THE SPORTS CLINIC ORTHOPAEDIC MEDICAL ASSOCIATES, INC.

PATIENT REGISTRATION FORM

Email:____________________________     CELL PHONE: _________________        DATE: ____________                                                                                            
PATIENT NAME: ____________________________________ AGE: _______  BIRTHDATE: ____________

MALE  FEMALE   ADDRESS: _____________________________________________________________

CITY: __________________ STATE: ____________  ZIP: __________ PHONE (       ) __________________

SS#: _________________  DRIVER LICENSE _________________ 
EMERGENCY CONTACT PERSON: ___________________________ PHONE: (        ) __________________

YOUR EMPLOYER:__________________________________Work PHONE: (         ) ___________________

EMPLOYER ADDRESS: ___________________________________________________________________

CITY:  _____________________  STATE: ______________  ZIP CODE: _____________________________

RESPONSIBLE PARTY IF MINOR INFORMATION

NAME  ___________________________  RELATIONHIP________________________________________

ADDRESS _________________________ CITY _______________ STATE ____________  ZIP ___________
PHONE: (        )_________________ DATE OF BIRTH:  ____________   SOCIAL SECURITY ______________
EMPLOYER  ___________________________  WORK PHONE (        ) ______________________________
WORK ADDRESS: ______________________________ CITY ______________ STATE _______ ZIP ______
      PLEASE SEE THE RECEPTIONIST IF THIS IS A WORK RELATED INJURY OR MOTOR VEHICLE ACCIDENT
DO YOU HAVE INSURANCE:  YES   NO                           PLEASE SHOW INSURANCE CARD TO RECEPTIONIST
Subscriber _______________________   Date of Birth ____________Group/Policy/Claim ____________
Carrier  ______________________  Member ID Number _____________________ _________________   

Address ___________________________   Do you have a co-pay?  YES NO Amount _________________

Phone for benefits  ____________________________  Authorization Numbers ____________________

Secondary Insurance Information:  Carrier ________________________Policy/Group _______________

Address: _____________________________________________________________________________

Subscriber’s Name _________________________________  Date of Birth  ________________________

Subscribers ID  Number  _____________________  Social Security Number _______________________

  AREA TO BE EXAMINED  ____________________       DATE OF INJURY/ ONSET: _________________
WHO REFERRED YOU TO THE SPORTS CLINIC: FRIEND ___ PHYSICIAN ___THERAPIST _____ OTHER_____

NAME OF REFERRING PARTY  ____________________________ PHONE NUMBER (       ) _____________
ADDRESS: __________________________  CITY  _______________  STATE _____________ ZIP _______
CITY: _____________________  STATE: ________________  ZIP: ______________

The Sports Clinic as a courtesy to our patients will bill your primary insurance company.  Please note that authorizations and pre-certifications are not a guarantee of payment.  Co-pays and un-met deductibles are due at the time of service.  You are financially responsible for all charges regardless of insurance coverage.  Fee information is available on request.

Signature ___________________________________  Date ___________________________________ .
