RANKIN ORTHOPAEDIC AND SPORTS MEDICINE CENTER
1160 Varnum Street, NE Suite 312, Washington, DC  20017    
Patient Information Sheet





Date:_________________________

NAME:  Last:__________________________First:____________________ MI____
ADDRESS: ____________________________________________________________

CITY:_______________________________State_______________Zip___________

Home Phone:________________________ Cell Phone____________________________

Work Phone: _______________________________  Extension_____________________

Primary Care Doctor: ______________________________________________________

Referring Doctor:__________________________________________________________

Date of Birth:____________________    Sex_________  Social Security #_______________________
Marital Status:______________________ Employment Status_____________  Student Status_____









 (F/T-P/T-Ret)

Employer:_________________________________________________________________________












Employer Address:__________________________________________________________________

Responsible Party:
Name_______________________________________   Relationship ________________DOB_________

Address______________________________________ City/St/Zip:______________________________

Home Phone _________________________  Work Phone___________________ Ext ____________

Responsible Party Employer: __________________________________________________________

Employer Address______________________________City/St/Zip____________________________

Emergency Contact:

Name________________________________________ Relationship___________________________
Address_______________________________________City/St/Zip____________________________

Home Phone_______________________    Work Phone ____________________ Ext_____________

Permission To Leave Message  Home__________________
Work __________________________






      (Yes/No)



(Yes/No)

Primary Insurance: _____________________________________________
Policy Holder Name____________________________ Date of Birth_______________

Relationship to Patient:_____________  Sex______   SS Number__________________

Insurance ID #____________________________________ Group #_______________
Secondary Insurance: __________________________________________________________________

Policy Holder’s Name _____________________________________ Date of Birth _________________

Relationship to Patient _______________________ Sex ______ SS Number ______________________

Insurance ID # ____________________________________ Group # ____________________________

If you would like us to fax Prescriptions directly to your pharmacy, please complete the following:

Pharmacy Name: _______________________________ Location _______________________________ 
Phone ________________________________  Fax_____________________________________________

Authorization to release medical information to another party:

Name_________________________________________  Relationship _____________________________

Name _________________________________________ Relationship _____________________________

I hereby give authorization for payment of Insurance benefits to be made payable directly to Rankin Orthopaedic and Sports Medicine Center for services rendered.  I understand that I am financially responsible for all charges whether or not they are covered by insurance.  In the event of default, I agree to pay all costs of collection and reasonable attorney fees.  I hereby authorize the healthcare provider to release any information necessary to secure the payment of benefits.  I further agree that a photocopy of this agreement shall be as valid as the original.

Signature/Patient – Parent or Guardian

(Please sign to agree to the above and for permission to treat)              Date ___________________________
