
Patient Information

Last Name_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _First Name _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _MI _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Address ________________________________City ________________________State ______________Zip ______________

Home Phone No ________________________________________________Sex: M F Marital Status: M S W D

Date of Birth__________________Age ____________SS# ________________________________________Student: Y N

Referring Doctor ______________________________________________Dr’s Phone No. ________________________________

Employer______________________________________________________Work No. ____________________________________

Reason for visit (Accident or Illness)____________________________________________________________________________

Date of accident ______________How did accident occur?________________________________________________________

Emergency contact information - Name: ________________________________________Phone: ________________________

Primary Insurance Co. ________________________________________________Work Comp______Auto______Other______

Insurance Co. Address ________________________________City ____________________State __________Zip __________

Insured’s Name ______________________________________Circle: Self Spouse Parent Referral Required: Y N

ID No. ______________________________________________Group No/Name________________________________________

Secondary Insurance Co. ____________________________________________________________Referral Required: Y N

Insurance Co. Address ________________________________City ____________________State __________Zip __________

Insured’s Name __________________________________________________________________Circle: Self Spouse Parent

ID No. ______________________________________________Group No/Name________________________________________

Spouse, Parent/Guardian

Name ______________________________________________Social Security No.______________________________________

Address (if different than Pt’s) __________________________________City __________________________________________

State ________________Zip____________home Phone No. ____________________Relationship to Pt. __________________

Employer ____________________________________________Work Phone No.________________________________________

AUTHORIZATION OF BENEFITS TO PHYSICIAN: I hereby authorize payment of benefits to Orthopaedics &
Sports Medicine. I understand I am financially responsible for all charges incurred in the course of my treatment
by Orthopaedics & Sports Medicine. I authorize the release of information required by my insurance company(ies).

Patient/Parent Signature ____________________________________________________Date __________________

Please present insurance card(s) to receptionist to be copied.

Please circle: Dr. T.J. Dr. Mark Dr. Bubb Dr. Stechschulte


