osa Orthopedic Specialty Associates, P.A.  (Registration Form)
800 Fifth Ave, Suite 500, Fort Worth, Texas 76104 (817) 878-5300 Fax: (817) 878-5317

DATE: ____________________


Patient Entrance Form
          

 Medical Record # _________________

PATIENT’S NAME (Last) _________________________   (First) ___________________________ (Middle) _______________________ 

 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female  
       SS NUMBER:  _______-_______-___________       
DATE OF BIRTH    ______/______/_________    

Street Address ______________________________________
______________

WORK PHONE: _________________________
City.________________________________ St._________ Zip _____________

CELL PHONE:
__________________________
EMAIL: ________________________________________________________

HOME PHONE: _________________________

MARITAL STATUS:  FORMCHECKBOX 
 Single    FORMCHECKBOX 
 Married    FORMCHECKBOX 
 Other _________________
                                           
SPOUSE’S NAME (if married): ______________________________________
WORK PHONE: __________________________

SPOUSE’S DATE OF BIRTH:: _____________________



CELL PHONE: ___________________________

PARENT/GUARDIAN NAMES: ____________________________________

PHONE (other than above): __________________
EMAIL: _________________________________________________

WORK PHONE: __________________________

Relationship to patient: ____________________________________

CELL PHONE: ___________________________
EMERGENCY CONTACT NAME: _________________________________

PHONE: _________________________________
                     Relationship to Patient: _________________________________
PRIMARY CARE PHYSICIAN: (Please include first & last name of primary physician and city where located.)

_________________________________________________________________
PHONE: _________________________________
WHO REFERRED YOU?   FORMCHECKBOX 
 Physician  FORMCHECKBOX 
 Friend  FORMCHECKBOX 
 Coach  FORMCHECKBOX 
 Trainer  FORMCHECKBOX 
 Other (If physician: first, last name and city)
  ________________________________________________________________
PHONE: _________________________________
PATIENT’S OCCUPATION: _______________________________________ 
WORK PHONE: ________________________
PATIENT’S EMPLOYER (Name of Company): ________________________________________________________________________               

Employer Address: _________________________________________________

City _____________________St. ________Zip___________________________

 FORMCHECKBOX 
 Student  FORMCHECKBOX 
 Full Time   FORMCHECKBOX 
 Part Time   

SCHOOL NAME: ___________________________________________________
 PHONE: ________________________________

Street Address_______________________________________________________
City_________________________St.__________Zip________________________

SPORTS PLAYED: __________________________________________________



COACH NAME: _____________________________________________________
PHONE: ________________________________
TRAINER NAME: ___________________________________________________
PHONE: ________________________________

CAUSE OF INJURY:    FORMCHECKBOX 
 Work Related    FORMCHECKBOX 
 Auto Accident    FORMCHECKBOX 
 Sport_________    FORMCHECKBOX 
 Other ___________Date of Injury_____________

           IS THERE AN ATTORNEY INVOLVED?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
Attorney Name _______________________________   Contact Number _____________________________________________________

The information provided on this form is correct, and I understand that any updates within 10 days of such change. 
Signature of Patient (Guardian if minor): _________________________________
Date: ___________________________________
Patient’s Insurance Coverage
Name of  Patient: ___________________________________________________
Today’s Date: _________________
Please complete the following insurance information that applies to your case and present a photo ID and insurance card(s) to the receptionist.

CAUSE OF INJURY:    FORMCHECKBOX 
 Work Related    FORMCHECKBOX 
 Auto Accident    FORMCHECKBOX 
 Sport_________    FORMCHECKBOX 
 Other ___________Date of Injury_____________

PRIMARY Insurance Name: ___________________________________________ 
Phone Number: __________________________

Billing Address: ____________________________________________________

City _____________________St. ________Zip_ __________________________
Insured Person’s Name (if different from patient): ________________________
Relationship to patient: _____________________
Insured Person’s SS#: _____________-_____________-___________________          *Insured Person’s DOB: ______/______/_______
Insured Person’s Employer: _________________________________________
Phone Number: __________________________
Employer Address: __________________________________________________

City _________________________ St. ________Zip_______________________

Policy/ID Number: _________________________________________________
Group Name/Number: _____________________


SECONDARY Insurance Name: _________________________________________
Phone Number: ___________________________
Billing Address: ____________________________________________________

City _________________________ St. _________Zip______________________
Insured Person’s Name (if different from patient) ________________________
Relationship to patient: _____________________
Insured Person’s SS# ____________-____________-______________________
 Insured Person’s DOB ______/______/________
Insured Person’s Employer: __________________________________________
Phone Number: ___________________________              

Employer Address: ___________________________________________________

City__________________________  St. _________Zip______________________
Policy/ID Number: ___________________________________________________
Group Name/Number: _____________________


WORKERS’ COMPENSATION  Insurance (If work related injury)
Name of Carrier: _____________________________________________________           Carrier Telephone: _______________________
Employer (at time of injury):____________________________________________            Telephone: ______________________________

Name of your Work Comp Adjuster (if known): ____________________________            Telephone: ______________________________

Claim Number (If known): _____________________________________________



AUTO/THIRD PARTY Insurance/ATTORNEY:

Name of Insurance company to be billed: _________________________________
Telephone: _______________________________
Adjuster at Insurance Company: ________________________________________            Telephone: ______________________________

Attorney Name: _____________________________________________________            Telephone: ______________________________



Guardian to a Minor or Other Adult:

If the above patient is a minor or an adult that has a guardian please complete the following for our files;

Name of Guardian: ______________________________________________ Relationship to Patient: _______________________

Address: ______________________________________________________  

Home Phone: _____________________

Your email: ________________________________________Work Phone: _____________________ Cell Phone: ___________________

I understand that I am ultimately responsible for updating the above information and or any other information on this record.
Signature of the Patient (Guardian, if minor) ______________________________     
 Date ___________________________

(Office Use Only)








