
Bone & Joint Specialists 
 
PATIENT NAME:     ___________________________________________ Cellular#__________________________ 
   First  Middle  Last 
Address:     _________________________________________________Apt./Sp.#:  _____________________________ 
City:  ______________________________________________  State:  _______________     Zip:  _________________ 
Home Phone #:  (       )  ___________ - __________  Work Phone #:  (       )  ____________ - ____________ 
Social Security #:  _______ - _______ - _______Date of Birth:  _______________     Age:   ________  Male    Female 
  
Employer:  ______________________________________________________     How Long?  ____________________ 
What type of work do you do? ________________________________ 
 
Who referred you to our office?____________________________Address: ______________________________ 
 
******Complete this section only if someone other than the patient is financially responsible********* 
 
*Responsible Party:  ______________________________Relationship to Patient____________________________ 
*Home Address:  _________________________________________________________________________________ 
*Telephone #:  (       )  ______________________Birthdate:  _____________ 
*Employer:  _________________________________*Insured ID# or Social Security:_________________________ 
  
EMERGENCY CONTACT: ( NAME OF FRIEND OR RELATIVE NOT LIVING WITH YOU). 
 
Contact Name:  ________________________________ Relationship to Patient:  ______________________________ 
Home Phone:  (       )  ____________ - ____________  Cellular #:  (       )  ______________ - ________________ 
 
WHAT BODY PART ARE WE SEEING YOU FOR?:  __________________________________________________ 
DATE OF INJURY/ONSET: _____________________________ 
 
INSURANCE INFORMATION: 
 
Primary Insurance:  ______________________________ Policy ID#: __________________Group#_____________  
Address: ________________________________________ City/State/Zip ___________________________________ 
Date of Birth: _______/________/________ Insured Name: ____________________________________________ 
 
 
Secondary Insurance:  ____________________________Policy ID#:___________________Group#______________  
Address:_________________________________________City/State/Zip____________________________________ 
Date of Birth:_______/________/_________ Insured Name: ____________________________________________ 
 
 
Worker’s Comp Name & Address: ________________________________________________________________ 
If Worker’s Comp, claim#: ________________________________ Date of Injury:  _______________ 
Worker’s Comp Adjusters Name:____________________________________ Phone#:  _______________________ 
Fax#: _______________________  Nurse Case Manager Name:  ___________________________________________ 
 
  
I hereby assign all medical benefits to which I am entitled to Bone & Joint Specialists.  I understand that I am financially 
responsible for all charges whether or not paid by said insurance.  I hereby authorized said assignee to release any information 
needed to determine these benefits or the benefits for related services. 
 
 
__________________________________________________  ____________________________ 
 Responsible Party Signature     Date 
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