WELCOME TO OUR PRACTICE

Please take a few minutes to fill out this form as completely as you can. If you have questions we’ll be
glad to help you. We look forward to working with you in treating your physical condition. We try to

see everyone in a timely manner. But if we’re taking too long, please let us reschedule you.

Patient Name ___ Date of Birth _ [ !
Last First M1

Street Address City State __ Zip

Hm# () - Wk#( ) - Cell () -

Fxit( ) - Pager# ( )} - e-mail:

Sex: M F  Marital Status: S M D W Maiden Name 554

Occupation Employer Primary Physician

Employer’s Address

If full time student indicate School currently attending

Emergency Contact Phone # ( )]

PRIMARY INSURANCE N N

Policy # Group # Phone # ( )

Employer Employer's Phone#

Name of Insured Relationship to patient

Insured S8 # Insured Date of Birth

Address

SECONDARY INSURANCE

POLICY # Group # Phone # ( )

Employer Employer's Phone#

Name of Insured Relationship to patient

Insured SS # Insured Date of Birth

Address .
ASSIGMENT OF BENEFITS: 1 authorize payment of benefits directly to Advanced Orthopedics and Sports

Medicine, PLLC for services rendered. For purposes of payment or audit, [ authorize the release of any Information
acquired in the Course of my examination or treatment. I understand that I am financially responsible to the provider
for charges not covered by my benefit plan.

SIGNED: DATE:

PLEASE TURN OVER IF YOU WERE INJURED IN A CAR ACCIDENT OR ON THE JOB



NO FAULT INFORMATION - FILL THIS OUT IF YOU WERE INJURED IN A CAR ACCIDENT
Insurance Company:

(Vehicle you were in at time of sccident)

Insurance Co. Address Phone# ( )
File #
City State Zip
Date of Accident: Policy or Claim #:
Wame of Insured (If other than claimant): Date Last Worked:
Location of Accident
City State Zip BEE
History of Accident: -
Attorney: Firm Name:
Address; Telephone #:
City State Zip

IN CONSIDERATION OF SERVICES RENDERED TO THE ME, ]l HERERY AUTHORIZE PAYMENT DIRECTLY TO
Advanced Orthopedics and Sports Medicine, PLLC, OF ANY AND ALL FIRST PARTY NO-FAULT AUTOMOBILE
INSURANCE BENEFITS TO WHICH I MAY OTHERWISE BE ENTITLED, FOR SERVICES RENDERED BY THE
PROVIDER, BUT NOT TO EXCEED THE PROVIDER'S REGULAR CHARGES FOR SUCH SERVICES.

IN THE EVENT THE PROVIDER'S CHARGES ARE OUTSTANDING AND I FAIL TO FILE MY APPLICATION FOR
BENEFITS UNDER THE New York STATE NO-FAULT INSURANCE LAW, ] HEREBY AUTHORIZE THE
PROVIDER TO FILE SUCH CLAIM ON MY BEHALF SO THAT THE PROVIDER MAY RECEIVE PAYMENT FROM
ITS CHARGES. I UNDERSTAND THAT, IF THE PROVIDER. DOES NOT RECEIVE PAYMENT FROM THE
INSURER, I AM PERSONALLY RESPONSIBLE FOR THE PAYMENT OF THE PROVIDER'S CHARGES.

Signed: Drate: ! !

I HEREBY AUTHORIZE Advanced Orthopedics and Sports Medicine, PLLC TO RELEASE MEDICAL INFORMATION
ON MY INJURY TO THE NO-FAULT CARRIER.

Signed: Date: { /

WORKER'S COMPENSATION INFORMATION ONLY:

WORKERS' COMPENSATION INSURANCE CARRIER:

ADDRESS OF CARRIER: Telephone #:
Ciry State Zip
DATE OF INJURY: ! f LOCATION
WCB CASE# POLICY / CLAIM #
HOW WERE YOU INJURED?
DATE LAST WORKED: / /
ATTORNEY: FIRM NAME:
ADDRESS:
City State Zip

I HEREBY AUTHORIZE Advanced Orthopedics and Sports Medicine, PLLC TO RELEASE MEDICAL INFORMATION
ON MY INJURY TO THE WORKERS' COMPENSATION INSURANCE CARRIER

DATE_ / /

SIGNED: S
IN THE EVENT I FAIL TO PROSECUTE THE CLAIM FOR WORKER'S COMPENSATION FOR THIS ILLNESS OR
CONDITION OR IT IS DETERMINED BY THE WORKERS' COMPENSATION BOARD THAT THE ILLNESS OR
CONDITION IS NOT A RESULT OF A COMPENSABLE WORKER'S COMPENSATION CASE.

I HEREBY AGREE TO PAY Advanced Orthopedics and Sports Medicine, PLLC THEIR USUAL AND CUSTOMARY
FEES FOR SERVICES RENDERED TO THE ABOVE NAMED CLAIMANT IN THE ABOVE IDENTIFIED CASE.

Patient Signature: DATE: / !







