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Consent to Receive Text Messages 
 

By signing below, I authorize Orthopaedic Associates Medical Clinic, Inc. (OAMC) 
through its vendor Solution Reach to contact me by SMS text message to serve me better. 
Orthopaedic Associates Medical Clinic, Inc. will send me text messages through the OAMC 
texting service platform to help me or my family member stay healthy, including: 

• timely reminders about upcoming appointments 
• birthday greetings 
• health care tips and topics 
• information to help manage illnesses/diseases/conditions 

 
I understand that message/data rates may apply to messages sent through OAMC to my cell 
phone and that I may receive up to 4 texts per month. Further, I understand that I may receive 
charges from my cell phone carrier for texts messages. 
I know that I am under no obligation to authorize OAMC to send me text messages as part of my 
care. 
I may opt-out of receiving these communications from OAMC at any time by calling  
(559) 733-3346 or by texting 'STOP' to the last SMS text message. To reinstate text messages 
from OAMC and opt back in simply text back the words “UNSTOP.” 
 
*Your initial text message will contain the following HIPAA confidentiality statement.:   

Confidentiality Notice:  “This text message, including any attachments, is for the 
sole use of the intended recipient(s) and may contain confidential and privileged 
information.  Any unauthorized review, use, disclosure or distribution is prohibited.  If 
you are not the intended recipient, please contact the sender by reply text and 
destroy all copies of the original text message.” 

“Please be aware that unencrypted text communications can be intercepted in 
transmission, misdirected or re-directed and read by unintended recipients and may 
constitute a breach of privacy under HIPAA. Your use of text messages to 
communicate unencrypted sensitive or Protected Health Information (PHI) indicates 
that you acknowledge and accept the possible risks associated with such 
communication. Please consider communicating any sensitive information by a 
more secure means, including encrypted texts. If you do not wish to have your 
information sent by unencrypted texts, please contact the sender immediately (or 
text the word ‘stop’) to no longer receive additional text messages.” 

Print Name: _________________________________________  Date:  ______/_______/_______ 
 
Signature:  _________________________________________________   
 
My Cell/mobile phone number:  (__________) __________ - ______________ 
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ORTHOPAEDIC ASSOCIATES MEDICAL CLINIC, INC. MEDICAL QUESTIONNAIRE
Due to government requirements that physicians document complete medical information on each patient, we ask you 
to complete the following detailed form in its entirety. Should you have trouble with any questions, please feel free to 
ask our staff for assistance. Some of the information may be sensitive; rest assured that the staff of OAMC will keep 
this information confidential. Thank you for your cooperation.

PATIENT IDENTIFICATION

Name: ______________________________________________________________ Today’s Date: ______________________

Age: _______ Date of Birth: _______________ Who is your Primary / Family doctor? ______________________________

How were you referred to our office?   � Self   � ER (which one?) _____________________________________________

� Primary MD (name) ________________________________ � Other (list name) __________________________________

Have you see any other doctors in this office / group (whom)?_________________________________________________

PRESENTING COMPLAINT / PROBLEM

Reason for visit: ____________________________________  Date of Injury?____________________________________  

Cause of injury:_____________________________________  Where occurred? __________________________________

Work related?  � Yes  �  No _________________________  Previous injury?___________________________________  

Previous studies? Where performed & date?

X-rays_____________________________________________  MRI ______________________________________________

CT Scan ___________________________________________  Bone scan ________________________________________

Other __________________________________________________________________________________________________

PAIN DRAWING
Be sure to fill this out extremely accurately. Mark the area on your body where you feel the described sensation.Use 
the appropriate symbol. Mark areas of radiation. Include all affected areas.

Numbness  = = = =      Pins & Needles  o o o o      Burning pain  x x x x      Stabbing Pain  / / / /      Aching Pain  ( ( ( (

No Pain                                                                Severe Pain

0      1      2      3      4      5      6      7      8      9      10

PAIN SCALE



MEDICATIONS - INCLUDE HERBAL SUPPLEMENTS AND OVER THE COUNTER MEDICATIONS

SOCIAL HISTORY

� Single      � Married      � Divorced      � Widowed  Number of children living?___________________________

Presently living alone?  � Yes   � No         Stairs at home?  � Yes   � No   Number of steps______________________

Occupation _________________________________ Still at work?  � Yes   � No   If no, last date worked_____________

How long at present job? ____________________________

Physical demands of work: (check below)

� Heavy      � Moderate      � Light      � Lifting      � Pushing      � Squatting      � Prolonged standing      � Sitting

Sports / Exercise prior to injury?  � Yes   � No   � Past      What type? ________________________________________

Number of times / week ____________________      �  Recreational   � School / College level   � Semi / Professional

How has injury affected these activities?____________________________________________________________________

Are you claustrophobic?  � Yes   � No         Do you have any metal in your body?  � Yes   � No

Other symptoms?    Please specify ________________________________________________________________________

_______________________________________________________________________________________________________

Email address __________________________________________________________________________________________

Name of Pharmacy ______________________________________________________________________________________

Pharmacy Address ______________________________________________ Pharmacy Phone ________________________

Patient Signature _____________________________________________________________ Date ______________________

Medication Dose # Times
Per Day Medication Dose # Times

Per Day
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Understanding Your Health Record Information
NOTICE OF PRIVACY PRACTICES

Each time you visit OAMC; a record of your visit is made. Typically, this record contains your symptoms, 
examination, test results, diagnosis, treatment, and a plan for future care or treatment. This information, 
often referred to as your health or medical record, serves as a:

• Basis for planning your care and treatment
• Means of communication among the many health professionals who contribute to your care
• Legal document describing the care you received
• Means by which you or a third-party payer can verify that services billed were actually provided
• A tool in educating health professionals
• A source of data for medical research
• A source of information for public health officials charged with improving the health of the nation
• A source of data for facility planning and marketing
• A tool with which we can assess and continually work to improve the care we render and
  the outcomes we achieve
• Understanding of what is in your medical record and how your health information is used to help you to:

* ensure its accuracy
* better understand who, what, where, and why others may access your health information
* make more informed decisions when authorizing disclosures to others.

Your Health Information Rights ~
Although your health record is the physical property of OAMC, the information belongs to you.
You have the right to:

• Request a restriction on certain uses and disclosures of your information as provided by 45 CFR 164.522
• Obtain a paper copy of the notice of information practices upon request
• Inspect and copy your health record as provided in 45 CFR 164.528
• Request communications of your health information by alternative means or at alternative locations
• Revoke your authorizations to use or disclose health information except to the extent that action
  has already been taken

Our Responsibility ~
Orthopaedic Associates is required to:

• Maintain the privacy of your health information
• Provide you with a notice to its legal duties and privacy practices with respect to information
  we collect and maintain about you
• Abide by the terms of this notice
• Notify you if we are unable to agree to a requested restriction
• Accommodate reasonable requests you may have to communicate health information by
  alternative means or at alternative locations

We reserve the right to change our practices and to make the new provisions effective for all protected
health information we maintain. Should our information practices change, we will mail a revised notice to 
the address you’ve supplied us.

We will not use or disclose your health information without your authorization, except as described
in this notice.

For More Information or to Report a Problem ~
If you have any questions and would like additional information, you may contact the
Medical Records/Credentialing Coordinator at 559-625-0551.

If you believe your privacy rights have been violated, you may file a complaint with the Administrator,
Office Manager or the Medical Records Credentialing Coordinator, There will be no retaliation for
filing a complaint.



 



 

 

 

 

Regarding Your Recent Visit: 
 

Clinical documentation for your recent visit is available on the Patient 
Portal Account – where you have secure, anytime, anywhere access to 
your important health information.  You can communicate with your 
doctor and our staff with secure messaging. 
 

Instructions to Sign Up For The Patient Portal 
*Your email must be on file at Orthopaedic Associates 

1. Go to www.thebonesurgeons.com 

2. Click on the “Patient Portal” located on the top menu: 

 

3. Click on the small orange box that says “patient portal”  

4. Go to “sign up,” complete the information, click “Login” 

5. You will be sent an email confirming your registration, click on the 
link and “login.” 

6. If you have questions or have issues logging in please email us at: 
info@bonesurgeons.com 

http://www.thebonesurgeons.com/
mailto:info@bonesurgeons.com
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