                                                                                                                                          Have you ever been treated by our physicians?  ( Yes ( No   

PATIENT’S REGISTRATION FORM

Patient Name __________________________________ Age _____ Birth Date ____________ Social Security # ____________________ Sex _____

Address with City/State/Zip_________________________________________________________________________________________________

Phone Number (           ) ________________________                          Are you a student? (check all that apply) ( Yes ( No ( Full-Time ( Part-Time

Are you employed? (check all that apply) ( Yes ( No ( Full-Time ( Part-Time ( Retired        Occupation __________________________________

Employer _______________________________________________________________________ Phone Number (           ) ____________________

Employer Address ________________________________________________________________________________________________________

Marital Status:  (S (M (W (D    Spouse’s Name ___________________________  Birth Date __________ Social Security # __________________        

Spouse’s Employer (if applicable) ___________________________________________________ Phone Number (          ) _____________________

Employer Address ________________________________________________________________________________________________________

Name of person to contact in case of an emergency – NOT living at home address _____________________________________________________

Daytime Phone (           ) __________________________ Relationship to patient ______________________________________________________

Were you seen in the Emergency Room? ________ If yes, Where? ___________________________________ When? ________________________

Were X-rays taken of this problem? ____________ If yes, Where? ___________________________________ When? ________________________

Name and Address of PCP/Family Physician ___________________________________________________________________________________

Who referred you to our office? ______________________________________________________________________________________________

Are you here as a result of an accident? _________ If yes, What type? _______________________________________________________________

INSURANCE INFORMATION

Check here if you DO NOT have any insurance (      PLEASE GIVE  THE RECEPTIONIST YOUR INSURANCE CARDS TO PHOTOCOPY

Primary Insurance Company ______________________________________________________________________________________________

Subscriber _____________________________________________ Relationship to Patient ______________________________________________

Home Address (if different from patient) ______________________________________________________________________________________

Agreement or ID# ________________________________ Group # ___________________ Do you have a Co-Pay? ( Yes ( No  $ ______________

Secondary Insurance Company ____________________________________________________________________________________________

Subscriber ____________________________________________ Relationship to Patient _______________________________________________

Home Address (if different from patient) ______________________________________________________________________________________

Agreement or ID# ________________________________ Group # ___________________ Do you have a Co-Pay? ( Yes ( No  $ ______________

I hereby authorize and direct my insurance carrier (s) to issue payment check (s) directly to PITTSBURGH BONE & JOINT SURGEONS, P.C. for medical services rendered to myself and/or dependants. I understand that I am responsible for deductibles, copayments and any amount not covered by my insurance. 

X_________________________________________________

________________________

Signature of patient or patient’s personal representative



Date

If applicable: Name of personal representative & relationship to patient (or other authority) ______________________________________________

