The Bone & Joint Clinic of Lake Jackson
NEW PATIENT Check In Form
Date: _______________Appointment Time: ____________Check In Time: _______________
1. Patient’s name as it appears on insurance card: 
Last                                       First                            Middle
2. Did a doctor refer this patient? (Y   (N  Name: __________________________________
If not referred to us, how did you hear about us? __________________________________

3. Was patient seen in the Emergency Room by Dr. Hudson? (Y (N. If YES, when? _______

4. What is the reason for being seen today? 
____________________________________________________________________________

Which side?  ( LEFT    ( RIGHT ________________________________________
5. Is this a Work Injury? (Y  (N
6. Is this patient PREGNANT? (YES   (NO   (N/A    
7. Did you bring x-rays? (Y   (N.  If NO, did you have x-rays taken elsewhere?     (Y  (N

If YES where? _______________________________________________
For Office Use Only: New Patient/Consult

