ORTHO AND SPORTS MEDICINE CENTER


	ABOUT YOU, OUR PATIENT
	

	NAME:


	Social Security # (opt):
	PATIENT’S EMPLOYER:
	WORK PHONE:

	Address:
	Address:



	City:


	State:
	Zip:
	City:
	State:
	Zip:



	I am:  Male  Female   
	Date of Birth:
	Age:
	Emergency Contact:
	Relationship:

	Home Phone#:
	Cell Phone#:
	Address:
	City:



	Patient is:  Single   Married   STUDENT   Child
	State:
	Zip:
	Phone #



	Referring Physician:


	 aLLERGIES:

 

	dO YOU WANT INFORMATION SENT TO YOUR Primary Care Physician?      yES        nO 
Name of pRIMARY cARE pHYSICIAN:


	Nature of Injury

(   )  WORKER’S COMP
(   )  AUTO/MOTORCYCLE

(   )  RECREATIONAL

(   )  HOME

(   )  SCHOOL

(   )  OTHER _______________


	date of injury OR onset of pain:
Part of Body involved:

(EX: l ankle, r elbow)

Please describe problem and how this occurred:




	PERSONAL INSURANCE



	PRIMARY INSURANCE COMPANY:


	SECONDARY INSURANCE COMPANY:

	IDENTIFICATION NUMBER:


	GROUP #:
	IDENTIFICATION NUMBER:
	GROUP #:

	POLICY HOLDER’S NAME:
	DOB:
	POLICY HOLDER’S NAME:
	DOB:




THIS IS NOT AN AUTHORIZATION TO RELEASE MEDICAL RECORDS

MEDICAL AUTHORIZATION
I hereby authorize  Orthopaedic and Sports Medicine Center to furnish information to insurance carriers/Medicare/Medicaid concerning my illness and treatment and I assign to the physicians all payments for medical services rendered to myself or my dependents, regardless of custody arrangements.

Accounts are due and payable monthly as treatment progresses, regardless of legal insurance coverage.

____________________________________________________    __________

SIGNATURE OF PATIENT(OR PARENT IF MINOR)           DATE
