ORTHOPAEDIC ASSOCIATES OF NORTHERN NEW MEXICO, P.C.

WELCOME TO OUR OFFICE

(PLEASE ANSWER ALL QUESTIONS IN FULL OR N/A IF NOT APPLICABLE

PATIENT LAST NAME _____________________________
RESPONSIBLE PARTY, SPOUSE OR PARENT
FIRST NAME ______________________________________
NAME ________________________________________
MAILING ADDRESS________________________________
RELATION____________________________________
___________________________________________________
SOC. SEC #____________________________________

CITY____________
ST________ ZIP_______________
ADDRESS _____________________________________
HOME # ____________   WORK # ____________________

CITY _______________ ST ________  ZIP __________

SOCIAL SECURITY # ______________________________
HOME # ______________  WORK#________________

SEX: □M  □F  
MARTIAL STATUS: □M □S □D □W

EMPLOYER___________________________________

DATE OF BIRTH ____________________


REFERRING DR. ______________________________ 

EMERGENCY CONTACT________________ RELATION_____________ PHONE_____________WORK_____________

INSURANCE INFORMATION
PRIMARY INSURANCE

SECONDARY INSURANCE

WORKMANS COMPENSATION
Name _____________________________
Name _____________________________    Name ___________________________

Address ___________________________
Address ___________________________    Address _________________________

___________________________________
 __________________________________    ________________________________

City_________ ST_____ Zip __________ 
 City_________ ST_____ Zip __________   City_________ ST_____ Zip________
Phone # ___________________________     Phone # ___________________________   Phone # _________________________

Group #___________________________     Group # ___________________________   Ins #____________________________

Member # _________________________     Member # _________________________   Authorized By ___________________

  Date of Injury___________________














  
PAYMENT POLICY

STATEMENTS ARE MAILED OUT ONCE A MONTH ON UNPAID BALANCES.  IF PAYMENT IS NOT RECEIVED WITHIN 90 DAYS ON YOUR ACCOUNT, YOUR ACCOUNT WILL BE HANDED OVER TO AN OUTSIDE COLLECTION AGENCY. THIS COULD AFFECT YOUR ABILITY TO OBATIN CREDIT IN THE FUTURE.


I authorize OANNM, P.C to release any protected medical information necessary in order to process my insurance claim. I authorize direct payment to ORTHOPAEDIC ASSOCIATES OF NORTHERN NEW MEXICO, P.C. of the surgical and/or medical benefits due me. I UNDERSTAND THAT MY SIGNATURE BELOW INDICATES THAT I AM RESPONSIBLE FOR PAYMENT OF THIS ACCOUNT WITHIN THE LIMITS OF THE OFFICE'S CREDIT POLICIES UNLESS OTHER FINANCIAL ARRANGEMENTS ARE MADE IN ADVANCE.

SIGNATURE _______________________________________________________       DATE____________________________
