
	 PT#

Date	 Acct Type

Patient’s Name	 	 Soc Sec #	 Birth Date	 Age	 M  F 	  Marital Status

	 	 	 	 	 	 S       M       W      D

Patient’s Address	 	 City	 State           Zip	 Home Phone #	 Cell Phone #

Patient’s Employer	 	 	 City	 	 	 Business Phone #

Spouse’s Name	 Address (if different)	 Spouse’s Soc Sec #	 	 	 Spouse’s Birth Date

Spouse’s Employer	 	 	 City	 	 	 Business Phone #

Name and address of other contact (Not living at your residence)	 City 	 Relation to Patient	 Home Phone #

Have you seen any of our doctors in the past? 	 Y	 N	 If yes, please give an approximate date

Father’s name	 Address 	 City	 State 	 Zip	 Home Phone #

Father’s Soc Sec #	 Birth Date	 Employer	 	 	 Business Phone #

Mother’s Name	 Address	 City 	 State	 Zip	 Home Phone #

Mother’s Soc Sec #	 Birth Date	 Employer	 	 	 Business Phone #

Person responsible for payment	 Address (if different from above)	 Phone #	 Relation to Patient

Primary Insurance Company	 	 Policy #	 Group #

Policy Subscriber’s Name (as on card)	 	 Birth Date	 Soc Sec #	 Relation to Patient

Secondary Insurance Company 	 	 Policy #	 Group #

Policy Subscriber’s Name (as on card)	 	 Birth Date	 Soc Sec #	 Relation to Patient

Date of Injury?	 Employer at time of injury?	 Address	 City	 State

How and where was injury sustained?

Name of contact person to verify workman’s comp	 	 	 Phone #

I hereby assign to and authorize payment directly to Decatur Orthopaedics for benefits payable from participating insur-
ance companies. I realize the insurance, workman’s compensation, and/or liability claims may not pay all of the charges.  
I agree to pay the difference or the entire bill if necessary.

Signed

FORM #CC-716-99 (REV. 3/05)

Decatur ORthopaedic Clinic

(Please Print)

Patient Information

Complete if patient is a minor or student

Responsible Party and Insurance Information

Workman’s Compensation Information


