MEDICAL PARK ORTHOPAEDIC CLINIC, P.A.

OR

W. CODY GRAMMER, M.D. P.A.

DATA SHEET

	PATIENT INFORMATION

            Patient’s Name:  _____________________________________________ Home Phone: ___________________​​​​​​​_____

           Home Address:  ______________________________________________Mailing Address: ______________________ 

                                          (Please give street address)                                                                                                                      (Please give P.O Box )
          ____________________________________________________________Cell Phone:    ______________________​​​​___      

           City & State:  _____________________________Zip Code:  _________ Work Phone:  __________________​​​​​​​______

           Social Security No.: _________________Date of Birth: _________Age:______ Sex:  M  F    Marital Status:  S  M  D  W  

           Patient’s Employer:  _________________________________________________Phone No.:  ___________________

          Address:  ____________________________City & State:  ________________________Zip Code:  _______________




         SPOUSE/PARENT INFORMATION

Spouse/Parent:  _____________________________________________Home Phone:  __________________​​______

Date of Birth:  ____________________SS#:  ______________________Cell Phone:  _________________________

Employer:  _________________________________________________Work Phone:  ________________________

Address:  _______________________________City & State:  ________________________Zip Code: ___________

	                                                             PRIMARY CARE OR FAMILY PHYSICIAN

Physician’s Name:  _______________________________________________________________________________



	                                                    PRIMARY INSURANCE INFORMATION

Medicare #:  _______________________Medicaid #:  _______________________Medipak #:  ___________________

Primary Insurance:  ______________________________Address:  __________________________________________

City & State:  ____________________Zip Code:  ___________Phone #:  _____________Insured SS#​​​______________

Person’s name insurance under (insured person):  __________________________Relationship to patient:  ___________

Insured’s Date of Birth:  __________________Policy number:  __________________Group number:  _______________

Employer:____________________________________________Referral Required:   Yes or No         Co-Pay:  Yes or No 

Pharmacy Used and phone number_____________________________________________________________________



	                                          SECONDARY INSURANCE INFORMATION

Secondary Insurance:  _______________________________Address:  __________________________________________

City & State:  ________________________________Zip Code:  ___________________Phone #:  ____________________

Person’s name insurance under (insured person): _____________________________Relationship to patient: ____________

Insured’s Date of Birth:  _______________________Policy Number:  ___________________Group Number:  __________

Insured’s SS#__________________________ Referral Required:  Yes or No                      Co-Pay:  Yes or No



	


                                  CONTACT INFORMATION

Name of friend/relative not residing in your household:____________________________​​​​​​​​​​​​​​​​​​​​​______________________

Address:  ___________________________________________________City & State:  ________________________

Zip Code:  _________Relationship to patient:__________________Phone Number:  ___________________________

	            I hereby assign to Medical Park Orthopaedic Clinic, P. A. any Medicare, Insurance, or other third-party 

            benefits available for health care services provided to me by Dr. J. D. Allen, M. D. or Jeffery Angel, M. D.  

            I understand that Medical Park Orthopaedic Clinic, P. A. practice has the right to refuse or accept 

            assignment of such benefits.  If these benefits are not assigned to Medical Park Orthopaedic Clinic, P.A., I 

            agree to forward to Medical Park Orthopaedic Clinic, P. A. Practice all Medicare, all Insurance, or other 

            third-party payments that I received for services rendered to me immediately upon receipt.

            I authorize any holder of medical information about me to release to the Center of Medicare and Medicaid

            Services and it’s agents any information needed to determine these benefits or the benefits payable for 

            related services.


___________________________________________         __________________________________                               Signature of Patient/Legal Guardian                                 Date

I hereby assign to W. Cody Grammer, M. D., P.A. any Medicare, Insurance, or other third-party benefits available

for health care services provided to me by W. Cody Grammer, M.D.  I understand that W. Cody Grammer, M. D.,

P.A. practice has the right to refuse or accept assignment of such benefits.  If these benefits are not assigned to W. Cody Grammer, M. D. P.A. I agree to forward to W. Cody Grammer, M. D. P.A. Practice all Medicare, all Insurance, or other third-party payments that I receive for services rendered to me immediately upon receipt.

I authorize any holder of medical information about me to release to the Center of Medicare and Medicaid  services and it’s agents any information needed to determine these benefits or the benefits payable for related 

services.

_______________________________________          ___________________________________

Signature of Patient/Legal Guardian                          Date

