THE

LOUISVILLE

BONE & JOINT CENTER™

PATIENT REGISTRATION FORM (**WEBSITE**)

(PLEASE PRINT LEGIBILY)

O Female O Male Social Security #: D.O.B: /
Patient Name:

Last First MI
Address:

Street City State Zip
Home Phone: Cell Phone:
Check appropriate box: O Minor O Single O Married O Divorced O Separated O Widowed
If a minor, Guardian or Responsible Party Name: Relation:
Address: Phone:
Patient’s Employer:
Address:
Work Phone: X O FT O PT O Ret O wc O Other:
Primary Care Physician Name: Phone:
Referring Physician: Phone:
Pharmacy Name: Phone:

PRIMARY INSURANCE INFORMATION:

Name of Insurance Company:

Are you the subscriber? O ves O No If no, please complete the next section.
FULL Name of Subscriber: Relation:
D.O.B: / / Employer: Work Phone:

Do you have a secondary Insurance? O ves O No If yes, please complete below.

SECONDARY INSURANCE INFORMATION

Name of Insurance Company:

Are you the subscriber? O ves O No

FULL Name of Subscriber:

If no, please complete the next section.

Relation:

D.O.B: / / Employer:

Work Phone:

FrAFIIIHHFEMERGENCY CONTACT INFORMAT IQN**#xkkxs*

Name: Phone: Relation:

Please complete both sides of this form ------- >




CONSENT FOR SERVICES

Consent to Treat: | request and give consent to The Louisville Bone and Joint Center to provide and perform such
medical/surgical care, tests, drugs and other services and supplies as are considered necessary of beneficial by the treating
physician for my health and well being. | acknowledge that no representations, warranties or guarantees as to the result or
cures have been made to me or relied upon by me. Initials:

Release of medical information and authorization to pay insurance benefits: | authorize The Louisville Bone
and Joint Center to release information from my medial record to my insurance carrier(s), or government agency for the
processing of claims for medical benefits. | request that my insurance company(s) honor my assignment of insurance
benefits applicable to the services and pay all assigned insurance benefits directly to The Louisville Bone and Joint
Center, on my behalf. Initials:

Medicare Certification: | certify that the information given by me in applying for payment under Title XVI1I of the
Social Security Act is correct. | authorize The Louisville Bone and Joint Center who treats me, to release information
from my medical record to the Social Security Administration and/or the Medicare program or its intermediaries of carriers,
or to the Professional Standards Review Organizations for processing of claims for medical benefits. | request that payment
of authorization benefits be made directly to The Louisville Bone and Joint Center, on my behalf. Initials:

Financial Agreement: | understand all accounts are the full responsibility of the patient and/or the patient's responsible
party/guarantor. The Louisville Bone and Joint Center will assist patients in obtaining insurance benefits when those
benefits are assigned to the treating physician. It is the patient’s responsibility to make sure insurance payments are
processed and paid promptly to my physician. | understand that | am financially responsible for all charges whether or not
paid by said insurance. In the case of default payment, | promise to pay any legal interest on the balance due, together with
any collection costs and reasonable attorney fees incurred to effect collection of this account or future outstanding accounts.
Initials:

Authorization to Pay Benefits to Physician and to Release Information: | hereby authorize payment directly to
The Louisville Bone and Joint Center for all surgical and/or medical benefits, if any, otherwise payable to me for their
services as described, realizing | am responsible to pay non-covered services. | also authorize The Louisville Bone and
Joint Center to release any information acquired in the course of my treatment necessary to process insurance claims. |
authorize the use of this signature on all insurance forms and submissions.

X -
Signature of patient, parent or guardian Date Relation
X
Signature of guarantor of payment/responsible party Date Relation
Do you have a Living Will? O ves O No
Would you like to complete a Living Will? O ves O No
Whom may we thank for the referral to our office?
O or. O empLoveEe O pATIENT O FAMILY/FRIEND O INTERNET O YELLOW PAGES

O EMERGENCY ROOM O INSURANCE co. O TIJRPROGRAM [ NEwsSPAPER O OTHER




THE

LOUISVILLE

BONE & JOINT CENTER™

PATIENT NAME:

Medical History Form

Please briefly describe your orthopedic condition and affected side (right, left or both).

Approximate date the problem began:

How did this problem begin?

Have you tried physical therapy?
Have you tried medications?
Is this a work related injury?
Is this an auto related accident?

oooo

Yes
Yes
Yes
Yes

oooo
=
o

Please tell us about any past surgical procedures you may have had performed:

ALLERGIES:
Environmental & Drug Reaction
Have you ever experienced the following?
Headaches? O ves O No Stroke? O ves O No
Seizures? O ves O No Arthritis? O ves O no
Nerve disorders? O ves O No Circulation Problems? O ves O No
Heart Trouble? O ves O no Stomach/intestinal Problems? O ves O o
Cholesterol? O ves O No Breathing/Lung disorders? O ves O No
Thyroid Problems? O ves O no Kidney/Bladder Problems? O ves O no
Diabetes? O ves O no High Blood Pressure? O ves O no
Anemia? O ves O No Cancer? O ves O No
Hepatitis? O ves O no Phlebitis or blood clots? O ves O o
Ease of Bruising? O ves O No Prolonged bleeding from cuts? O ves O No
Other? O ves O No Emotional/Psychological problems? O ves O No
If you answered yes to any of the above, please specify:
Please list the medications you are currently taking:
Medication Name Dose X’s a day
Do you use tobacco? O ves O no 1f YES, What kind? How often?
Are you pregnant? O ves O no
Nursing? O ves O No
Using the birth control pill? O ves O No

Additional information you believe will assist in your treatment:




**use this form only if this injury is the result of an accident**

THIRD PARTY LIABILITY INFORMATION

Date of accident: Type:

Location of Accident:

How did the accident occur?

Are you back to work? O vYes O No
Are you Full Time or Part Time? O ruULL O PART TIME

What is your current disability status?

Name of Insurance Company Handling the Claim:

Billing Address:
Contact Name: Title:
Phone: X Fax:

Claim Number:

Do you have legal representation? O Yes O No
If yes:

Name of Attorney:

Address:

Phone: Fax:

Contact Name:




