
	Patient Information 
	Date
	Provider

	Last name
	First name
	Middle initial
	· Male
	· Female

	Address
	City
	State
	Zip

	Day phone
	Evening phone
	Cell phone

	Email address
	DOB

	Marital Status 
	· Married    
	· Separated   
	· Single   
	· Divorced    
	· Widowed
	Social Security Number:

	Name of employer

	Employer’s address
	City 
	State
	Zip

	Emergency contact
	Relationship
	Phone

	Address
	City
	State
	Zip


If the injuries or symptoms you have are the result of a Motor Vehicle Accident or Workers Compensation Case please contact our office.

We need to obtain some information prior to scheduling your appointment. Call (405) 631 4263

	Are you the legal guardian or parent of this minor patient?

                                                                                    __________________________________________________________________________

	Your street address if different from patient?

                                                                  ____________________________________________________________________________________

	Sign here to authorize medical treatment of this patient 

                                                                                 ____________________________________________________________________________

	Primary subscriber information 

	Last
	First 
	Initial

	Address

	City
	State
	Zip

	DOB
	· Male
	(  Female

	Employer
	Phone


	Secondary subscriber information 

	Last
	First 
	Initial

	Address

	City
	State
	Zip

	DOB
	· Male
	· Female

	Employer
	Phone


	Secondary insurance information

	Member/Insured ID

	Group ID

	Primary insurance information

	Member/Insured ID

	Group ID


Insurance Authorization And Assignment

I request that payment of benefits be made on my behalf to the Orthopedic Institute for any services furnished to me by that party who accepts assignment. Regulations pertaining to Medicare assignment of benefits apply (if applicable).

I authorize any holder of medical of other information about me to release to the Social Security Administration and Health Care Financing Administration or it’s intermediaries  or carriers any information  needed for this or any related Medicare/other insurance company claim. I permit a copy of this authorization to be used in place of the original and request payment of the medical insurance benefits be paid to the party who accepts assignment. Any overpayment will be applied to any outstanding balance within the Orthopedic Institute."

I understand that it is mandatory to notify the healthcare provider. I have answered the questions and have read and understand the terms of assignment and release of information. I promise to pay for services rendered.

Patient Signature                                                                                             Date  

Orthopedic Hospital


The Therapy Center


Tower Surgery Center





Orthopedic Institute


Southwest Open MRI


Central Oklahoma Anesthesia & Pain Management Services





ORTHOPEDIC INSTITUTE


1044 S.W. 44th, Oklahoma City, OK  73109














