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Patient Information Provider #: Account Number: 

Patient's Name (First MI Last) 

 
Gender  DOB Age 
M F 

DL# SSN 
 

Address 

 
City  State 

 
Zip Code Home Ph: 

 
Cell Ph: 

Email Address 

 
Race Ethnicity Preferred Language 

Patient's Employer 

 
Business Phone 

 
Marital Status 
M    S    D    W 

Referring / Primary MD 

 
Employer Address Employer # 

Spouse's Name 

 
Spouse's Employer 

 
DOB 

 
SSN 

 
Guarantor Information (if patient is a minor) 
Guarantor's Name 

 
Relationship to Patient 

 
DOB 

 
SSN 

 
Billing Address 

 
City  State 

 
Zip Code 

 
Emergency Phone 

 
Insurance Information 
Insurance Carrier Name-Primary 

 
Identification Number 

 
Group Number 

 
Ins. Phone Number 

 
Name of Policy Holder 

 
Employer 

 
SSN DOB 

 
Relationship 

 
Insurance Carrier Name - Secondary 

 
Identification Number 

 
Group Number 

 
Ins. Phone Number 

 
Name of Policy Holder 

 
Employer 

 
SSN DOB 

 
Relationship 

 
What other ways may we contact you? Please circle YES or NO if you would like us to leave a message at the numbers you provide: 
 
Home #: YES or NO Work #: YES or NO Cell:______________________ YES or NO Other #: ______________________ YES or NO 
FAMILY AND FRIENDS: Please let us know what persons we may share info with (i.e. family, friends, other doctors etc.) and list them below:  
NAME     RELATIONSHIP TO YOU   PHONE # 
1. _____________________________________________________________________________________________ 
2. _____________________________________________________________________________________________ 
3. _____________________________________________________________________________________________ 
Please check one of the following:   This IS a work-related injury.  This IS NOT a work-related injury 

MEDICARE / MEDICAID - PATIENT'S ONLY 
I certify that the MEDICARE information given by me is correct. As this office does accept assignment with Medicare, this information will be used for the 
purpose of processing my Medicare claims for payment. I understand, due to government regulations, that if Medicare coverage is available to me, I must 
inform my physician. I also understand, if in addition to Medicare, I am covered under an EMPLOYER GROUP HEALTH INSURANCE, LIABILITY, NO-
FAULT, WORKERS' COMPENSATION, or any other insurance which may be responsible for payment, I must inform this office. I have read and 
understand the above statement regarding MEDICARE coverage. 
 Medicare is my primary coverage. 

Medicare is my secondary coverage. 
I am not covered by Medicare or a Medicare HMO 

 Medicaid is my primary coverage. 
Medicaid is my secondary coverage. 
I am not covered by Medicaid or a Medicaid HMO 

ASSIGNMENT OF BENEFITS: I hereby authorize 
Payment to the Fondren Orthopedic Group, L.L.P. for the 
surgical and/or medical benefits, if any, otherwise payable 
to me for services I have received. 
FINANCIALOBLIGATION: The undersigned Hereby 
unconditionally guarantees full and prompt payment of all 
personal balances incurred as a result of services rendered 
to me during the course of my medical treatment.   
 Payment is required today for all co-pays, 
deductibles, or co-insurance amounts that maybe due by 
the patient. 
X___________________________ __________ 
Signature of Patient/Parent/or Guardian  Date 

RELEASE OF INFORMATION: I hereby authorize 
Fondren Orthopedic Group, L.L.P. to release 
any or all information acquired in the course of 
my examination and / or treatment. I 
understand that this may include the release of 
any medical or other information required in the 
processing of claims for payment. I also 
authorize the release of information to another 
doctor or health care facility to which the patient 
may be transferred or referred. 
 
X______________________ __________ 
Signature of Patient/Parent/or Guardian Date 

CONSENT TO CARE: I authorize and 
direct Fondren Orthopedic Group, L.L.P. 
to perform upon me injections, draw 
blood and / or any other procedure or 
treatments the doctor may in his best 
judgment determine advisable for my  
well being. 
 
 
 
 
 
X______________________ ______ 
Signature of Patient/Parent/or Guardian Date



 

 ACKNOWLEDGEMENT OF NOTICES  
Fondren Orthopedic Group, L.L.P.  

 

 

 

 

_____ I acknowledge and agree that I have reviewed a copy of Fondren Orthopedic Group’s 

 Notice of Privacy Practices and have completed the form below to the best of my knowledge. 

  

 

_____ I acknowledge and agree that I have reviewed a copy of Fondren Orthopedic Group’s  

WELCOME TO OUR PRACTICE and understand that I will be asked for copays/deductibles 

at the time of check-in.  
_____ I also understand that I must have a referral if I have an HMO or POS plan.  

_____ I also understand that I must call the pharmacy to request a prescription refill. Refills ARE NOT  

           approved after normal business hours, weekends or holidays.  

_____ Minor Children (under age of 18 years) must be accompanied by a parent during an office visit.  

_____ FMLA/Disability/Insurance Forms all incur a $15.00 per form charge to be filled out.  

 

 

____ Pursuant to the requirements of Section 105.002 of the Texas Occupations Code, this is to inform  

you that each of the physicians in the Clear Lake Practice has a financial ownership interest in the  

entities listed below, and may, indirectly, receive compensation for services you receive at these 

entities. 

 

  
Fondren Orthopedic Group-Clear Lake Physical Therapy   Fondren Orthopedic Group-Clear Lake MRI  

520 Blossom        520 Blossom  

Webster, Tx. 77598       Webster, Tx. 77598 

  

Houston Physicians’ Hospital     Houston Physicians’ Surgery Center  

333 N. Texas        3810 Hughes Court  

Webster, Tx. 77598      Dickinson, Tx. 77539  

 

  

You, as the patient of one of these physicians, have the option of using an alternative health 

care facility, other than the entities listed above, if you so desire.  

 

 

_________________________________         _______________________________ ________________  

Signature of Patient or Guardian                  Relationship to Patient                         Date  

 

Clinic Use Only  

Fondren Orthopedic Group, L.L.P. made the following good faith efforts to obtain the above-

referenced individual’s written acknowledgement of the Notice of Privacy Practices, Welcome to our 

Practice and Patient Financial Disclosure Notice.  

 

 

________________________________________   ________________  

Signature of Employee         Date 
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   Fondren Orthopedic Group L.L.P. 
 
 
 
 
 
 
 
Authorization for the Use and Disclosure of Information to the U.S. Dept of Labor 

 
I understand that my health insurance benefit plan may be governed under the federal rules of 
the Employee Retirement Income Security Act (ERISA) even though I may not be a retired 
person.  ERISA requires that employers/insurance carriers subject to those rules respond to 
appeals regarding benefits only from a plan member or a plan member's authorized 
representative.  By signing this form it will allow Fondren Orthopedic Group, L.L.P., your 
medical provider, to : (1) submit any and all appeals on your behalf when your insurance 
company denies benefits to which we believe you are entitled, (2) submit a request for benefit 
information from your insurance company, and (3) initiate formal complaints to the appropriate 
state or federal agency that has jurisdiction over your plan.  
 
I understand that by signing this form, I am authorizing the use and/or disclosure of my 
confidential Protected Health Information (PHI), as that term is defined under the Health 
Insurance Portability and Accountability Act of 1996 (HIPAA).  I hereby authorize release of my 
confidential PHI by my medical provider, for the purposes stated herein.  The information that is 
used and/or disclosed pursuant to this authorization may be redisclosed by the recipient unless 
the recipient is prohibited from redisclosure by state or federal law. 
 
This authorization must be dated and signed by the patient or a person authorized by law to 
give this authorization.  A copy, electronic or a facsimile transmission of this form shall be 
deemed the same as the signed original. 
 
 
   
Patient's Name  Fondren Account Number 
   

   
Patient's Signature  Date 
 
If a Legal Representative (or Parent, Guardian, Conservator, or Authorized Representative) 
signs this authorization on behalf of the patient, complete the following: 
 
 
   
Legal Representative's Name   
   

   
Legal Representative's Signature  Date 
 



PATIENT QUESTIONNAIRE 
NAME: _________________________________________________ DOB: _____________TODAY’S DATE: __________  

OCCUPATION: ______________________________HEIGHT: ____   WEIGHT: ____ DOMINANT HAND:  __ R __ L 

CHIEF COMPLAINT: ____________________________________________________ DATE OF INJURY: ___________ 

AFFECTED SIDE? __ R or __ L   

 

 

DESCRIBE PROBLEM: _______________________________________________________________________ 

INJURY LOCATION: _________________________________________________________________________________   

INJ. RELIEVED: ______________________________________________________________________________________  

INJ. AGGRAVATED: __________________________________________________________________________________ 

 

PAST MEDICAL HISTORY (CHECK ALL THAT APPLY) ___ NONE APPLY 

___ANEMIA  

___ANXIETY  

___ASBESTOSIS  

___ASTHMA  

___BIPOLAR DISORDER  

___BLEEDING DISORDER  

___BLOOD CLOT  

___BRONCHITIS  

___CANCER  

___CA BRAIN  

___CA BREAST  

___CA CERVICAL  

___CA COLON  

___CA KIDNEY  

___CA LUNG  

___CA OVARIAN  

___CA PROSTATE  

___CA THYROID  

___CHEST PAIN  

___CHRONIC BACK PAIN  

___COR. ARTERY DISEASE  

___CON. HEART FAILURE  

___DEPRESSION  

___DIABETES  

___EMPHYSEMA  

___HEART ATTACK  

___HEART MURMUR  

___HYPERTENSION  

___HEART STENT  

      HEPATITIS A   B   C 

___IRR. HEARTBEAT  

___HIATAL HERNIA  

___HIGH CHOLESTEROL  

___HIV  

___HYPERTHYROIDISM  

___HYPOTHYROIDISM  

___KIDNEY STONES  

___LIVER PROBLEMS  

___LUNG PROBLEMS  

___LUPUS  

___MIGRAINES  

___NEUROLOGICAL 

DISORDER 

 

___OTHER___________________  

___NUMBNESS/TINGLING  

___OSTEOPOROSIS 

___OSTEOARTHRITIS  

___PNEUMONIA  

___POOR CIRCULATION  

___PULMONARY EMBOLISM  

___REFLUX  

___RHEUMATOID ARTHRITIS  

___SEIZURE  

___SLEEP APNEA  

___STROKE  

___TUBERCULOSIS  

___UTI 

 

PAST SURGICAL HISTORY (CHECK ANY THAT APPLY) ___ NONE APPLY 

___ABDOMINAL SURGERY   

___AMPUTATION   

___ANGIOPLASTY   

___APPENDECTOMY   

___ARTHROSCOPY KNEE   

___ARTHROSCOPY SHOULDER 

___BANDING   

___BRONCHOSCOPY   

___CABG   

___CAROTID ENDARTERECTOMY 

___CARPAL TUNNEL REPAIR   

___COLON RESECTION   

___FEMORAL BYPASS   

___FRACTURE REPAIR   

___GALLBLADDER REMOVAL   

___GASTRIC BYPASS   

___HEART SURGERY   

___HEMORRHOIDECTOMY   

___HIP REPLACEMENT   

___HYSTERECTOMY COMPLETE   

___HYSTERECTOMY PARTIAL   

___INTERVENTIONAL PAIN 

PROCEDURES   

___KNEE REPLACEMENT   

___KYPHOPLASTY   

___NEPHRECTOMY   

___PACEMAKER   

___PARATHYROIDECTOMY   

___PNEUMONECTOMY   

___PROSTATECTOMY   

___ROTATOR CUFF REPAIR   

___SPINE SURGERY CERVICAL   

___SPINE SURGERY THORACIC   

___SPINE SURGERY LUMBAR   

___TONSILLECTOMY   

___T U R P   

___VASECTOMY   

___VERTEBROPLASTY   

___OTHER SURGERY IN PAST 90 DAYS 

___OTHER______________________ 

 

FAMILY HISTORY (Use M for mother, F for father, or B for both)  

___ NONE APPLY 

___ANESTHESIA PROBLEMS   

___ARTHRITIS   

___ASTHMA   

___BLEEDING DISORDER   

___CA BRAIN   

___CA BREAST   

___CA CERVICAL   

___CA COLON/RECTAL   

___CA KIDNEY   

___CA LUNG   

___CA OVARIAN   

___CA PROSTATE   

___CA THYROID   

___CANCER   

___DIABETES   

___HYPERTENSION 

___OSTEOPOROSIS   

___STROKE   

___TUBERCULOSIS 

___OTHER_______________________________________________________________________________________________ 
 
SOCIAL HISTORY (CHECK ALL THAT APPLY)   ___ NONE APPLY 

___SINGLE 

___MARRIED   

___DIVORCED   

___WIDOWED   

___CIGARETTES 

(smoke years:               ) (packs/day:                   )   

___PIPE SMOKING   

___CHEWING TOBACCO 

___ALCOHOL (drinks/day:                               ) 

___PHYSICAL WORK   

___SEDENTARY WORK   

___RETIRED   

___HOMEMAKER   

___STUDENT   

___REGULAR DUTY   

___LIGHT DUTY   

___OUT OF WORK 

 

MEDICATIONS TAKEN DAILY (NAME AND DOSAGE)  ___NONE   
_____________________________ 

_____________________________ 
_____________________________ 

_____________________________ 
_____________________________ 

_____________________________ 

_____________________________ 

_____________________________ 
_____________________________ 

PHARMACY USED: ________________________________________________              PH#____________________________ 
ALLERGIES TO MEDICINE: (LIST ALL)  ___ NO ALLERGIES   

__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 
WAS THIS RELATED TO AN AUTOMOBILE ACCIDENT?    __ Y    __ N 




	king2012x8
	Lake2116x1
	fog24x3
	king2110x14
	king2120x1
	PatientPortalForms.pdf


	EntryID: 
	PrincipalID: 
	Gender: Off
	Age: 
	DriversLicenseNumber: 
	SSN: 
	PatientAddress2: 
	PatientAddress: 
	PatientCity: 
	PatientState: 
	PatientZip: 
	PatientPhone: 
	PatientOtherPhone: 
	PatientEmail: 
	Race: [ ]
	Ethnicity: [ ]
	PatientAssessmentLanguageDescription: [ ]
	EmployerName: 
	MaritalStatus: Off
	PatientReferralSourceName: 
	EmployerAddress: 
	EmployerAddress2: 
	EmployerPhone: 
	GuarantorName: 
	GuarantorRelationship: 
	GuarantorDOB: 
	GuarantorSSN: 
	GuarantorAddress: 
	GuarantorAddress2: 
	GuarantorCity: 
	GuarantorState: 
	GuarantorZip: 
	GuarantorPhone: 
	CarrierName: 
	PolicyNumber: 
	SubscriberID: 
	CarrierPhone: 
	GuarantorNameTertiary: 
	GuarantorEmployerNameTertiary: 
	GuarantorSSNTertiary: 
	GuarantorDOBTertiary: 
	GuarantorRelationshipTertiary: 
	SecondaryCarrierName: 
	PolicyNumberSecondary: 
	SubscriberIDSecondary: 
	SecondaryCarrierPhone: 
	GuarantorNameSecondary: 
	GuarantorEmployerNameSecondary: 
	GuarantorSSNSecondary: 
	GuarantorDOBSecondary: 
	GuarantorRelationshipSecondary: 
	FamilyFriends1Name: 
	FamilyFriends1Relation: 
	FamilyFriends1Phone: 
	FamilyFriends2Name: 
	FamilyFriends2Relation: 
	FamilyFriends2Phone: 
	FamilyFriends3Name: 
	FamilyFriends3Relation: 
	FamilyFriends3Phone: 
	WorkStatus: Off
	MedicareCoverageType: Off
	MedicaidCoverageType: Off
	PaymentRequired: Off
	FacilityStreet: 520 Blossom
	FacilityCSZ: Webster,TX 77598
	FacilityPhone: 281-332-9537
	PatientName: 
	CustomerNum: 
	PatientIDBC: 
	DOB: 
	EmployeeDescription: 
	PatientHeight: 
	PatientWeight: 
	InjuryLocation: 
	InjuryRelief: 
	DominantHand: Off
	DiagnosisInformation: 
	DateInjured: 
	ProblemAffectedSideRight: Off
	ProblemAffectedSideLeft: Off
	ComplaintDescription: 
	InjuryAggravation: 
	HistoryMedicalNone: Off
	HistoryAnemia: Off
	HistoryCALung: Off
	HistoryNeurologicalDisorder: Off
	HistoryAnxiety: Off
	HistoryCAOvarian: Off
	HistoryHepatitisA: Off
	HistoryNumbness: Off
	HistoryAsbestosis: Off
	HistoryCAProstate: Off
	HistoryIrregularHearbeat: Off
	HistoryOsteoarthritis: Off
	HistoryAsthma: Off
	HistoryCAThyroid: Off
	HistoryBipolarDisorder: Off
	HistoryHiatalHernia: Off
	HistoryChestPain: Off
	HistoryBleedingDisorder: Off
	HistoryChronicBackPain: Off
	HistoryHighCholesterol: Off
	HistoryHIV: Off
	HistoryPneumonia: Off
	HistoryPoorCirculation: Off
	HistoryBloodClot: Off
	HistoryCoronaryArteryDisease: Off
	HistoryPulmonaryEmbolism: Off
	HistoryBronchitis: Off
	HistoryCongestiveHeartFailure: Off
	HistoryReflux: Off
	HistoryHyperthyroidism: Off
	HistoryDepression: Off
	HistoryCancer: Off
	HistoryCABrain: Off
	HistoryDiabetes: Off
	HistoryHypothyroidism: Off
	HistoryKidneyStones: Off
	HistoryCABreast: Off
	HistoryEmphysema: Off
	HistoryLiverProblems: Off
	HistoryLungProblems: Off
	HistoryCACervical: Off
	HistoryStroke: Off
	HistoryTuberculosis: Off
	HistoryHeartAttack: Off
	HistoryRheumatiodArthritis: Off
	HistorySeizure: Off
	HistorySleepApnea: Off
	HistoryCAColon: Off
	HistoryUTI: Off
	HistoryHeartStent: Off
	HistoryHeartMurmur: Off
	HistoryLupus: Off
	HistoryCAKidney: Off
	HistoryHighBloodPressure: Off
	HistoryMigraines: Off
	HistoryOther: Off
	HistoryOtherDesc: 
	HistoryOsteoporosis: Off
	HistoryHepatitisB: Off
	HistoryHepatitisC: Off
	HistorySurgicalNone: Off
	HistoryGastricBypass: Off
	HistoryHeartSurgery: Off
	HistoryHemorrhoidectomy: Off
	HistoryHipReplacement: Off
	HistoryHysterectomyComplete: Off
	HistoryHysterectomyPartial: Off
	HistoryInterventionalPainProcedures: Off
	HistoryKneeReplacement: Off
	HistoryKyphoplasty: Off
	HistoryAbdominalSurgery: Off
	HistoryAmputation: Off
	HistoryAngioplasty: Off
	HistoryAppendectomy: Off
	HistoryArthroscopyKnee: Off
	HistoryArthroscopyShoulder: Off
	HistoryBronchoscopy: Off
	HistoryCABG: Off
	HistoryCartoidEndarterectomy: Off
	HistoryColonResection: Off
	HistoryGallbladderRemoval: Off
	HistoryParathyroidectomy: Off
	HistoryPneumonectomy: Off
	HistoryProstateectomy: Off
	HistoryRotatorCuffRepair: Off
	HistorySpineSurgeryCervical: Off
	HistoryFemoralBypass: Off
	HistoryNephrectomy: Off
	HistoryFractureRepair: Off
	HistoryPacemaker: Off
	HistorySpineSurgeryThoracic: Off
	HistorySpineSurgeryLumbar: Off
	HistoryTonsillectomy: Off
	HistoryTURP: Off
	HistoryVasectomy: Off
	HistoryVertebroplasty: Off
	HistoryOtherSurgery: Off
	HistoryPastSurgery: 
	HistoryBanding: Off
	FamilyHistoryOtherDesc1: 
	HistorySocialNone: Off
	SocialHistoryCigaretteSmoking: Off
	SocialHistoryPhysicalWork: Off
	SocialHistoryPipeSmoking: Off
	SocialHistorySedentaryWork: Off
	SocialHistoryChewingTobacco: Off
	SocialHistoryLightDuty: Off
	SocialHistoryRetired: Off
	SocialHistoryAlchohol: Off
	SocialHistoryHomemaker: Off
	SocialHistoryStudent: Off
	SocialHistoryRegularDuty: Off
	SocialHistoryOutOfWork: Off
	HistoryTobaccoUseAmount: 
	HistoryAlcoholUseAmount: 
	HistoryTobaccoUseDuration: 
	MedicationsNone: Off
	DailyMedication7Name: 
	DailyMedication7Dosage: 
	DailyMedication1Name: 
	DailyMedication1Dosage: 
	DailyMedication4Name: 
	DailyMedication4Dosage: 
	DailyMedication8Name: 
	DailyMedication8Dosage: 
	DailyMedication2Name: 
	DailyMedication2Dosage: 
	DailyMedication5Name: 
	DailyMedication5Dosage: 
	DailyMedication9Name: 
	DailyMedication9Dosage: 
	DailyMedication3Name: 
	DailyMedication3Dosage: 
	DailyMedication6Name: 
	DailyMedication6Dosage: 
	DailyMedication10Name: 
	DailyMedication10Dosage: 
	PharmacyUsed: 
	PharmacyPhone: 
	AllergiesNone: Off
	HistoryMedicationAllergy: 
	AutoAccidentRelated: Off
	HistoryCarpalTunnelRepair: Off
	HistoryOtherSurgery90Days: Off
	HistoryFamilyNone1: 
	FamilyHistoryAnesthesiaProblems1: 
	FamilyHistoryArthritis1: 
	FamilyHistoryAsthma1: 
	FamilyHistoryBleedingDisorder1: 
	FamilyHistoryCABrain1: 
	FamilyHistoryOther1: 
	FamilyHistoryCAProstate1: 
	FamilyHistoryCAThyroid1: 
	FamilyHistoryCancer1: 
	FamilyHistoryDiabetes1: 
	FamilyHistoryCACervical1: 
	FamilyHistoryCAColonRectal1: 
	FamilyHistoryCAKidney1: 
	FamilyHistoryCALung1: 
	FamilyHistoryCAOvarian1: 
	FamilyHistoryCABreast1: 
	FamilyHistoryHypertension1: 
	FamilyHistoryOsteoporosis1: 
	FamilyHistoryStroke1: 
	FamilyHistoryTuberculoisis1: 
	DateSent: 
	ROSChestDiscomfort: Off
	ROSConfusion: Off
	ROSFever: Off
	ROSSensationDisturbance: Off
	ROSBruising: Off
	ROSChills: Off
	ROSBirthmark: Off
	ROSSweats: Off
	ROSRash: Off
	ROSWeakness: Off
	ROSItching: Off
	ROSMalaise: Off
	ROSDryness: Off
	ROSAbnormalWeightLoss: Off
	ROSSuspiciousLesions: Off
	ROSSleepDisturbance: Off
	ROSDoubleVision: Off
	ROSBlurredVision: Off
	ROSEyeIrritation: Off
	ROSEyeDischarge: Off
	ROSVisionLoss: Off
	ROSEyePain: Off
	ROSLightSensitivity: Off
	ROSEarache: Off
	ROSRingingInEars: Off
	ROSNasalCongestion: Off
	ROSNosebleeds: Off
	ROSSoreThroat: Off
	ROSDifficultySwallowing: Off
	ROSHearingLoss: Off
	ROSNewSymptoms: Off
	ROSChestPains: Off
	ROSPalpatations: Off
	ROSSyncope: Off
	ROSShortnessOFBreath: Off
	ROSumbnessInArms: Off
	ROSSwellingOfLimbs: Off
	ROSPainfulUrination: Off
	ROSBloodInUrine: Off
	ROSUrinaryFrequency: Off
	ROSUrinaryHesitancy: Off
	ROSIncontinence: Off
	ROSCough: Off
	ROSShortnessOfBreathRespitory: Off
	ROSWheezing: Off
	ROSChestCongestion: Off
	ROSNausea: Off
	ROSVomiting: Off
	ROSDiarrhea: Off
	ROSConstipation: Off
	ROSAbdominalPain: Off
	ROSBloodInStool: Off
	ROSHeartburn: Off
	ROSDiabetes: Off
	ROSBackPain: Off
	ROSJointPain: Off
	ROSJointSwelling: Off
	ROSHeadaches: Off
	ROSmemoryLoss: Off
	ROSTransientParalysis: Off
	ROSNeuroWeakness: Off
	ROSNumbness: Off
	ROSTingling: Off
	ROSVertigo: Off
	ROSDepression: Off
	ROSAnxiety: Off
	ROSPsychMemoryLoss: Off
	ROSMentalDisturbance: Off
	ROSSuicidalThoughts: Off
	ROSMoodDisorders: Off
	ROSParanoia: Off
	ROSSleepDisturbances: Off
	ROSEatingDisorder: Off
	ROSHistoryOfSeizures: Off
	ROSNeuroSyncope: Off
	ROSTremors: Off
	ROSChronicInfections: Off
	ROSAbnormalBruising: Off
	ROSBleeding: Off
	ROSEnlargedLymphNodes: Off
	ROSHives: Off
	ROSHayFever: Off
	ROSPersistentInfections: Off
	ROSHIVExposure: Off
	ROSColdSensitivity: Off
	ROSHeatSensitivity: Off
	ROSAbnormalWeightGain: Off
	ROSExcessiveThirst: Off
	ROSExcessiveUrination: Off
	ROSExcessiveHunger: Off
	ROSRunnyNose: Off
	ROSSinusCongestion: Off
	ROSRednessOfLimb: Off
	ROSSwellingLimb: Off
	ROSMuscleSoreness: Off
	ROSArthritis: Off
	ROSDiscolorationLimb: Off


