
Tampa Bay Bone & Joint Center 
11809 N. Dale Mabry Hwy. 

Tampa, FL 33618 
Phone: (813) 960-3228 Fax: (813) 960-0440 

Dr. Frederick McClimans, D.O. Megan Kise, PA-C 

Appointment Date: ______________ Time: _______ _ 

Requirements prior to your appointment: 

✓ Obtain pertinent medical records prior to your appointment.

o Medical records may include:

■ Diagnostic repbrts (x-ray, MRI, CT, nerve conduction study)

■ Operative reports

■ Physician office notes
✓ If a referral is required, please request from your PCP ahead of time and confirm

receipt with our office prior to your appointment.
✓ Auto accident and Slip & Fall injury patients require an approved a "Letter of

Protection" from your attorney prior to your appointment.

Items required for your appointment: 

✓ Completed paperwork
✓ X-rays, if any
✓ Photo ID
✓ Health Insurance Cards
✓ Form of payment for co-pay, co-insurance and/or deductible

✓ Auto insurance claim information, if applicable

Please remember: 

✓ Arrive 30 minutes prior to your appointment time.

✓ Please call if you are running late, need to reschedule or cancel. There is a $75.00

"no show" fee.
✓ Co-pays are collected at time of service.

In order for Tampa Bay Bone & Joint Center to ensure all patients receive quality care in a 

time efficient manner we ask that you address no more than 2 body parts of concern per 

visit. 

Failure to be prepared for your appointment may result in rescheduling. 

Dr. Mcclimans and the TBBJ staff look forward to seeing you! 

Leah Petit, APRN



Tampa Bay Bone & Joint Center 
11809 N. Dale Mabry Hwy. 

Tampa, FL 33618 

Phone: (813) 960-3228 Fax: (813) 960-0440 

Date: ______ _ 

PATIENT INFORMATION 

PATIENT NAME: FIRST MIDDLE LAST 

PATIENT ADDRESS: NUMBER & STREET APT# CITY 1 ST 
I 

ZIP 

HOME PHONE# MOBILE# WORK# 

SEX □MALE MARITAL STATUS 
DATE OF BIRTH: 

□FEMALE □MARRIED □SINGLE □DIVORCED
□WIDOWED □OTHER:

SOCIAL SECURITY# 
RACE 
□AMERICAN INDIAN OR ALASKA NATIVE □ ASIAN □ BLACK, AFRICAN AMERICAN □HAWAIIAN OR OTHER PAC. ISLAND. □ WHITE □DECLINE
ETHNICITY: □HISPANIC OR LATINO □NOT HISPANIC OR LATINO □DECLINED
PREFERRED LANGUANGE: □ENGLISH □SPANISH □DECLINED 
PHARMACY USED (NAME, ADDRESS, PHONE#) DO WE HA VE CONSENT TO RETRIEVE YOUR PRESCRIPTION 

HISTORY? DYES □NO 

MAY WE LEAVE CONFIDENTIAL MESSAGES ON: EMAIL ADDRESS 
EMAIL: □ YES □NO ANSWERING MACHINENOICEMAIL: □ YES □NO 

EMPLOYER NAME I EMPLOYER ADDRESS EMPLOYER PHONE # 

PERSON TO NOTIFY IN CASE OF EMERGENCY 

NAME: FIRST MIDDLE LAST 

HOME PHONE# WORK PHONE# RELATIONSHIP TO PATIENT 

PRIMARY /REFERRING PHYSICIAN 

PHYSICIAN NAME: PHONE# 

HEALTH INSURANCE INFORMATION 

IS YOUR VISIT RELATED TO: □WORKER'S COMP? □AUTO ACCIDENT? □LIABILITY CASE? IF SO, PLEASE STOP AND SEE THE FRONT DESK.

PRIMARY INSURANCE COMP ANY NAME: ID# GROUP# 

I
PHONE# 

POLICY HOLDER NAME: DATE OF BIRTH: RELATIONSHIP TO PATIENT: 

SECONDARY INSURANCE COMPANY NAME: ID# GROUP# 
I 

PHONE# 

POLICY HOLDER NAME: DATE OF BIRTH: RELATIONSHIP TO PATIENT: 

1 

Health 

DO YOU MAKE YOUR OWN MEDICAL DECISIONS? □YES □NO  IF NO, WHO DOES?__________________





Tampa Bay Bone & Joint Center 
11809 N. Dale Mabry Hwy. 

Tampa, FL 33618 

Phone: (813) 960-3228 Fax: (813) 960-0440 

New Patient Health Questionnaire 

Date: ____________ � Name: _______________ _ 

DOB: _______ Age: ___ _ New Patient __ Established __ 

PLEASE NOTE: This is a confidential record of your medical history and will be kept in this office. 

Information contained here will not be released to any person except when you have authorized us to do so. 

What is your chief complaint?----------------------------------­

Have you ever had a similar injury?---------------------------------

Occupation: (ifretired, previous occupation) _________ If disabled, check here:_ Nature of disability: ____ _ 

Do you exercise routinely? □No □Yes If Yes, what exercise/how often? __________________ _ 

Medical Information 

Medications (Please list all medications you are currently taking. Include over the counter, herbal or natural remedies.) 

Females Only: Are you pregnant, planning a pregnancy or nursing a child? 

Have you ever had or been diagnosed to have: (check all that apply) 

Cataracts Heart Disease Stomach Ulcers Diabetes 

Glaucoma Heart murmur IBS Anemia 

Asthma High Blood Pressure Diverticulosis Bleeding Disorder 

Pneumonia High cholesterol Hemorrhoids Arthritis 

TB/Lung Pacemaker Kidney Disease Osteoporosis 

Disease 

COPD Stroke (date) Kidney Stones Cancer (type) 

Sleep Apnea Cardiac stents TIA Rheumatic Fever 

Health, 

Depression 

Bipolar 

PTSD 

Frequent Infection 

MRSA 

HIV 

Syphilis 



Pleurisy 

Prostate 

Enlargement 

Claustrophobia 

Fibromyalgia 

Tampa Bay Bone & Joint Center 
11809 N. Dale Mabry Hwy. 

Tampa, FL 33618 

Phone: (813) 960-3228 Fax: (813) 960-0440 

Heart Attack (date) Thyroid disorder Chicken Pox 

(Hypo/Hyper) 

Jaundice or Liver German Measles Multiple Sclerosis 

DZ 

Hepatitis ( circle) Seizures/Epilepsy Myasthenia Gravis 

A B C 

Alzheimer's/Dementia Parkinson's Latex Allergy

Reaction: 

Medical Illnesses or Conditions: (list any other chronic conditions which you have been diagnosed to have) 

Allergies: Are you allergic to any medications? □No known drug allergies □Yes If yes, please list below. 

Name & reaction:---------------------------------------

Operations: (list any surgery and approximate year) 

Do you have any metal in your body? □No □Yes If Yes, please explain: ___________________ _ 

Hospitalizations: (Other than operations) 

Year Reason Hospital 

Health 



Family Diabetes
History 

Daughter 

Father 

 Blood

Son 

 Pressure

Mother 

Social History 

Do you drink alcohol? 

High  

· Tampa Bay Bone & Joint Center 
11809 N. Dale Mabry Hwy. 

Tampa, FL 33618 

Phone: (813) 960-3228 Fax: (813) 960-0440 

Heart
Disease 

Stroke Mental 
Illness 

Cancer Asthma 

□No □Yes   IfYes, circle:

Have you ever smoked? □No □Yes Cigar Pipe Cigarettes 

 

If Yes: #packs/day _____ _ #years. __ 

Yes No 

Systems Review:  Please indicate those items that have been recurrent or a recent signific
Constitutional Symptoms 
Good health lately 
Recent significant weight change 

Frequent headaches 
 Eyes
Change in vision 
Blurred or double vision 
Eye disease or injury 
Wear glasses? 
Wear contact lenses? 
Ears/Nose/Mouth/Throat/Neck 
Do you wear hearing aids? 
Hearing loss or 
Ringing in ears? 
Earaches or drainage? 
Chronic sinus problems or runny nose 
Nose bleeds 
Mouth sores 
Bleeding gums 
Sore throat/hoarseness or voice change 
Lumps or swollen glands in neck 

Health 

Yes No 

Difficulty swallowing 
Neck pain or stiffness 
Cardiovascular 

Heart trouble
Chest pain or angina pectoris 
Palpitations
Shortness of breath with walking or lying flat 
Swelling feet, ankles, or hands 
Waking at night with shortness of breath 
Respiratory 

Chronic or frequent cough 
Coughing or spitting up blood 

Shortness of breath 
Asthma or recurrent wheezing 
Gastrointestinal 
Loss of appetite 
Nausea or vomiting 
Change in bowel movements 
Constipation 
Frequent diarrhea 

5 

How often within the past year: Never Monthly     2-4x/month 2-3x/week >4x/week

# of drinks per occasion:    1-2 3-4 5-6 7-9 >10

How often >6 drinks in one day Never < Monthly   Monthly Weekly Daily

Do you smoke?     Every day

Do you still smoke now? □No □Yes If No, when did you quit? ______

If current smoker, Circle:            Some days

How soon after you wake up do you smoke?         5 mins       6-30mins         31-60 mins >60 mins

Are you interested in quitting?          Ready to quit Thinking about quitting Not ready
Do you currently use marijuana?   (Circle one)       Recreational        Medical        

Do you currently use cocaine, heroin, speed, crack or other inhalants? □No □Yes

History of drug use? □No □Yes     If Yes, explain ______________________________







Please note that making an appointment and/or  completing the documentation including past health history, insurance and billing information, 
advising as to chief medical concerns, and providing other preliminary information, does not create a Doctor-Patient Relationship.  You do not 
become a patient of the practice until you have been notified that you have been accepted as a patient following your initial appointment.




