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CENTER




PATIENT REGISTRATION 
Today’s Date:  ______________________                                    Patient #:  ___________(for office use)
	      Please Circle One                                   DATE OF BIRTH                                                 SOCIAL SECURITY #
    MALE or FEMALE

	LAST NAME                               FIRST NAME                        M.I.                      Suffix                        Please Circle One

                                                                                                                                              Mr.    Mrs.     Ms.    Dr.

	Patient’s Address:                                                         City                                     State                   Zip



	Mailing Address if Different:                                       City                                     State                   Zip



	Home Phone Number:                                 Work Phone Number:                         E-mail Address:



	Place of Employment or School (if Student):



	Name of Spouse or Significant Other (if applicable):



	Emergency Contact Name:                                                    Emergency Contact Phone Number:



	INSURANCE INFORMATION

	Insurance Plan Name:                            Group #:                           I.D.#                                 Co-pay Amount?



	Insured’s Name:    (L, F, MI)                                                         Patient’s Relationship to Insured: 



	Insured’s Place of Employment:                                                   Insured’s Work Phone Number:



	Secondary Insurance Plan Name:              Group #:                     I.D..#                                Co-pay Amount?



	Insured’s Name:   (L, F, MI)                                                         Patient’s Relationship to Insured:  



	PRIMARY CARE PROVIDER NAME?                       Referral Needed?                            Referral Number:

                                                                                   YES or NO

	REFERRING PROVIDER NAME?  (If different than primary doctor)



	FINANCIAL INFORMATION:  PERSON RESPONSIBLE FOR FEES (if other than patient)

	Name:                                                                                                 Phone:



	Address:                                                       City                               State                                            Zip



	PLEASE CONTINUE ON REVERSE

	Worker’s Compensation   Please fill out this section  ONLY if this injury IS or MAY BE work related:

Did this Injury Occur at Work?   Yes           No            State in which Injury Occurred? ________________________

Has First Report of Injury been filed?         Yes          No      

Date of this Accident:  (same date as First Report of Injury)  _________________________

Has Claim been approved?     Yes             No              If yes, Claim # is: ___________________________________

Employer at time of injury: (if different from present employer):  __________________________________________

Employer Address:  ___________________________________________ Phone:  __________________________

Worker’s Compensation Carrier Name and Address:  __________________________________________________

____________________________________________________ Contact Person:  __________________________




What are you being seen for today at The Knee Hip Shoulder Center?   

_________________________________________________________

If this is an injury, on what date did this occur?  _________________________________________________________

If this is an injury, where did this injury occur?  _________________________________________________________

If this is not an injury, how long have you had symptoms?  _________________________________________________________

Have you been treated previously for this problem? If YES, when and by whom?  

How Did You Hear of Us?   Circle One:

Previous Patient (you have seen Dr. King or Kathleen Leavitt, PA-C previously)

Newspaper     Referred by Friend      Referred by Doctor    School     Physical Therapist

Other: _________________________________________
If the patient being seen today is a minor, what is the name and relationship of the responsible adult that is accompanying them?  __________________________________________________

I certify that to the best of my knowledge, the information contained in this Patient Registration is true and complete.  I consent to treatment by The Knee Hip Shoulder Center for the problem stated above.

Patient Signature (parent/legal guardian signature if patient is under the age of 18) Date
Welcome to our office. We are committed to providing the best, most comprehensive care possible. We encourage you to ask questions. Please assist us by providing the following information. All information is confidential and is released only with your consent. Please fill in the blanks below the line.
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