Rockland Orthop.ed.iéé & Sports Medicin.é’,”P.C.
PATIENT INFORMATION SHEET

Patient Name

Gender:

First Middle

Date of Birth / / Social Security #

Home Address

Last

- - Driver’s Lic.#
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Female

City

Billing Address (if different)

Zip

Home Phone ( ) -

Email Address

Cell Phone ( )

Marital Status S M D W

Primary Care Physician (PCP)

Occupation

PCP Phone (

Guardian’s Name (if a minor)

Patient’'s Employer

Work Phone (

Employer's Address

Relationship to Patient

Spouse’s Name

Spouse’s Employer

Spouse’s Work Phone (

Spouse’s Employer’s Address

If full-time student indicate school currently attending

Emergency Contact Phone (
PRIMARY INSURANCE CARRIER

Policy # Group # Phone (
Address

Guarantor’'s Name

Relationship to Patient

Guarantor's SS# - -

Employer

SECONDARY INSURANCE CARRIER

Guarantor’s Date of Birth

Employer’s Phone (

/

Policy # Group #
Address

Phone (

Guarantor’s Name

Relationship to Patient

Guarantor’'s SS# - -

Employer

SIGNED:

Guarantor’s Date of Birth

Employer’s Phone (

/

DATE:

PROVIDER’S SIGNATURE:

DATE:
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Rockland Orthopedics & Sports Medicine, P.C.

BILLING INFORMATION ACKNOWLEDGMENT

I , understand and agree that it is
my responsibility to be familiar with my medical insurance policy. | agree to provide correct
referrals and authorizations. | will pay in full at the time of service if | do not have this
information, and | accept responsibility for payment of the entire bill.

Furthermore, | accept and understand that any balances not covered by my insurance(s) are to
be paid upon receipt of my bill. If my insurance company has not provided payment, | am
responsible for the balance and for contacting the insurance company.

| agree that if my balance due to Rockland Orthopedics and Sports Medicine, PC remains
unpaid | will be responsible for interest on the unpaid balance at the rate of 18% per annum,
plus cost of collection and reasonable legal fees.

Name Signature Date



