Thank you for choosing Lakelands Orthopaedic and Sports Medicine Clinic, P.A.

Patient Name: ___________________________________________     DOB: ___/___/_____   SS#: _____/____/_______
Parent/Guardian/Insured/Spouse: ______________________________   DOB: ___/___/_____     SS#:____/____/________
Parent/Guardian/Insured/Spouse: ______________________________   DOB: ___/___/_____     SS#:____/____/________
Address: _____________________________________City: ______________________ State: ______ Zip: ____________
Home #:  ______-______-________	       Work #:  _____-______-_________	     Cell #:  ______-______-_________
Today’s Problem: _____________________________________________________________        LEFT	   RIGHT
Accident/Injury/Pain Start Date: _______________________________
 Family Doctor: _________________________________________________ Phone #: ___________________________
Referring Doctor: ________________________________________________ Phone #: __________________________
Have you had (please circle):	X-Rays	     MRI	      CT	   Where? ________________________________________
Did you bring the X-Rays, MRI or CT with you?    YES	NO
Patient/Insured Employer Name: ______________________________	Phone #: ______________________
Do you have Insurance?	YES	NO	PLEASE GIVE CARD(S) TO RECEPTIONIST TO BE COPIED
Was this injury due to an accident on your job?	YES	NO	Did you report it?	   YES	     NO
To whom did you report it to? _________________________________________ Phone #:________________
Did you receive a Claim Number? ___________________________________	 Fax #: __________________

FINANCIAL POLICY, ACKNOWLEDGEMENT, ASSIGNMENT AND RELEASE:
• I hereby assign my insurance benefits to be paid directly to the physician. And authorize release of any information needed to secure payment.
• I understand that I am financially responsible for all non-covered services including any deductible and/or co-payment.
• Patients without insurance are required to pay $300 at the first visit and $50 co-pay at each follow up visit.
•A copy of the Notice of Privacy Practices for Lakelands Orthopaedic Clinic is available at the front desk.

Patient or Guarantor Signature: ________________________________________________ Date: ___________________
Emergency Contact Person: ____________________________________ Phone: _________________________
