Premier Orthopaedics of Lawton, P.L.L.C.
WAYNE A. JOHNSON, M.D., P.C.
904 SW 38th St.
Lawton, OK 73505
Phone (580) 353-8600
Fax (580) 353-8607

Thank you for choosing Dr. Johnson as your Orthopaedic Surgeon. Please complete the
attached forms and bring to your appointment, as well as the following:
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Insurance card(s) and photo L.D.

Copays/Deductible/Patient portion

A list of all medications you are currently taking; including over the counter and
herbal medications.

Originals or copies of all X-Rays films, MRI's, CAT Scans, Bone Scans, etc. and
Reports. Copies of all other tests involving this problem (e.g. EMG or nerve
testing).

Notes from any other Doctor that has previously seen you for this problem.

WORKERS COMP. INJURYS???
You are required to provide the following Additional Information
PRIOR TO YOUR APPOINTMENT
Address and phone number of your Employer’s Workman’s Comp Carrier
(insurance)
Name and phone number of the case worker/adjuster involved with your case.
Date of injury
Claim number assigned to your case

Please note: Dr. Johnson will not be able to see you without the above listed information.

Please review Dr. Johnson’s Financial Policy enclosed. If you are without insurance
coverage, you will be responsible for payment in full at the time of service.

It you should have any questions, please feel free to call the office at 580-353-8600.

Thank you, Appointment

Wayne A. Johnson, M.D. Day

Date
Time




PREMIER ORTHOPAEDICS OF LAWTON, P.L.C.C.

904 SW 38th Street ~ Lawton, OK 73505 ~ Phone: (580)353-8600 ~ Fax: (580)353-8607
Wayne A. Johnson, M.D.

FATIENT INFORMATION
Name: ek Patient ID #: Sex: [M[]F
Address: e Date of Birth: o
Social Security #:

City,State, Zip: Marital Status: [ JMarried [ ]Single [ [Divorced [ JWidowed
Phone: [ JHome [ [Wark [ ]Other Referring Physican: =

Phone: ; [ IHome [ ]Work [ ]Other Primary Physician: N e

~ PATIENT EMPLOYMENT [ JEmployed [ JRetired [ JUnem ployed [ | CONTACTS Name, Phone & Relationship ie. Family, Pharmacy etc

Employer:

Phona:

Address:

City, State, Zip:

GUARANTOR [ ]Same as Patient EMPLOYMENT

Name: x Employer: I .

Address: ek L e et S Phone:

i Social Securlty #: o

City,StateZip: Date of Birth: g
PRIMARY INSURANCE [ ]Same as Patient [ }Same as Guarantor [ JOther

Insured Party: Company: it

Insured Phone: Social Security #:

Date of Birth: : Insured ID:

Patient's Relationship to Insured: ) Policy Group:

SECONDARY INSURANCE [ ]Same as Patient [ ]5ame as Guarantor [ ]Other

Insured Party:

Insured Phone:
Date of Birth:

Patient's Relationship to Insured:

REASON FOR MEDICARE AS 2nd INSURANCE

0 warking Age Beneficiary or spouse with Employer Group Health Plan
O No-fault Insurance including Auto is Primary
O worker's Compensation is Primary

PATIENT RELEASE

Company:
Social Security #:

Insured ID;

Policy Group:

[0 Other Liability Insurance is Primary
O Disabled Beneficiary under age 65 with Group Health Plai
O Veteran's Administration

Release: | hereby consent to the release of information provided to, or generated by Premier Orthopaedics of Lawton, P.L.L.C. to my primary care physician,
referring physician, physical thearpist, attorney, insurance carrier(s), agency or other party with a bonafide, pertinent interest via verbal, written, or fax/e-mail
communication. A copy or scanned image of my signature shall be as valid as the ariginal,

Assignment: | hereby assign medical benefits otherwise payable to me to Premier Orthopaedics of Lawton, P.LL.C. | understand and agree | am financially
responsible for any unpaid balance for services rendered along with legal fees incurred in collecting payment from me. If applicable, | understand | am

responsible for all copays, deductibles, ce-insurance and balances,

Verification: | hereby verify that all the above information is true and correct as of the date signed below.

Patient Signature:

Date:

Parent or Legal Guardian if Minor






