PATIENT INFORMATION FORH
Flease print and complete ALL entries

FLti;ht Hama

Date of Birth

I
Farltal Status

Address

Home Fhonwe

Soclal Sec. @

Employer

Dececupatlien

Hork Phane Ext.

Spouse’'s Name

Date of Birth

Soc. Sec. @

Spouse’'s Employer

Hoark Phone

PARENTS IF WINOR

Hether

fiate ef Blrth

55% Home Phone

Address [(If different from-patlent's)

Employsr

Hork Phone

Father

Date of Birth

559 Home Phone

Address (if different from patient's)

Employer

1

e ==
Contact in cas« of emargancy

Work Phone

Relatlonship

_—
Pham#

Whom may we thank for referring you to us?

Family Physiclan

Family Dantist

PRIMARY INSURAMCE

MAME OF IMSURED

RELATION TO PT.

SECONDARY INS.
INSURED
RELATION TO PT.

FLEASE PRESENT ALL INSURANCE CARDS AND INFORMATION TO RECEFTIDNISTI

THANK YOU.



PLEASE READ AND SIGN OME OF THE BELOW: (If yeu have RMedicare
covarags and another secondary coverage, please sign both).

HEDICARE PATIENTS:

(6) Diresct Paymsnt Request and Authorizatien te Release Medical
wn

“1 reguest that payment of authorlzed Medicare beanefite be made
either to ma or on my behalf to Laurence County Orthepedics and
Sports Hedicline for any services Turnished me by that physiclian or
supplier. I authorize any holder of medical information about me to
release to the Health Care Flnancing Administration and its agents
any informatien needsd tc determine these benefits or the beneflls

payable for related services.”

Beneflciary Signature Date

ALL OTHER INSURANCE:

r P an

Informatlion

“] request That payment of authorized benefils be made To me orF on
my behalf to Laurence County Orthopedics and Sports Medlclne for
any sarvices furplahed me by that physician or supplier. I
autherlize any holder of medical Information about me to release %o
my insurance company and Lts agents any Information needed tTo
detarmine thess benefits or the benefits payable for related

garvices."

Patlent Signature Date
ACKMOWLEDGERENT OF RECEIPT OF NOTICE

I acknowledge thet I recelved the Notice of Privacy Fractlces for
Laurence County Orthepaedice & Sports Medlelne.

Nams of patient

Signaturea of patient Oate of recelipt
{or patient's pearsonal repressntative)

Parscnal represantatlve informatlion (L1f asppllicable}:

Name af personal repressntatlive

Relatlonahlp toe patient {or other sutharity)
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