Suburban Orthotics & Prosthetics
Patient Information Form
PATIENT INFORMATION
Name_________________________________________________________________________________________ 


                 LAST                                             FIRST                                   INITIAL
Address_______________________________City____________________State__________Zip_________________
SSN_______-_______-_______Sex:      M __    F __   Date of Birth:______________ Marital Status: ____________
Employer______________________________Address_________________________________________________
 Home Phone (_____)__________________________Business Phone (______)______________________________
GUARANTOR INFORMATION
Person Responsible for Bill:__________________________________________Relationship___________________
Address __________________________________City_________________State______________Zip____________
Home Phone (_____)______________Work Phone (______)_________________
SSN_____-_____-_____
  Date of Birth_______________
Employer ________________________________________Address_______________________________________
OTHER INFORMATION
Emergency Contact_____________________________Relationship________________Phone (_____)___________________
Referring Doctor__________________________________________________Phone (_____)__________________________
Doctor’s Address__________________________City ________________________State______________Zip_____________
Is this injury caused by an ACCIDENT?    Yes __  No __ If Yes, please explain______________________________
Work Related Injury?  Yes __  No __ Date of Injury_________________Is this a Workman’s Comp Claim? _______
MEDICAL INFORMATION
Are you Diabetic?  Yes __  No __.   If Yes:
Physician managing diabetes _________________________________ Phone ________________________________
Do you have a history of:  High Blood Pressure?  Y __  No __                              Heart Problems?  Y __  N __
Allergies (particularly skin allergies) list:_____________________________________________________________
Medications: ___________________________________________________________________________________
______________________________________________________________________________________________
If your Insurance is HMO – You Must Have a Referral to see your Specialist.

With All Other Insurance, you must have a prescription

INSURANCE INFORMATION
Primary Insurance___________________________________

Secondary Insurance _______________________________

ID # ________________________Group # _______________

ID# _________________________Group #_____________

Phone # ___________________________________________

Phone # _________________________________________

Patient DOB _________________




Patient DOB __________________

Policy Holder _______________________________________
Policy Holder _____________________________________

Relationship to Policy Holder __________________________

Relationship to Policy Holder _________________________

The Private Insurance Patient

I hereby authorize Suburban Orthotics & Prosthetics, Inc. to provide any prosthetic/orthotic services necessary, per my physician’s prescription.  I authorize the release of all medical information necessary to process this claim that is pertinent to my medical care. I assign all insurance benefits to which I am entitled, to Suburban Orthotics & Prosthetics. This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as the original.  My signature below acknowledges that I have been advised of the warranty for such items that I have received and/or was advised of the Privacy Practice Procedures.

The Medicare Patient

I hereby authorize Suburban Orthotics & Prosthetics, Inc. to provide any prosthetic/orthotic services necessary, per my physicians’s prescription.  I request that payment of authorized MEDICARE benefits made to me on my behalf be made to Suburban Orthotics & Prosthetics for any services furnished me by that provider. I authorize any holder of medical information about me to release to the Center for Medicare & Medicaid Services and its agents any information needed to determine benefits or the benefits payable for related services. This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as the original. My signature below acknowledges that I have been advised of the warranty for such items and that I have received and/or was advised of the Privacy Practice Procedures; and that I was given or provided the opportunity to read the MEDICARE Supplier Standards.

Responsibility Statement

Your insurance is a method for you to receive reimbursement for fees you have paid for services rendered.  Having Insurance is not a substitute for payment. Many companies have fixed allowances or percentages based on your contract with them, not with our office. It is your responsibility to pay the deductible, co-insurance and any other balances not paid for by your insurance.  We will assist you in receiving reimbursement as much as possible, but you are responsible for any balance over 30 days.

I AGREE TO BE FINANCIALLY RESPONSIBLE FOR ALL CHARGES.  I HAVE READ THIS INFORMATION AND I UNDERSTAND IT.

Patient  Signature ____________________________________               Date________________________________

Responsible Party ____________________________________               Date________________________________

