
THE MILWAUKEE HAND CENTER  -  PATIENT REGISTRATION 
Please Print 

1.  Patient Information   
Name:  Mr.  Mrs.  Ms.  Dr.               Age:  Sex:        Birthdate: 

 
Address:               SSN:              Email (for appointments/statements) 

 

City:   State:  Zip:         Home Phone:                       Work Phone:                            Cell Phone: 

             (        )      (        )                (        ) 
Occupation:             Employer:        Years Employed 

 
Employer Address:                           Employer City:      State:         Zip: 

 
 
2.  Insurance Information  (fill out the top section on the reverse side of this form if someone else holds the insurance) 
__ Humana          __ Anthem/Blue Cross          __Aetna          ____CommonGround       ___NetworkHealth      ___Cigna 
__United Health Care / UMR   note: we are out of network providers.  Make sure you understand your policy benefits ______(initials) 
__Medicare  note: we participate in regular Medicare but not all Medicare HMOs (such as those from United Health Care) 
__Worker’s Compensation  [claim# _______________]  note: we will still need to make a copy of your regular insurance card 
__Other  ______________________ note: we participate in many other plans.  Check with your carrier or policy for benefit levels. 
 

3.  Secondary/Supplmental Insurance Information (if none, write ‘none’ in the space) 
  

 

4.  Referral and Doctor information 
 

    
   
 
 
5.  Reason for your appointment 
 
 
 
 
 
 
 
 
 
 
 
 
I certify that the above information is correct.  In order to provide the doctor with complete information regarding my problem, I give permission to obtain  x-rays, lab test 
results and medical records relating to my problem from other physicians, hospitals, and health care providers.  In order to submit claims to your insurer, I authorize release 
of medical information to my carrier or in the case of Worker’s Compensation, my employer.   I request that benefits payable to me or on my behalf be made directly to The 
Milwaukee Hand Center (MHC) for any services furnished.  I authorize Medicare to furnish the above named any information regarding my Medicare claim under Title 
XVIII of the Social Security act.  I understand that I am financially responsible for any balance not covered by my insurance carrier and that our office does not third party 
bill.  I authorize the taking of photographs or video in the treatment of my case.  A copy of this signature is valid as the original.  I accept financial responsibility for 
rendered medical care and will promptly remit payment for services not fully paid by insurance.  I understand that interest is assessed on past due balances at 1% of the total 
due each month in addition to a $3 statement fee.  Delinquint accounts are fowarded to an outside collection agency.  Dr Watchmaker has an ownership interest in 
Orthopaedic Hospital of Wisconsin.  In the course of your diagnosis and/or treatment at our office, you may be referred for services there.  If you prefer that the services for 
which you are referred be provided at a different facility, please notify one of our staff members at, or as soon as possible after, the time of such referral so that alternative 
arrangements can be made.  I understand that MHC also has contract ties to Aurora Healthcare through the Aurora Network and Ascension - Columbia St. Mary’s through 
The Columbia St. Mary’s Physician Network.  I acknowledge that a copy of this office’s privacy policy as required by federal HIPPA regulation is available at 
www.themilwaukeehandcenter.com and also from the office registration staff upon request.  Unless otherwise notified by you, our office will share information about your 
condition with your immediate family such as spouse, parent, or adult children of older patients.  Notify us if you do not wish immediate family to be able to attend your 
office visits or be privy to your medical care with us.  If I provided  my email address and phone number, I authorize MHC to use these as means to communicate with me 
about my appointments, treatments, and billing.  I understand that x-rays can be harmful to developing fetuses and that I will notify the office staff prior to any x-ray being 
taken if there is any possibility of my pregnancy.   
 
Patient Signature  __________________________________________________    Date ______________ 

(if minor, have legal guardian/parent sign) 

Describe what is wrong with your hand or arm 

When did your problem begin? 

   Who is your internist, family practitioner, or pediatrician?  If you have not seen one in 3 years, write ‘none’

 Married 
 Single/Widow

 Full-Time 
 Part-time 
 Not working 

Involves which hand/arm most     ____ LEFT           ____ RIGHT           

MD Last Name, First name: 

 My internist or family doctor 
 I researched you myself on the internet 

 I live in an assisted living facility

                    Is your problem a result of a work injury    _____                          A motor vehicle accident  _____ 

Who recommended us? 

Rev 07/20 

Name of who recommended (we send thank you notes)               

What tests (xray, MRI, nerve test, labs) have you had done? 

What treatment have you had? 

 A friend or family member 
 The Emergency Room  
 A co-worker  
 A former patient  



6.  Responsible Party Information (if not the same person as Section 1)
Name:  Mr.  Mrs.  Ms.       Age: Sex: Birthdate:

Address:          SSN:

City: State: Zip:        Home Phone: Work Phone:

Occupation:      Employer:

 Employer Address:      Employer City:    State:     Zip:

7.  Primary Insurance  (if we don’t have a copy) 8.  Secondary Insurance (if we don’t have a copy)
     Primary Insurance Company: Secondary Insurance Company

     Address: Address:

     Insured: (Name on card): Insured (Name on card):

     Relationship to insured: Relationship to insured:
Self     Spouse     Child     Other ____________      Self     Spouse     Child     Other __________________

     Insured ID Number: Insured ID Number

     Group Number or Company Name: Group Number or Company Name:

     Effective Date: Effective Date:

     Birthdate of insured: Birthdate of insured:



Review of Systems

To help us understand your recent, overall health, please circle any of the following symptoms
you’ve experienced recently

Constitutional: Fever Weight loss Loss of energy
Eyes: Dry eyes Vision loss Blurred vision
Ears/Nose/Throat: Sore throat Nose Bleeds Hearing loss
Cardiovascular: Chest pain Heart racing Swollen ankles
Respiratory: Short of breath Chronic cough Pneumonia
GI: Nausea Diarrhea
GU: Bloody urine Difficulty Urinating  Ulcers
Skin: Skin infection Open wound Other skin condition
Neurological: Seizures Tremors Severe headaches
Psychiatric: Depression Anxiety
Endocrine: Excessive thirst Thyroid disease
Hematologic: Easy bruising Easy bleeding Anemia
Musculoskelatal: Swollen joints Morning stiffness

If you have none of the above symptoms, circle the word none NONE

If you are allergic to latex, circle the word latex LATEX

If you currently have hepatitis, HIV, cancer or other illness that IMMUNE
would suppress your immune system, circle the word immune.

If you currently smoke cigarettes or have smoked in the past TOBACCO
6 months, circle the word TOBACCO.

If you have had a skin infection referred to as a ‘staph’ infection, STAPH
Circle the word STAPH.

If you have ever had a staph infection referred to as MRSA (pronounced MRSA
mirsa) or called methicillin resistant staph aureus, circle MRSA.

_____________________________      _____________
         Signature                    Date

Patient Name _________________________________



My Current Medications             ____ None               ___ See Attached List

Drug _________________  Dose _______          Drug _________________     Dose _______

Drug _________________  Dose _______          Drug _________________     Dose _______

Drug _________________  Dose _______          Drug _________________     Dose _______

Medicines I am Allergic to          ____ None                                   Drug_____________Reaction________________

Drug_____________Reaction_________________                      Drug_____________Reaction________________

Surgeries I have had                   ___ None            ___ See Attached List

 Year _______   Operation ___________________________________________________

 Year _______   Operation ___________________________________________________

 Year _______   Operation ___________________________________________________

 Year _______   Operation ___________________________________________________

 Year _______   Operation ___________________________________________________

My Medical Problems
(Check any that apply)
___ None
___ Diabetes
___ High Blood Pressure
___ Heart Disease or Heart Attack
___ Atrial Fibbrilation
___ Seizures
___ Blood Clots
___ Stroke
___ Kidney disease
___ Liver problems or hepatitis
___ Bleeding Problems or Disorder
___ Asthma
___ Emphysema
___ Rheumatoid disease
___ Stomach ulcers or bleeding
___ Thyroid problems
___ Gout
___ Other ____________________
_____________________________

PMD _______________________

RMD _______________________

Name __________________________________

Date  __________________________________

                                                                                                                  Allen’s                         Tinels                           PPT
                              Grip            Pinch        Wrist Flx     Wrist Ext     Radial       Ulnar       Median      Ulnar       Median       Ulnar

Right
Left

The Milwaukee Hand Center
Medical History and Physical

Office Use:

Office Use:

We look forward to caring for your hand or upper extremity problem today.  Thank you for taking a moment to share with us some
background medical information on yourself.  The doctor will refer to this information when examining you as well as when recommending
treatment.  Thank you for printing your responses.  Please leave the top and bottom boxes empty.



HIPAA Notice of Privacy Practices (“Notice”)
 This Notice describes how our practice and our health care professionals, employees, volunteers, trainees and staff may use and disclose your medical
information to carry out treatment, payment or health care operations and for other purposes that are described in this Notice.  We understand that
medical information about you and your health is personal and we are committed to protecting medical information about you.  This Notice applies to all
records of your care generated by this practice.  This Notice also describes your right to access and control your medical information.  This information
about you includes demographic information that may identify you and that relates to your past, present and future physical or mental health or condition
and related health care services.  Typically your medical information will include symptoms, examination and test results, diagnoses, treatment and a
plan for future care or treatment.  We are required by law to protect the privacy of your medical information and to follow the terms of this Notice.  We
may change the terms of this Notice at any time.  The new Notice will then be effective for all medical information that we maintain at that time and
thereafter.  We will provide you with any revised Notice if you request a revised copy be sent to you in the mail or if you ask for one when you are in the
office. If you have any questions about this Notice please contact Dr. Greg Watchmaker at (262)241-9224.
I.  Uses and Disclosures of Protected Health Information.
Your medical information may be used and disclosed for purposes of treatment, payment and health care operations.  The following are examples of
different ways we use and disclose medical information.   They are examples and not exhaustive or all inclusive.
Treatment: We may use and disclose medical information about you to provide, coordinate, or manage your medical treatment or any related services.
This includes the coordination or management of your health care with a third party that has already obtained your permission to have access to your
medical information.  For example, we could disclose your medical information to a home health agency that provides care to you.  We may also disclose
medical information to other physicians who may be treating you, such as a physician to whom you have been referred to ensure that the physician has
the necessary information to diagnose or treat you.  In addition, we may disclose your medical information to another physician or health care provider,
such as a laboratory.
Payment:We may use and disclose medical information about you to obtain payment for the treatment and services you receive from us.  For example,
we may need to provide your health insurance plan information about your treatment plan so that they can make a determination of eligibility or to obtain
prior approval for planned treatment.  For example, obtaining approval for a hospital stay may require that relevant medical information be disclosed to
the health plan to obtain approval for the hospital admission.
Healthcare Operations:We may use or disclose medical information about you in order to support the business activities of our practice.  These
activities include, but are not limited to, reviewing our treatment of you, employee performance reviews, training of medical students, licensing,
marketing and fundraising activities and conducting or arranging for other business activities. We may also call you by name in the waiting room when
your physician is ready to see you.  We may use or disclose your medical information to remind you of your next appointment.  We may share your
medical information with third party “business associates” that perform activities on our behalf, such as billing or transcription for the practice.
Whenever an arrangement between our office and a business associate involves the use or disclosure of your medical information, we will have a written
contract that contains terms that asks the “business associate” to protect the privacy of your medical information.  We may use or disclose your medical
information to provide you with information about treatment alternatives or other health-related benefits and services that may be of interest to you.  We
may also use and disclose your medical information for other marketing activities.  For example, your name and address may be used to send you a
newsletter with updated information in hand surgery or conditions or new treatments available. You may contact our Privacy Contact to request that these
materials not be sent to you.
Health Information Exchange: new laws require us to electronically share and exchange medical and other individually identifiable health information
regarding patients among health care providers that participate in the Health Care Exchanges.  Through the Exchange we may electronically disclose
demographic, medical, billing and other health-related information about you to other health care providers that participate in the Exchange and request
such information for purposes of facilitating or providing treatment, arrangement for payment for health care services or otherwise conducting or
administering their health care operations.
Other Permitted and Required Uses and Disclosures That May Be Made With Your Consent, Authorization or Opportunity Object.  We may
use and disclose your medical information in the following instances.  You have the opportunity to agree or object to the use or disclosure of all or part of
your medical information.  If you are not present or able to agree or object to the use or disclosure of the medical information, then your physician may,
using professional judgment, determine whether the disclosure is in your best interest.  In this case, only the medical information that is relevant to your
health care will be disclosed.  Others Involved in Your Healthcare:Unless you object, we may disclose to a member of your family, a relative, or close
friend your medical information that directly relates to that person’s involvement in your health care.  If you are unable to agree or object to such a
disclosure, we may disclose such information if we determine that it is in your best interest based on our professional judgment.  We may use or disclose
medical information to notify or assist in notifying a family member or any other person that is responsible for your care of your location, general
condition or death.  Finally, we may use or disclose your medical information to an entity assisting in disaster relief efforts and to coordinate uses and
disclosures to family or other individuals involved in your health care.  Emergencies:  We may use or disclose your medical information for emergency
treatment.  If this happens, we shall try to obtain your consent as soon as reasonable after the delivery of treatment.  If the practice is required by law to
treat you and has attempted to obtain your consent but is unable to do so, the practice may still use or disclose your medical information to treat you.
Communication Barriers:  We may use and disclose your medical information if the practice attempts to obtain consent from you but is unable to do so
due to substantial communication barriers and, in our professional judgment, you intended to consent to use to use or disclosure under the circumstances.
Other Permitted and Required Uses and Disclosures That May Be Made Without Your Consent, Authorization or Opportunity to Object.We
may use or disclose your medical information in the following situations without your consent or authorization.  These situations include:(a)  Required
By Law:We may use or disclose your medical information when federal, state or local law requires disclosure.  You will be notified of any such uses or
disclosure.(b) Public Health:  We may disclose your medical information for public health activities and purposes to a public health authority that is
permitted by law to collect or receive the information. This disclosure will be made for the purpose of controlling disease, injury or
disability.(c)Communicable Diseases:We may disclose your medical information, if authorized by law, to a person who may have been exposed to a
communicable disease or may otherwise be at risk of contracting or spreading the disease or condition.(d)Health Oversight:We may disclose medical
information to a health oversight agency for activities authorized by law, such as audits, investigations, inspections and licensure.  These activities are
necessary for the government agencies to oversee the health care system, government benefit programs, other government regulatory programs and civil
rights laws. (e)Abuse or Neglect:We may disclose your medical information to a public health authority that is authorized by law to receive reports of
child abuse or neglect.  In addition, we may disclose your medical information to the governmental entity authorized to receive such information if we
believe that you have been a victim of abuse, neglect or domestic violence as is consistent with the requirements of applicable federal and state laws.
(f)Food and Drug Administration:We may disclose your medical information to a person or company required by the Food and Drug Administration
to report adverse events, product defects or problems, biologic product deviations, track products; to enable product recalls; to make repairs or
replacements, or to conduct post marketing surveillance, as required.(g)Legal Proceedings:We may disclose medical information in the course of any
judicial or administrative proceeding, when required by a court order or administrative tribunal, and in certain conditions in response to a subpoena,



discovery request or other lawful process.  (h)Law Enforcement:We may disclose medical information, so long as applicable legal requirements are
met, for law enforcement purposes.  These law enforcement purposes include:  (i) responding to a court order, subpoena, warrant, summons or
otherwise required by law; (ii) identifying or locating a suspect, fugitive, material witness or missing person; (iii) pertaining to victims of a crime; (iv)
suspecting that death has occurred as a result of criminal conduct; (v) in the event that a crime occurs on the premises of the practice; and (vi)
responding to a medical emergency (not on the Practice’s premises) and it is likely that a crime has occurred..(j)Research:We may use and disclose
your PHI for research purposes in certain limited circumstances.  We will obtain your written authorization to use your PHI for research purposes except
when an Internal Review Board (“IRB”) or Privacy Board has determined that the waiver of your authorization satisfies the following:  (i) the use or
disclosure involves no more than a minimal risk to your privacy based on the following:  (A)  an adequate plan to protect the identifiers from improper
use and disclosure; (B) an adequate plan to destroy the identifiers at the earliest opportunity consistent with the research (unless there is a health or
research justification for retaining the identifiers or such retention is otherwise required by law); and (C) adequate, written assurances that the PHI will
not be re-used or disclosed to any other person or entity (except as required by law) for authorized oversight of the research study, or for other research
for which the use or disclosure would otherwise be permitted; (ii) the research could not practicably be conducted without the waiver; and (iii) the
research could not practicably be conducted without access to and use of the PHI.(k)Criminal Activity:Consistent with applicable federal and state
laws, we may disclose your medical information, if we believe that the use or disclosure is necessary to prevent or lessen a serious and imminent threat
to the health or safety of a person or the public.  We may also disclose medical information if it is necessary for law enforcement authorities to identify
or apprehend an individual.(m) Military Activity and National Security.If you are a member of the armed forces, we may use or disclose
medical information, (i) as required by military command authorities; (ii) for the purpose of determining by the Department of Veterans Affairs of your
eligibility for benefits; or (iii) for foreign military personnel to the appropriate foreign military authority.  We may also disclose your medical
information to authorized federal officials for conducting national security and intelligence activities, including for the protective services to the
President or others legally authorized.(n)Workers’ Compensation:We may disclose your medical information as authorized to comply with workers’
compensation laws and other similar programs that provide benefits for work-related injuries or illness.(o)Inmates:We may use or disclose your
medical information if you are an inmate of a correctional facility and our practice created or received your health information in the course of
providing care to you.(p) Required Uses and Disclosures:Under the law, we must make disclosures to you and when required by the Secretary of
the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500, et seq. seq.
IV.The Following Is a Statement of Your Rights with Respect to Your Medical Information and a Brief Description of How You May Exercise
These Rights.  (a)You have the right to inspect and copy your medical information.  This means you may inspect and obtain a copy of medical
information about you that has originated in our practice.  We may charge you a reasonable fee for copying and mailing records.  To the extent we
maintain any portion of your PHI in electronic format, you have the right to receive such PHI from us in an electronic format.  We will charge no more
than actual labor cost to provide you electronic versions of your PHI that we maintain in electronic format.  After you have made a written request to
our Privacy Contact at the following address:  1535 W. Market Street, Mequon, WI  53092, we will have thirty (30) days to satisfy your request.  If we
deny your request to inspect or copy your medical information, we will provide you with a written explanation of the denial.  You may not have a right
to inspect or copy psychotherapy notes.  In some circumstances, you may have a right to have the decision to deny you access reviewed.  Please contact
the Privacy Contact if you have any questions about access to your medical record.(b)You have the right to request a restriction of your medical
information.  You may ask us not to use or disclose part of your medical information for the purposes of treatment, payment or healthcare operations.
You may also request that part of your medical information not be disclosed to family members or friends who may be involved in your care or for
notification purposes as described in this Notice.  You must state in writing the specific restriction requested and to whom you want the restriction to
apply.  You have the right to restrict information sent to your health plan or insurer for products or services that you paid for solely out-of-pocket and
for which no claim was made to your health plan or insurer.(c) The Milwaukee Hand Center is not required to agree to your request.
If we believe it is in your best interest to permit use and disclosure of your medical information, your medical information will not be
restricted; provided, however, we must agree to your request to restrict disclosure of your medical information if:  (i) the disclosure is for
the purpose of carrying out payment or health care operations and is not otherwise required by law; and (ii) the information pertains
solely to a health care item or service for which you (and not your health plan) have paid us in full.  If we do agree to the requested
restriction, we may not use or disclose your medical information in violation of that restriction unless it is needed to provide emergency
treatment.  Your written request must be specific as to what information you want to limit and to whom you want the limits to apply.
The request should be sent, in writing, to our Privacy Contact.(d)  You have the right to request to receive confidential
communications from us at a location other than your primary address.  We will try to accommodate reasonable requests.  Please
make this request in writing to our Privacy Contact. (e) You may have the right to have The Milwaukee Hand Center amend
your medical information.  If you feel that medical information we have about you is incorrect or incomplete, you may request we
amend the information.  If you wish to request an amendment to your medical information, please contact our Privacy Contact, in writing
to request our form Request to Amend Health Information.  In certain cases, we may deny your request for an amendment.  If we deny
your request for amendment, you have the right to file a statement of disagreement with us.(f) You have the right to receive an
accounting of disclosures we have made, if any, of your medical information.  This applies to disclosures for purposes other than
treatment, payment or healthcare operations as described in this Notice.  It excludes disclosures we may have made to you, family
members or friends involved in your care, or for notification purposes.  To receive information regarding disclosures made for a specific
time period no longer than six (6) years and after April 14, 2003, please submit your request in writing to our Privacy Contact.  We will
notify you in writing of the cost involved in preparing this list.  To the extent we maintain your PHI in electronic format, you may
request an accounting of all electronic disclosures of your PHI for treatment, payment, or healthcare operations for the preceding three
(3) years prior to such (h) Right to be Notified of a Breach. You have the right to be notified in the event that our practice (or a
Business Associate of ours) discovers a breach of unsecured protected health information.(i) Complaints:You may complain to us or to
the Secretary Of Health and Human Services if you believe your privacy rights have been violated by us.  You may file a complaint with
us by notifying our Privacy Contact, in writing.  We will not retaliate against you for filing a complaint.

 By signing this form, you acknowledge receiving this Notice and that you were afforded an opportunity to ask questions related to the
content herein.
 
 Signature of Patient ____________________________ Date______________    Printed Name________________________________
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