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PATIENT REGISTRATION FORM 
(Please print and complete in full)  

AFFILIATED ARM, SHOULDER & HAND 
Sebastian B. Ruggeri, M.D.  

Gary North, P.A.-C. 
3104 E Indian School Rd, Ste 200 

Phoenix, Arizona 85016 
(602) 954.9484    F: (602) 954.6433 DATE OF APPT​​: ​​_________________ 

PATIENT​​: ​(LAST)​ ​(FIRST)​ ​(MI)​  ⠀⠀ 

SSN​​: ______________________   ​DATE OF BIRTH​​:​ _________________     ​⬜​ Male​      ​ ​⬜​ Female

MARITAL STATUS​​: ​_______________ ​  ​ETHNICITY/RACE​​: ​____________ ​or... ​⬜⬜ ​​Decline to Answer

STREET ADDRESS/P.O. BOX​​: ​________________________________________________________ 

CITY/STATE/ZIP​​: ​___________________________________________________________________ 

HOME PHONE​​: ​___________________________ ​  ​CELL PHONE​​: ​____________________________ 

WORK PHONE​​: ​____________________________ ​  ​EMAIL​​: ​________________________________ 

EMPLOYER​​: ​_____________________________ ​  ​OCCUPATION​​: ​___________________________ 

PRIMARY DOCTOR​​: ​___________________________ ​  ​DOCTOR’S PHONE​​: ​__________________ 

Are you  ​⬜⬜​​ ​LEFT ​​handed… ​ ​​⬜⬜​​ ​RIGHT ​​handed… ​  ​​ or are you  ​⬜⬜​​ ​​AMBIDEXTROUS​​?

DATE OF INJURY ​​(approx): ​____________ ​  ​or...  ​START OF SYMPTOMS ​​(approx): ​____________ 

SHOULDER        ​ELBOW        ​WRIST   ​    ​HAND
Lef t   ⬜ 
Right ⬜ 

Lef t   ⬜ 
Right ⬜ 

Lef t   ⬜ 
Right ⬜ 

Lef t   ⬜ 
Right ⬜ 

ARE YOU PREGNANT?​​..............................................................................................​​⬜Yes     ⬜No

IS THIS A WORK RELATED INJURY?​​.......................................................................​​⬜Yes​     ​​⬜No

IS THIS AN AUTO ACCIDENT RELATED INJURY?  ..................................................   ⬜Yes     ⬜No

IS THIS AN ATTACK RELATED INJURY, PERSON OR ANIMAL?​​...........................​​⬜Yes     ⬜No 

YOU MAY FAX YOUR COMPLETED PACKET TO (602).954.6433 OR EMAIL TO 
FRONTDESKRUGGERI@GMAIL.COM 

IF YES, ARE YOU OR WILL YOU BE SEEKING AN ATTORNEY?.................... ⬜Yes     ⬜No

mailto:FRONTDESKRUGGERI@GMAIL.COM


Name: ​__________________________________​   DoB: ​                            ⠀ ​  Appt Date: ​                            ⠀ 

PRIMARY INSURANCE 

INSURANCE COMPANY NAME​​: ​_______________________________________________________ 

MEMBER/SUBSCRIBER ID#​​: ​_____________________________ ​  ​GROUP #​​: ​__________________ 

GUARANTOR FULL NAME​​: ​(LAST)​                                             ​(FIRST)​                                           ​(MI)​  ⠀ 

GUARANTOR SSN​​: ​________________________________​  ​GUARANTOR D.O.B.​​: ​                     ⠀         ⠀⠀ 

SEX​​ OF GUARANTOR​​:      ​⬜​ Male​        ​ ​⬜ ​Female

GUARANTOR STREET ADDRESS/P.O. BOX​​: ​____________________________________________ 

GUARANTOR CITY/STATE/ZIP​​: ​_______________________________________________________

GUARANTOR PRIMARY PHONE​​: ​_____________________​   ​ALT PHONE​​: ​____________________ 

GUARANTOR EMPLOYER​​: ​___________________________________________________________ 

GUARANTOR WORK PHONE​​:​ ________________________________________________________ 

SECONDARY INSURANCE 

INSURANCE COMPANY NAME​​: ​_______________________________________________________ 

MEMBER/SUBSCRIBER ID#​​: ​_____________________________ ​  ​GROUP #​​: ​__________________ 

GUARANTOR FULL NAME​​: ​(LAST)​                                             ​(FIRST)​                                           ​(MI)​  ⠀ 

GUARANTOR SSN​​: ​__                                       _              __ ​  ​GUARANTOR D.O.B.​​: ​                     ⠀         ⠀⠀ 

SEX​​ OF GUARANTOR​​:      ​⬜​ Male​        ​ ​⬜ ​Female

GUARANTOR STREET ADDRESS/P.O. BOX​​: ​____________________________________________ 

GUARANTOR CITY/STATE/ZIP​​: ​_______________________________________________________

GUARANTOR PRIMARY PHONE​​: ​_____________________​   ​ALT PHONE​​: ​____________________ 

GUARANTOR EMPLOYER​​: ​___________________________________________________________ 

GUARANTOR WORK PHONE​​:​ ________________________________________________________ 
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Name: ​__________________________________​   DoB: ​  ⠀ ​  Appt Date: ​ ⠀

Current Medications 
Drug Name Strength (mg) Dosage (how often?) 

1. _______________________ ________________ _______________________ 

2. _______________________ ________________ _______________________ 

3. _______________________ ________________ _______________________ 

4. _______________________ ________________ _______________________ 

5. _______________________ ________________ _______________________ 

PREFERRED PHARMACY​​: ​______________________________ ​  ​PHONE​​: ​____________________ 

Drug Allergies 

Drug Name Reaction (hives, trouble breathing, etc.) 

1. _______________________ _______________________________________________ 

2. _______________________ _______________________________________________ 

3. _______________________ _______________________________________________ 

HEIGHT​​: ​_____________________     ​WEIGHT​​: ​_____________________ 

Describe your symptoms and what caused them​​. Include ​duration​​, ​location ​​and ​severity​​. 
(example: right hand numbness since March 2014, worse when making a fist) 

Please give a brief summary of the treatment​​ and and/or testing you’ve had for this condition. 
(example: splints for 6 months, ibuprofen with minimal benefit, NCV test last May) ​Please bring in all 
related medical records​​, nerve studies, MRI/X-Ray films including the written reports.  
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Do you have a LATEX ALLERGY....................□YES      □NO



Name: ​__________________________________​   DoB: ​ ⠀ ​  Appt Date: ​ ⠀

Please check all that apply to your ​MEDICAL HISTORY ​​or… ​⬜​ NO PRIOR MEDICAL HISTORY 

Cancer  ​​⬜ No       ⬜ Yes...​ Which type​​?: ​________________________________________________ 

❏ AIDS ❏ Alzheimer’s disease ❏ Asthma 

❏ Bipolar disorder ❏ COPD ❏ Depression 

❏ Diabetes type 1 ❏ Diabetes type 2 ❏ Gastritis 

❏ Heart disease ❏ Hernia ❏ Hypertension 

❏ Insomnia ❏ Melanoma ❏ Obesity 

❏ Onychomycosis ❏ Osteoarthritis ❏ Osteopenia 

❏ Pacemaker ❏ Parkinson’s disease ❏ Sleep Apnea 

❏ Schizophrenia ❏ Seizure disorder ❏ Strokes 

❏ Tuberculosis ❏ Vitamin b12 deficiency 

Other medical conditions not listed​​: ​___________________________________________________ 

Please check all that apply to your​ SURGICAL HISTORY  ​​or...​   ​​⬜⬜ ​​ ​​NO PRIOR SURGICAL HISTORY 

❏ AortoFemoral bypass ❏ Aortic valve repair ❏ Cardioversion elective 

❏ Carpal tunnel surgery ❏ hernia repair ❏ Hysterectomy 

❏ Kidney transplant ❏ Laminectomy ❏ Pacemaker 

❏ Skin graft ❏ Thyroidectomy 

Other surgeries not listed​​: ​___________________________________________________________ 

Please list your family medical history​​ (example: mother had cancer, grandfather had diabetes, 
hypertension, heart disease, etc.)  

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
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Name: ​__________________________________​   DoB: ​ ⠀ ​  Appt Date: ​ ⠀

DO YOU DRINK COFFEE DAILY ​​?​​     ⬜ Yes    ⬜ No 

Number of cups per day:   ​​⬜1          ⬜ 2          ⬜3 ⬜ basically the whole pot 

DO YOU SMOKE ​​?​​     ⬜ Yes    ⬜ No 

⬜ Everyday              ⬜ Some days              ⬜ Former smoker  

If current smoker​​, how long have you been smoking? ​______________________________________ 

If current smoker​​, how many cigarettes do you smoke per day? 

⬜ 1–9 ⬜ 10–20  ⬜ 20–30 (about a pack) ⬜ 40+ (two or more packs) 

If former smoker​​, how long ago did you stop? ​____________________________________________ 

DO YOU DRINK ALCOHOL ​​?     ​​⬜ Yes    ⬜ No 

How​​ often do you drink alcohol?     ⬜⬜ ​​Never   ​⬜⬜ ​​Daily​   ⬜⬜ ​​Weekly​   ⬜⬜ ​​Monthly​   ⬜⬜ ​​Occasionally 

Number of drinks​​:     ⬜ 1         ⬜ 2         ⬜ 3         ⬜ 4         ⬜ 5         ⬜ 6+ 

DO YOU USE RECREATIONAL DRUGS​​? ⬜ Yes          ⬜ No 

If “​Yes​​,” what kind?: ​_________________________________________________________________ 

Do you currently experience ​chest pain, unexplained weight loss, chills, fatigue​​, ​fever ​​or ​sweats​​? If 
so, describe them below:  

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

ADVANCED DIRECTIVES 

Do you have a ​MEDICAL POWER OF ATTORNEY​​?​.....................................................​​⬜Yes     ⬜No 

If “​Yes​​,” do you have a copy?​..............................................................................​​⬜Yes     ⬜No 

Do you have a ​LIVING WILL​​?​.........................................................................................​​⬜Yes     ⬜No 

If “​Yes​​,” do you have a copy?​..............................................................................​​⬜Yes     ⬜No 
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