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DOWN EAST ORTHOPEDIC ASSOCIATES, P. A.  

78 RIDGEWOOD DRIVE     BANGOR, ME  04401 


Patient Information 


First Name: _____________________     M.I.: ___________     Last Name: _____________________ 


Parent/Guardian name (If minor/student): _________________________________________________ 


Address: ____________________________________________________________________________ 


City: ______________________________     State: _____     Zip Code: __________ 


Home: (____)____-_________     Cell: (____)____-_________     Work: (____)____-_________ 


Sex:     M     F          SSN: ________-_____-__________          Date of birth: _____/_____/_______   


Email address: _______________________________________________________________________ 

          (by providing your email, you are allowing Down East Orthopedics to contact you via your email) 


Marital status:          Single          Married          Divorced          Widowed  


Employer: __________________________________________________________________________ 


Employer’s address: __________________________________________________________________ 


Employer’s phone number: ______________________          Occupation: ________________________ 


Emergency contact person: ________________________          Relationship: _____________________ 


Emergency contact phone number(s): _____________________________________________________ 


Primary care physician:_______________________        Referred by:___________________________ 


Reason for Visit 


Describe problem:_____________________________________________________________________ 


Location:          Right          Left          Bilateral 


Auto Accident?     Yes     No          Work Related:     Yes     No 


If  work related, has there been a claim filed with employer:      Yes     No 


Date of accident/injury: _______________________________________ 


Attorney (if applicable): _____________________________________ Phone number: _____________ 



Insurance Information 


Primary insurance: __________________________________________________________________ 


Insurance ID: ______________________________     Group: _________________________________ 


Policy holder: ___________________________     Relationship to patient: _______________________ 


DOB: _____________________________________  SSN: _______-_______-_______ 


Secondary insurance: _________________________________________________________________ 


Insurance ID: ______________________________     Group: _________________________________ 


Policy holder: ___________________________     Relationship to patient: _______________________ 


DOB: _____________________________________  SSN: _______-_______-_______ 



Workers’ Compensation Information 


Insurance company: ___________________________________________________________________ 


Address: ____________________________________________________________________________ 


City: _______________________________________     State: _________     Zip Code: ____________ 


Phone number: _____________________          Case adjuster:_________________________________ 


Claim number: _____________________          Date of injury:_________________________________ 


Employer’s name: ____________________________________________________________________ 


Employer’s Address: __________________________________________________________________ 


Phone number: (_____)_____-___________          Contact person: ____________________ 


I hereby authorize Down East Orthopedic Associates, P.A. to release medical information to my primary care physician, my referring 
physician, my current treating physicians, and to my insurance carrier.  I understand this medical information may be sent electronically or 
via facsimile.  I further authorize direct payment to Down East Orthopedic Associates, P.A. for the services rendered.  I understand I am 
financially responsible for the charges related to these services.  I authorize any holder of medical or other information about me to release 
to the Social Security Administration or Health Care Financing Administration or its intermediaries or carriers, any information needed for 
this or a related Medicare claim.  I permit copy of this authorization to be used in place of the original, and request payment of medical 
insurance benefits either to myself or to the party who accepts assignment. 
You must be 18 years of age or legal guardian to sign.    


DATE:_______________________SIGNATURE:____________________________________________________ 

                         (Patient, Parent or person legally authorized to sign)



D. THOMPSON McGUIRE, M.D.   TIMOTHY ALLEN, M.D.    STEPHEN M. WALSH, M.D.       

KENNETH MORSE, M.D.     P. ALEX GREEN, M.D.                   JACOB D. BROOKS, D.O. 

CAMERON TRUBEY, M.D.  ELIZABETH TRUELOVE, M.D.                                      TONY J. TSISMENAKIS, M.D  

JESSICA LUCAS, D.O.    TRAVIS WRIGHT, M.D.    JASON LANG, M.D 

                                   

Please complete this questionnaire to help us provide you with the best possible care. Past and current medical conditions, medications 

and surgery may have an influence on your current condition or surgical care. 

 

Name: ___________________________________________    Birthdate: ________________  

 

Race: �  Caucasian     Preferred Language: �  English        �  Korean 

 �  Black or African American      �  French  �  Gujarati  

 �  Hispanic        �  German  �  Polish  

 �  Chinese        �  Italian  �  Chinese 

 �  Asian        �  Spanish 

 �  Multiracial        �  Vietnamese 

 �  American Indian or Alaska Native     �  Mandarin 

 �  African American       �  Arabic 

 �  Native American       �  Sign Language   

    

 

Ethnicity:  �  Hispanic or Latino 

     �  Non Hispanic or Latino 

    �  Other 

 

Hearing Impaired:   �  Yes  �  No  Interpreter Needed: �  Yes  �  No 

 

Past Medical History: 

Please check any condition that you currently have or have had in the past. 

�  Heart attack    �  Thyroid disease  �  Hypertension 

�  Chest pain    �  Tuberculosis   �  Liver disease 

�  Lung disease    �  Stroke   �  Polio 

�  Glaucoma    �  Epilepsy   �  Depression 

�  Fractures    �  Childhood diseases  �  Diabetes 

�  Bleeding disorder   �  Vascular disease 

 

(other) _____________________________________________________________________________________________________ 

 

Please list prior hospitalizations/surgeries: 
     Date (mm/yy)                Hospital            Physician            Reason (Type of medical problem or operation) 

    

    

    

    

    

    

(Please attach a separate list if more space is necessary.) 

 

Have you ever had a blood transfusion? Yes  /  No    If yes, when: ___________________________________________________ 

 
Have you had any problems with anesthesia?       Yes   /   No     If yes, please explain: ______________________________________ 

 

Previous EKG:  Yes / No   If so, where? __________________________________  When? __________________________________   

 

Have you had a previous MRSA or Staph infection?   Yes  /  No    If yes, when was your last culture? __________________________ 

 

Do you have a pacemaker?   Yes  /  No 

 

Do you have a defibrillator?   Yes  /  No 



 

List allergies to any medications or foods (and type of reaction, i.e. nausea, hives, ect.): 

 

       Allergy                                          Reaction                                               

  

  

  

  

  

  

  

  

 

List all medications and vitamins you take regularly. 

           

        Name of Medication         Strength (i.e. 200mg.)         Directions  (i.e. 2 pills 3 times per day) 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

 

 

Pharmacy Name: _____________________________________________________________________________________________ 

 

Pharmacy Telephone: __________________________________________ 

 

 

 



Social History: 

 

Do you smoke?    Yes   /   No    If yes, what and how much?___________________________________________________________ 

  

If you used to smoke, how many years did you do so and when did you quit? ______________________________________ 

 

Passive smoke exposure?   Yes   /   No 

 

Illicit Drug use?    Yes   /   No 

 

Alcohol use?    Yes   /   No Type:  __________________________ Drinks per day:    0       <1        2        3        4        4+ 

 

 

 

Family History: (Please list major medical illnesses) 

                       If deceased, list cause 

            Current age               Serious illnesses or other medical conditions                                 and age at death 

 

Mother 

   

 

Father 

   

 

Brother(s) 

   

    

 

Sister(s) 

   

 

 

   

 

Son(s) 

   

 

 

   

 

Daughter(s) 

   

    

 

 

Signature:_______________________________________________________     Date:___________________________ 
             Revised 08-2022 



Down East Orthopedic Associates 

78 Ridgewood Drive 

Bangor, ME  04401 

207-947-8381 

 

PERSONAL RELEASE OF MEDICAL INFORMATION 
(This release provides permission to discuss your personal medical record/information with a family 

member, spouse, etc.) 

 

Patient Name: ________________________________  

 

DOB: ____________________ 

 

I hereby give permission to the staff of Down East Orthopedic Associates to disclose to: 

 

___________________________________________________/______________________________ 

Name of person allowed to receive information       Relationship to patient 

 

___________________________________________________/______________________________ 

Address of person allowed to receive information       Phone Number 

 

____________________________________________________/_____________________________ 

Name of person allowed to receive information               Relationship to patient 

 

___________________________________________________/______________________________ 

Address of person allowed to receive information           Phone Number 

 

Information obtained and/or contained in my personal medical record as follows: 

 

Check appropriate items: 

 

_____All records contained within my personal medical record, including those listed below 

_____Medical problems 

_____X-rays 

_____Office Notes  

_____Medical billing/payment questions and history 

_____Other________________________________________________________________________ 

 

 

This release will stay in effect for 30 months unless revoked by me in writing before that time. 

 

_________________________________________________      _____/_____/_____ 

Patient’s Name (PLEASE PRINT)        Date 

 

_________________________________________________   ___________________________________ 

Patient’s Signature (Parent if a minor)          Witness  

 


