONE ________________

DATE OF BIRTH __________________ SEX  M  F
SOCIAL SECURITY # _______________________

EMAIL ADDRESS ___________________________________________________________

HEIGHT ____________ WEIGHT ___________
I WRITE WITH MY   RIGHT   LEFT   HAND.

ARE YOU A STUDENT?
YES 
NO    If yes, full time or part time
ARE YOU RETIRED?
YES 
NO 
ARE YOU DISABLED?
YES 
NO 
HIGHEST LEVEL OF EDUCATION   Elementary
High School
College
Graduate

EMPLOYER NAME ______________________________________POSITION ________________________

MARITAL STATUS:

SINGLE
MARRIED
   DIVORCED

WIDOWED

SPOUSE
Name ____________________________________   PHONE ____________________________


Employer ______________________________________________

EMERGENCY CONTACT, OTHER THAN SPOUSE: Name of Person _________________________

Relationship to Patient: ________________________________ Phone: ________________________

2. PERSON RESPONSIBLE FOR THE BILL AFTER INSURANCE PAYS
IS THE GUARANTOR OF THE ACCOUNT THE SAME AS THE PATIENT
YES 
   NO 
(If you checked YES, you do not need to complete this section.)
GUARANTOR NAME _________________________________________________

RELATIONSHIP TO PATIENT __________________________________________

SOCIAL SECURITY # ______________________________  DATE OF BIRTH:  _____________________
HOME PHONE __________________ WORK PHONE ________________ CELL PHONE _______________
GUARANTOR’S EMPLOYER NAME ________________________________________________
MAILING ADDRESS _____________________________________________________________

CITY ___________________________ STATE _________ ZIP ____________________
3. INSURANCE POLICIES
PRIMARY INSURANCE ________________________________________
POLICYHOLDER ____________________________ DOB ______________ SS# ______________________
SECONDARY INSURANCE ________________________________________

POLICYHOLDER ____________________________ DOB ______________ SS# ______________________

4. ASSIGNMENT OF BENEFITS & PAYMENT POLICY
ASSIGNMENT OF BENEFITS-I assign to Jim Thriffiley, M.D. all insurance benefits and settlements, whether medical or liability insurance, for the full amount of the total medical care charges. I also assign the proceeds of any judgment or settlement of any claim with any third party, or other amounts determined to payable in connection with treatment provided. I authorize payment of all benefits and settlements to be paid directly to Jim Thriffiley, M.D. for services rendered. This authorization is effective indefinitely unless patient or the patient’s representative revokes this arrangement.

MEDICAL RECORD & RELEASE OF INFORMATION-I authorize the release of all medical information necessary to process medical claims and permit the following to be used in place of this original document: (1) a photocopy of other facsimile reproduction of this authorization, or (2) use of a computer to indicate that my signature is on file. 
PAYMENT POLICIES-As a courtesy to its patients, Jim Thriffiley, M.D. assists in the submission of medical insurance claims to insurance companies for payment. I understand that it is my responsibility to confirm that Jim Thriffiley, M.D. is a participant under my policy. Further, I understand that my insurance company may not cover fully (or at all) cover my bills for services provided, and that I will be responsible for the payment of any remaining balance due. I understand that all co-payments and deductibles are payable at the time of service.
I understand that it is my responsibility to provide Jim Thriffiley, M.D. with appropriate and current insurance information-and to notify Jim Thriffiley, M.D. immediately upon any change in my insurance coverage-to ensure efficient claims billing and payment. In the event that I fail to provide all necessary and current insurance information, I understand that my insurance company(ies) may deny payment of claims related to services rendered to me, and I understand that I may be fully responsible for my entire account balance.

I understand that each patient has their own account. Jim Thriffiley, M.D. prepares statements on patient accounts on a monthly cycle. I understand that all charges to my account with the Clinic are due and payable within the month following the date of the statement on which the charges first appear. I understand that I will be responsible for paying, on behalf of myself, my spouse, and/or my children, co-payments, deductibles, and any fees relating to services rendered that are not fully (or at all) covered by my insurance company(ies). I understand that an 8% per month interest fee may be added to my balances which are over 90 days past due.

In the event of failure to pay for medical services rendered to me, my spouse and/or my children, I understand that I may be referred to a collections agency for non-payment of fees due for services rendered by Jim Thriffiley, M.D. I understand that I will be responsible for all attorney fees plus all costs associated with the collection process, such as court costs and any fees assessed by the collections agency, and that these fees and costs will be added to my account balance. I understand that I will be responsible for paying the entire amount of my balance due in addition to the collection agency fee. Further, I understand t that my medical information will necessarily be revealed in these efforts to collect payment of monies owed.
PRINT NAME _______________________________________________________
SIGNATURE _________________________________ DATE ____________________
HISTORY OF PRESENT PAIN or INJURY

The problem involves my:  Right(   Left(
Shoulder(
Elbow(
Hand(
Hip(
Ankle(
Back(
Arm(
Forearm(
Finger(
Knee(
Foot(

Neck(
Wrist(
Leg(
Toe(
Severity of Pain (1 – minimal pain to   10- extreme pain):_____

How long have you had pain? _____________

Was there an injury?  
Yes(  No( 
Date of injury: ____________ 
Were you injured on the job?  Yes(  No(
Please describe the injury and/or how your symptoms came about: _________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Have you injured this/these body part (s) before?  Yes(   No(      If yes, please describe:

_______________________________________________________________________

_______________________________________________________________________

Date you first sought medical treatment: _________

Where did you first go for treatment? _________________________________________

Name of doctor who treated you: _____________________

What treatment was given?
Brace/Splint (   Crutches (   Cast (   Physical Therapy (   Injections (   Chiropractic (
Muscle relaxers (   Narcotic medication (   Anti-inflammatory medication (Advil/Motrin) (
Corticosteroids (Medrol dose pack) (
Name of medications (Please list)______________________________________




_______________________________________________
Who is your Primary Care Physician? _____________________________________
Have you had any of the following studies for this problem?




Yes
No
Body Part

Findings(If you know them)

X-rays


__
__
___________

________________________

CT/CAT Scan

__
__
___________

________________________

MRI


__
__
___________

________________________

Nerve Test

__
__
___________

________________________
PAST MEDICAL HISTORY

Primary Care Physician: ___________________________________

Please circle all ILLNESSES that you have had:  

High blood pressure
Hepatitis
Diabetes
Heart Disease
Anemia
Gastric Reflux

Emphysema
HIV/AIDS
Stomach Ulcers

Hemophilia
Paralysis
Depression

Sickle cell disease
Stroke
Fibromyalgia


Other:

1.______________________________   2.______________________________

Check or list all SURGERIES that you have had and the month and year in which it occurred:
None(

Surgery 


Date

Surgery

Date

Knee arthroscopy


________
Hip replacement
________


Shoulder Arthroscopy

________
Shoulder replacement
________

Heart By Pass/Stent

________
Knee replacement
________

Others:

1.______________________________   2.______________________________

List all MEDICATIONS that you are taking, the dosage, when you take it, and for what condition you are taking it.
None(

Medication

Dose

 When taken

Why taken
   
1.______________
__________
________________
__________________


2.______________
__________
________________
__________________


3.______________
__________
________________
__________________


4.______________
__________
________________
__________________


5.______________
__________
________________
__________________


6.______________
__________
________________
__________________


7.______________
__________
________________
__________________

Which Pharmacy do you use and their number?  ____________________________________

List all medicines to which you are ALLERGIC:    None(
1.______________________________   2.______________________________

3.______________________________   4.______________________________


Have you ever had a reaction to a local anesthetic?  Yes(   No(
What was the reaction?__________________________________

SOCIAL HISTORY

How many ALCOHOLIC drinks do you consume per week?  None(   1-2(    3-5(   

6-12(     >12(
How many packs of CIGARETTES do you smoke per day?  None(   <1/2(   1(   


2(    3(   >3(
Did you smoke in the past?  No(   Yes(   

If yes, how long did you smoke for?  <1yr(   1-5yr(   5-20yr(  >20yr(
Do you use other DRUGS?  None(    Marijuana(   Cocaine(   Heroine(   Steroids(
FAMILY HISTORY

Please circle all medical problems that pertain to your family members.




Mother
Father

Brother/Sister
High blood pressure  
     (

    (

     (
Heart Disease   

     (

    (

     (
Sickle cell disease
     (

    (

     ( 
Hemophilia

     (

    (

     (
Diabetes


     (

    (

     (
Deceased 

     (

    (

     (
REVIEW OF HEALTH

Please circle all of the problems below that pertain to you.

Are you PREGNANT?  Yes(    No(    Maybe(
GENERAL:
Fever  
Night Sweats
Night Pain

EYES:
Cataracts
Blindness
Double Vision

HEAD and NECK:
Headaches 
Nose bleeds
Dentures

HEART:
Chest Pain
High Blood Pressure

LUNGS:
Shortness of Breath
Coughing up blood

ABDOMINAL:
Heartburn
Blood in Stool
Vomiting blood
URINARY:
Blood in Urine
Discharge
GYNECOLOGICAL:
Excessive bleeding
Amenorrhea (No period)

BONE and MUSCLE:
Joint Swelling
Stiffness

SKIN:
Rashes
Lumps
BRAIN and NEUROLOGIC:
Balance Problems
Paralysis
BLOOD:
Prolonged Bleeding
Anemia
______________________________
________________________
______________

Printed name of patient/guardian
Signature
Date

