COASTAL ORTHOPEDICS & SPORTS MEDICINE, P.A.
PATIENT REGISTRATION and AUTHORIZATION

Please Print Referred by:
Marial S
Name O single O Married
O Divorced O Separated
Address, Soc. Sec. # O Widowed
City State. Zip. Employer /Occupation,
Home Phone Address,
Work Phane City State. Zip.

1S THIS A WORKMAN'S COMP INJURY?

BILLING: Please complete if person responsible for this bill is other than above patient:

Name, ionship to Patient Soc. Sec#,
Address. Birthdate, sbfg(p:

City. State, Zip. Employer Occupation,
Home Phone. Address,

Work Phone City. State, Zip,

Please give usall pertinent information reg:nrd.mg your insurance covrm,gc I you !uw:(ovuagohymnm than one insurance, supply information of both
aiting period ting clauses. IF YOUR
COVERAGE 15 CONTINGENT ON A SECOND OPINION, or PRE-ADMISSION APPROVAL, IT 1S YOUR RESFONSIBILITY 10 INFORM US.

PrimarylnsuranceName______ SecendarylnsuranceName,
Address Address.
Insured (name on 1D card). Insured (name on 1D card),
Relationship to Patient Relationship to Patient
O self O spouse O child D other O self O spouse O child O other
Insured [D No, Insured 1D No.
Group No. Group No.,
Company Name, Company Name,
Effective Dat Effective Date.

All professional services are charged to the patient, Necessary forms will be completed to help expedite insurance carrier
payment. However, the patient is responsible for all fees regardless of insurance coverage. It is also customary to pay for
services when rendered unless other arrangements have been made.

INSURANCE AUTHORIZATION AND ASSIGNMENT
1 hereby authorize Coastal Orthopedics to furnish information to insurance carriers concerning my treatment and hereby

assign to the physician all payment for medical services rendered to myself or my dependents. 1 understand that [ am
respons‘ble for any amount not covered by insurance. For worker's compensation claims, I further authorize Coastal

dics to release ir ion regarding my examination or treatment to my employer or their insurance carrier.
Date. Signature,
Pleasa stata your problem. Date of Injury?
School
Grada

Type of injury
O workman's Comp
U Motarvehicle aceident
O other

Is litigation pending?
Have you had previous lreatment? Please list physician and treatment

MEDICAL INFORMATION
Current medicatians: Allergies:

Asthma

Diabetes

Stomach

Bleeding problems
Are you pregnant?

ooooo

CGther perlinent medical informaticn (medical ilinesses, accidents, surgeries, elc,)

| would/would net like & copy of the netes from this visit to be sent to my family doctor, Dr.

Signature




