
Patient Name: ________________________________________________________________________________________

Patient Address: ______________________________________________________________________________________

City: _____________________________ State: ____ Zip: __________ Email: ____________________________________

Home Phone: ________________________________________ Sex: M____ F____ DOB: ________________  Age: ______

Work Phone: _________________________________________ Cell Phone: ______________________________________

Patient Employer: __________________________________________  Social Security # ____________________________

Occupation:________________________________________________  Marital Status:  S_____ M_____ D_____ W ____

Have you ever been seen in a SNF unit? ______  Date _________  Name & Address ______________________________
(Skilled Nursing Facility)

Date of last hospital visit:__________________  Where _________________________________ Admitted?  ____Yes____ No

For Minors Only:
Child lives with:      Both Parents _______  Mother _______  Father _______  Other _______

Who has custody of the child?      Mother_____ Father _____ Other ____________________________________________

Name: ______________________________________________________________________________________________

Address (if different): __________________________________________________________________________________

Home Phone: _____________________ Work Phone: _____________________ Cell Phone: ________________________

Employer: __________________________________________________________________________________________

Leave a message at home with other residents?   Y______ N ______     Answering Machine/Voice Mail? Y______ N ______

Physician Requesting Consult:________________________________________________   Phone #____________________

Primary Care Physician: _____________________________________________________   Phone #____________________

Whom may we contact about your medical concerns? ________________________________________________________

Emergency Contact: _______________________________ Relationship:_____________   Phone #____________________

Resp. Party for Insurance & Bills:  Patient _____ Spouse _____ Parents _____ Mother _____ Father _____ Other ______

Primary Insurance Co:_____________________________  Name of Insured: ____________________________________

Date of Birth of Insured:________________________________     SS # of Guarantor: ______________________________

Relationship to policyholder: Self _____   Spouse _____    Dependent _____                  Card Copied?    Y______ N ______

Co-Payment $ ________       Employer of Insured: __________________________________________________________

Secondary Insurance Co:______________________________   Name of Insured: __________________________________

Date of Birth of Insured: _____________________     SS# of Guarantor: ________________________________________

Relationship to policyholder: Self _____   Spouse _____    Dependent _____                  Card Copied?    Y______ N ______

Employer of Insured: __________________________________________________________________________________

The Cardinal Orthopaedic Institute           Account # ________________  Dr # _______

Was this an Injury?
____Yes  ____ No

Auto Accident?
____Yes  ____ No

Work Related?
____Yes  ____ No

BWC Claim #

I understand and request that payment of authorized insurance company benefits be made directly to Cardinal Orthopaedic Institute on my behalf
for all rendered services. I authorize any holder of medical information about me to release information needed to determine these benefits or the
benefits payable to related services. I am responsible for any co-pay, co-insurance, and deductible and non-covered amounts.

** Signature ______________________________________________________ Date:________________

Today’s Visit Information
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(For practice use only)


