SOUTH AUSTIN ORTHOPAEDIC CLINIC, PA

PLEASE FILL IN ALL OF THE FOLLOWING CONFIDENTIAL INFORMATION

PATIENT’S NAME: _______________________________________________________________ DATE OF BIRTH: ________________

ADDRESS: ___________________________________ CITY: _________________ ZIP:_____________ PHONE:____________________

PARENT’S NAME (IF CHILD) _______________________________________________________________________________________

PATIENT’S SOCIAL SECURITY # _______________________________________ DRIVER’S LICENSE # ________________________

NAME OF PERSON RESPONSIBLE FOR BILL: ________________________________________________________________________

(IF OTHER THAN SELF)





     ADDRESS: ________________________________________________________________________




         RELATIONSHIP: __________________________________ PHONE: ______________________________

PATIENT’S EMPLOYER: ___________________________________________________________________________________________

(OR PARENT’S EMPLOYER, IF MINOR // IF RETIRED—FROM WHERE )

ADDRESS: __________________________________________________________________ PHONE: _____________________________

SPOUSE’S EMPLOYER: _______________________ SPOUSE’S DOB: ____________ SPOUSE’S NAME: ________________________

ADDRESS: _________________________________________________________________ PHONE: ______________________________

NAME OF PERSON TO NOTIFY IN EMERGENCY: 


OTHER THAN IMMEDIATE HOUSEHOLD_______________________________ PHONE: _____________________________

IS THIS A WORKERS COMPENSATION CLAIM

YES___________
NO___________ 

HEALTH INSURANCE COMPANY: _________________________________________________________________________________

POLICY #_________________________________________________ GROUP # ______________________________________________

INSURED NAME: ________________________________________________________ DOB: __________________________________

SPACE BELOW FOR OFFICE USE ONLY

VERIFIED BY:_____________________________________
 ADJUSTOR: _______________________________________________

INSURANCE CARRIER:___________________________________________ POLICY/CLAIM # ________________________________

ADDRESS: _______________________________________________________________________________________________________

ATTENTION:_______________________________________________

PLEASE COMPLETE OTHER SIDE

GENERAL RELEASE OF INFORMATION 

I hereby authorize SOUTH AUSTIN ORTHOPAEDIC CLINIC, PA to release information regarding my care to my insurance company and to other physicians involved in my case.  I hereby give permission to the physicians and staff of  SOUTH AUSTIN ORTHOPAEDIC CLINIC, PA to examine and treat my medical condition.

___________________________________________

________________________________

SIGNATURE OF PATIENT




DATE

(PARENT IF PATIENT IS A MINOR)






FINANCIAL RESPONSIBILITY AGREEMENT

Please be advised that it is the policy of this office to estimate and collect patient responsibility amounts at the time of your visit. This amount includes co-payments,  deductibles, coinsurance and any items not covered by your insurance plan.  Payment will be expected at the time of service unless prior arrangements have been made. Failure to do so may result in the rescheduling of your appointment.

I understand that not all services  offered by my physician are covered by my insurance plan.  I agree to be directly responsible for payment of charges, copayments, deductibles, and any other services  which are not covered by my insurance plan.  (example: Heel pads, Braces, Sling, Waterproof cast liners,  and other Durable Medical Equipment).

I FULLY UNDERSTAND AND AGREE TO THE ABOVE POLICIES AND AUTHORIZATIONS

Patient/Guardian Signature:_______________________________________________________ DATE:______________________________

METHOD OF PAYMENT:












CASH
_____
CHECK _____












M/C
_____
VISA
_____













DISCOVER

_____

OTHER INSURANCE INFORMATION

I certify, by my signature below, that I    DO  /   DO NOT   have secondary Health Insurance coverage.  If you do have secondary coverage, please provide the name in the space below.

Secondary Insurance Name:___________________________________________________________________________________________

Please allow the receptionist to make a copy of your card.

_______________________________________________________________________

_________________________________

Patient / Parent / Guardian Signature






Date

FOR WORKERS COMPENSATION PATIENTS ONLY:

This is to authorize SOUTH AUSTIN ORTHOPAEDIC CLINIC to release any information regarding my care in this case to my employer’s insurance carrier and the TWCC.  Also, I authorize payment of medical benefits to SOUTH AUSTIN ORTHOPAEDIC CLINIC.

________________________________________________________________________
_________________________________

SIGNATURE OF PATIENT







DATE

