Patient Profile

Doctor
PATIENT INFORMATION
Name: Patient ID #: Sex[ M [ ]F
Address: Date of Birth:
Social Security #:
City,State Marital Status: [ IMarried [ ]Single [ ]Divorced
Phone: [ JHome [ ]Work [[Other  Referring Physican:
Phone: [ JHome [ Work [[Other  Primary Physician:
PATIENT EMPLOYMENT ALTERNATE
[ JEmployed [ JRetired [ JUnemployed [X]Other
Phone:
Employer:
GUARANTOR EMPLOYMENT
[ ]Same as Patient Emplover:
Name: Phone:
Address Phone:
Social Securitv #:
Citv.State: Date of Birth:
PRIMARY INSURANCE DATE OF INJURY :

[ 1Same as Patient [ ]Same as Guarantor [ ]Other

Insured Partv:

Insured Phone:

Company:

SECONDARY INSURANCE

[ 1Same as Patient [ ]Same as Guarantor [ ]Other

Insured Party:

Insured Phone:

Companv:

05/20/2004

Relationship to Patient:

Social Securitv #:

Insured ID:

Policy Group:
Date of Birth:

Relationship to

Social Security #:

Insured ID:

Policy Group:

Date of Birth:




MEDICARE SIGNATURE ON FILE

[ request that pawnent of the authorized Iiedicare henefits be made on raybehalf to Sowth County Orthopedic Specialists for any 2ervice s finmishe d re by
the listed providerfsupplier. I authorize any holder of medical inforrmation sbont me to release to the Health Care Financing Administration and its agents any
infbrrnation neede d o deterzodre thess benefits or the benefits pasable to related services.

[ understand ray signature requests that pasanentbe made avd anthonize s veleage of me dical information vecessary o pay the claiw. If “other health insarance™
iz indicated in ler @ of the HOFA-1500 forra, or elsewhere on other charge approved claim forrs or electronicallysubruitted claims, myrsignature authorizes
teleasing of the information to the insurer or agencyshown. In Medicare assigned cases, the provider or supplier agrees fo accept the charge detertnination of
the Wedicare carrier as the full charze, and the patient & responsih ke ondy for the deduc thle, co-insurance and non-covered services. Co-insuwance and the
dedurtible are baged upon the charge deterination of the Iledicare carrier.

Patie nt’s Mame (Please Print) Patient’s Signatre Date

MEDIGAP ASSIGNMENT OF BENEFITS

I request that pawnent of authorized Medigapbenefits be made either to me or on mybehalf to South County Orthope dic Specialists fir anyservices finnished
by the listed providerfsapplier. Tauthorize arg holder of medical information about me fo release to the Medigap inewrer any irformation needed to de fe rraine
these bene fits pasable for related services.

Patient’s Mame (Please Prnt) Patient’s Signature Date
If unable to keep appoiniment, Jindly give 24 hours notice during office hours. A charge may be applied for any unc ancelled appointmends.

Inthe case of a third party labalityingursy; we do not corre spond with any attoemess, nor do we appear in comrt on wour behalf. Vo may reguest fo have somr
medical records copied byra coprrservice, which we willbe happer to arrange for wou. Yo willbe responsible for the coper service fees. There is an additional
chiarge to have X-rawe copied. If your insurance recuires that insurance forras be corpleted by us or your roedical records copied and sent to thern, there isa
noraral charge for this service, which will be added to your accont.

PATIENT' S INSURANCE AUTHORIZATION

[ herebor authorize the proce ssing of the medical insurance either borelectronic or manual method by the lsted facility. By sigratare authorizes payronent of all
tajor redical andfor surgical bene fits to which I am entitled from the listed insurer fo paythe lsted provider assignee. I fther authorize assignes to release
all medical andior insurance clair information necessary to secure the payment(s). I recognize my financial cblization of angreo-insurance or deductible, and
ton-covetred services that maybe required. This agreernent will rernain in effect untl revoked byt inowriting. & photocopey of this docwtrent is 1o be
considered as valid as an origiral.

Paspnent in full is requived at the time of service, for sour corvenience, we accept personal checks, VisaMvastercard, as well as cash. Any insurance coverage
which wou rmay bave 1s intended to protect wou against financial loss, not as payroent in full for your care. Pasanent in full fbr wour care is wowr responstbility
and rmaynot be postpored antil the tivae yonr inmrance reimburses wou. This agree ment will rerain in effect until revoked by e in writing. & photocopsrof
this docurnent is to be considered as walid as an onginal.

Treatment Authorimiion: ] authorize the treatment by Sowith County Orthopedic Specialists. [ have read the abowe paragraph regarding payment of fees,
and I urderstand that I arn solely responsible for all charges incwred, regardless of inswrance coverage or Liability of another party [will make sure that o
clairms ave paid prompty

Patient’s Mame (Please Prnt) Signature of PatientfGuardian Date
TREATMENT OF A MINOR

[ authorize Sowth Cowunty Orihopedic Specialists to treat a minor.

{ minar

Signature of PatientfCiardian Diate



