
DATE OF APPT______________________________  You MUST bring X-RAY / MRI FILMS to this appt (if any were 
  taken)  Also bring a photo I.D., Ins Card and a list of all
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REGISTRATION FORM

Valley Ridge Orthopedic Center
Brock S. Cummings, M.D.

Loren Ott, PA-C
6283 Clark Road, Suite 15,   Paradise, CA 95969

530-876-0410

IS THIS AN INJURY? Yes ____ No ____ Date of Injury: ________ Type:  W/Comp ______  Auto ______ Other ________

We will bill your insurance: please present insurance cards & co-pay at time of each visit.

Primary Insurance: __________________________________________ Policy Number _____________________________________

Secondary Insurance: ________________________________________ Policy Number _____________________________________

I authorize any holder of medical information about me to release it to any insurance company, agency or legal party entitled to
information regarding my illness, accident or treatment. I assign all Medical and/or Surgical benefits to Brock Cummings, M.D. For
any services rendered. I understand that I am financially responsible for all charges whether or not paid by said insurance company.

I hereby acknowledge that I received a copy of this medical practice’s Notice of Privacy Practices. I further
acknowledge that I will be offered a copy of any amended Notice of Privacy Practices at each appointment.

___________________________________________________________ _______________________________________ 

Signature of Patient or Responsible Party                                                                        Date

___________________________________________________________
Patient Name

If not signed by the patient, please indicate relationship:
_____ Parent or Guardian of minor child
_____ Guardian or Conservator of the patient
_____ Beneficiary or Personal Representative of deceased patient

Last Name_______________________________ First Name ______________________________Middle_____________
Mailing Address _________________________________ City/State _______________________________Zip ______________
Phone _____________________  Cell Phone ___________________ Age _____  Sex ____ Date of Birth ___________________
SS # _____________________ Drivers Lic. # _____________ Married ___ Single ___ Widowed ___ Divorced __ Separated ___
Occupation ________________________________ Employer _______________________________  Phone ________________
Full-time ________  Part-time _________ Disabled   ________ Retired ________ Student________

Spouse __________________________________________________________________________________________________
Nearest Relative/Friend ___________________________________________________ Phone ____________________________
How did you hear about us? 
1.Physician Referred: __________________________________ 2.Friend ___ 3.Radio/TV ___4. Internet ___ 5. Phone Book ___
Family Physician ________________________________________________ Phone ____________________________________
Pharmacy ________________________________________________________________________________________________

IF PATIENT IS MINOR, RESPONSIBLE PARTY INFORMATION:
NAME ___________________________________  D.O.B. ______________________ SOC SEC # _______________________  



NEW PATIENT QUESTIONNARE
Please fill in each blank

WHAT ARE WE SEEING YOU FOR TODAY: __________________________________

WHEN DID THE PROBLEM START: _________________________________________
                 
HOW DID THE PROBLEM START: __________________________________________

DESCRIBE THE SYMPTOMS: (sharp pain, dull ache, numbness, tingling, etc)
__________________________________________________________________________

DESCRIBE THE SEVERITY: (mild, moderate, severe, disabling, etc)
__________________________________________________________________________

DURATION OF SYMPTOMS: (hours, days, months, years, intermittent, etc)
__________________________________________________________________________

TIMING OF SYMPTOMS: (with activity, at night, while typing, etc)
__________________________________________________________________________

WHAT MAKES THE PROBLEM BETTER: (rest, heat, ice, medications, etc)
__________________________________________________________________________

WHAT MAKES THE PROBLEM WORSE:  (activity, reaching overhead, lifting, etc)
__________________________________________________________________________

PREVIOUS TREATMENT FOR THIS PROBLEM:  

Injections ________Physical Therapy_______ Medication__________   Surgery______________

ANY AND ALL MEDICATIONS: Or bring a list of your meds, including the dosage:

________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

 ALCOHOL:  Rare _____ Occasional _____Moderate _____Heavy _____ None _____

  “STREET DRUGS”: What Kind ________________ How Often ______  None _____

SMOKING: Packs/day _____   Previous Smoker?  _______ None _____

DISEASES IN YOUR FAMILY:  ___________________________________________

Doctor’s Notes:



CONDITIONS: Check those you have or have had in the past.
 Anemia
 Anxiety
 Anti-Coagulation Therapy
 Arthritis
 Asthma
 Bleeding Disorder
 Bronchitis
 Cancer
 Cataracts
 Chemical Dependency
 Chemotherapy
 COPD
 Coronary Artery Disease
 Diabetes
 Depression
 Emphysema
 Epilepsy / Seizures
 Glaucoma
 GERD
 Heart-Irregular beat/Atrial Fibrillation/Murmur
 Hepatitis
 High Cholesterol 
 High Blood Pressure
 HIV/AIDS

 Kidney Disease 
 Liver Disease
 Mental Illness
 Migraine Headaches
 MRSA
 Multiple Sclerosis 
 Oxygen Dependant
 Osteoarthritis
 Osteopenia
 Pacemaker
 Pneumonia
 Polio
 Prostate Problems 
 Pulmonary Embolus
 Restless Leg Syndrome
 Rheumatoid Arthritis
 Sleep Apnea/C-Pap Machine
 Stroke
 Transfusion History
 Thyroid Problems
 Tuberculosis
 Ulcers
 Urinary Problems
 Valvular Heart Disease

Check those you have had in the last 3 months
General:

 Weight Loss
 Weight Gain
 Frequent Fevers
 Fatigue

Head and Neck:
 Frequent Headaches
 Visual Changes
 Difficulty with smell or taste
 Difficulty swallowing

Cardiovascular:
 Chest Pains
 Racing Heart beat
 Difficulty breathing when lying down
 Swelling in your legs
 Dizzy spells or light-headedness spells

Respiratory:
 Shortness of breath
 Cough
 Wheezing
 Coughing up blood

Gastrointestinal:
 Abdominal pain
 Indigestion / Heartburn
 Diarrhea
 Constipation
 Blood in Stool

Genitourinary:
 Pain with Urination
 Incontinence
 Discharge
 Blood in Urine

Neurologic:
 New onset of weakness
 Numbness or tingling
 Loss of Balance
 Coordination Problems

Musculoskeletal:
 Joint Pain
 Joint Swelling
 Joint Stiffness
 Joint Instability

Psychosocial:
 Depression
 Anxiety
 Drug or Alcohol Problem
 Recent Stressors or change in lifestyle

Hematologic / Lymphatic:
 Anemia
 Easy Bruising
 Difficulty with stopping bleeding
 Swollen or tender glands

ALLERGIES TO MEDICATIONS: ____________________________________________________________________________
  Latex or Iodine? ______________

PREVIOUS SURGERIES: _____________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
__




