                                   CENTER FOR ORTHOPAEDIC MEDICINE AND SURGERY
                                                                       WELCOME

                                 Please fill out the following information as thoroughly and accurately as possible.

                                                         PLEASE PRINT LEGIBLY

Today's Date__________________      Date of first symptoms or injury_________________

PATIENT INFORMATION  (If patient is under 18 years old, parents must fill out RESPONSIBLE PARTY information below)

Name of Patient:                                          Phone Numbers:   Home (___) ___-____  Work (___) ___-____

First:_______________________Middle Initial:_______Last:__________________________Date of Birth:_______________

Address:______________________________________________________________________________________________

                             (street)                                                                 (city/state/zip)

Age: _____   Social Security  #:_________________Employed:____ Student:____ Child:____ Retired:____ Unemployed:____

                                                                                               (Please check on of the above to describe the patient)

DRUG ALLERGIES___________________________________________________________________________________

Marital Status:   Single___ Married ___ Widowed___ Divorced___ Separated                Male: _____   Female: _____

                          (Please check one of the above to describe the patient)                          (Please check one of the above)

Method of Payment:  Insurance_____  Self Pay_____  Worker's Comp_____ (Worker's Comp Fill out Back of this Form)

Employer of Patient:______________________________  Name of Responsible Party: _______________________________

Address of Patient's Employer: ____________________________________________________________________________

                                                                  (Street)                                                                 (City/State/Zip)

Occupation___________________________

Name of nearest relative not living with you_______________________Phone: (___) ___-____ Relation to Patient___________

______________________________________________________________________________________________________

RESPONSIBLE PARTY INFORMATION    Name of Responsible Party or Name on Insurance Card: ________________________

        DOES YOUR INSURANCE COMPANY REQUIRE A WRITTEN REFERRAL FROM FAMILY PHYSICIAN?________

Type of Insurance:  Medicare___ Medical Mutual ___ Military ___ Name of Private Insurance __________________________

                                                 (Please check one of the above to describe your insurance coverage)

Name of Insurance Company___________________________________Contract #___________________Group #_________

Name on Insurance Card______________________________Date of Birth_________Empoyer of Insured_________________

                                                                                                                         (Insured)

Relation to Patient:  Self____Spouse____Parent____Legal Guardian____   Effective Date of Coverage:___________________

Name of Secondary Insurance___________________________________Contract #__________________Group #_________

Name on Insurance Card______________________________Date of Birth_________Employer:_______________________

Relation to Patient:  Self____Spouse____Parent____Legal Guardian____   Effective Date of Coverage:___________________

____________________________________________________________________________________________________

REFERRAL SOURCE OTHER THAN PHYSICIAN____________________________________________________________

REFERRING PHYSICIAN________________________________________________________PHONE (___) ___-_____

FAMILY PHYSICIAN___________________________________________________________PHONE (___) ___-_____

INJURY OF ILLNESS:       (WORKER'S COMPENSATION PATIENTS, PLEASE FILL OUT SECOND PAGE OF THIS FORM)

DATE OF INJURY / ONSET OF SYMPTOMS __/__/__  TIME/PLACE INJURY___________________INJURED___________

                                                                         (date)                                               (what time, where?)                   (part of body)

XRAYS TAKEN:  Y___N___ If so, where ___________________________________________Date of X-ray_____________HOW YOUR INJURY OCCURED, DETAILED______________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

_____________________________________________________________________________________________________

I hereby assign all medical and/or surgical benefits to which I am entitled including major medical, Medical Mutual, Medicare, Worker's Compensation, government sponsered programs, private insurance and any other health plans to the Center for Orthopaedic Medicine and Surgery. I understand that I am financially responsible for my bill regardless of any insurance coverage.  I authorize my doctor to act as my agent in helping me obtain payment from my insurance companies and I authorize release of all information necessary to secure the payment of said benefits.  I permit a copy of this authorization to be used in place of the original.

Signature________________________________________________________Date________________________________

