PATIENT INFORMATION

DATE:  __________________

REFERRING PHYSICIAN:  _________________________

Patient Name  _____________________________________
Social Security #  ____________________

Patient Address  _______________________________________________________________

City  __________________________ State  ________________ Zip  __________ County  ___________

Home Phone (        ) ________________________        Cell Phone (          )  ________________________   

Date of Birth ___/___/___  
Sex: Male or Female 

Martial Status:  Single ___ Married ___ Divorced ___ Widowed ___

Student:  Full Time  _____   Part Time  _____  Name of School  _________________________________

Employer Name:  ____________________________________ Phone (       )  ______________________

Employer Address:  ____________________________________________________________________

City  _________________________________  State  ____________________  Zip  _________________
Emergency Contact  ____________________________________ Phone (         )  ___________________

Relationship  __________________________________________
Parent/Spouse Name:  ___________________________________ Phone (        )  ___________________

Address:  _________________________________City  ______________ State  ________ Zip  _______

Employer Name:  _______________________________________ Phone (        )  ___________________

Employer Address:  ________________________ City  ______________ State  ________ Zip  _______

**If insurance is under parent/spouse:   Date of Birth ____/____/____    SSN: _______________________
INJURY INFORMATION




YES


NO
Were you seen in an emergency facility?


_____


_____


If so, where?  ____________________________

Have you seen another physician for this condition?

_____


_____


If so, who?  _____________________________

Have you been x-rayed for this problem?


_____


_____


If so, where?  ____________________________

Did you bring x-rays with you?



_____


_____

Do you have any known drug allergies?


_____


_____


If so, please list:  
_______________
______________




_______________
______________

What pharmacy do you use?  _____________________________ City______________ State  __________

IS THIS CLAIM THE RESULT OF AN ACCIDENTAL INJURY?  _______________________________

IF YES:  DATE, TIME AND LOCATION OF ACCIDENT  _____________________________________

HOW DID THIS ACCIDENT HAPPEN? ____________________________________________________

WAS A THIRD PARTY RESPONSIBLE FOR THIS ACCIDENT? _______________________________

IS THERE AN ATTORNEY INVOLVED?  YES   NO -- IF YES, WHO? __________________________

IS THIS A WORKERS COMPENSATION CLAIM?       YES       NO


Phone (      ) ___________________  Contact Person:  ___________________________________

I request that payment of authorized Medicare/Medicaid and other Health Insurance benefits be made either to me or on my behalf to Mid-State Sports Medicine for any services furnished me by a provider at that facility.  I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents or my designated insurance company and its agents any information needed to determine these benefits or the benefits payable for related services.

I understand that I am personally responsible for payment for all services rendered by Mid-State Sports Medicine, P.C.  This includes any services that are denied by an insurance company or 3rd party payor, and any fees that are deemed to be above the usual and customary fee as defined by the insurance company or third party payor.

PATIENT SIGNATURE:  ___________________________________ DATE:  ____________________

GUARANTOR SIGNATURE (if patient is a minor):  _________________________________________

RELATIONSHIP:  _________________________________________
