Account#

m Which doctor are you here to see? (Please circle one) FOR OFFIGE USE ONLY
! 3 Stephen M. Wilson, M.D. David M. Pope, M.D. Kevin B. Riché. M.D.
@ PATIENT Joe A. Morgan, M.D. Joseph E. Broyles, M.D. Christopher J. Belleau, M.D.
Lawrence J. Messina, M.D. Kevin P. McCarthy, M.D. Patrick B. Hall, D.P.M.
CLINIC INFORMATION  william F. Hagemann, MD.  Alan C. Schroeder, M.D. O. Christian Hall, D.PM., FACS
OF BATON ROUGE Gerard L. Murtagh, M.D. Charles S. Walker, M.D.

R

Have you been a patient here before? 1 Yes 4 No

Patient Name:

. First MI Last
Mailing Address:
Street Apt.
City State Zip
Home Phone Cell/Alternate Phone
Age: Date of Birth: Social Security #: Gender: rF rM
Email: Would you like our FREE Doctor’s Orders e-newsletter? rY rN

Marital Status: (Circle one) Married Single Divorced Widowed Spouse’s Name:

Employer:

Primary Care Physician:

Student: Parent(s) or Legal Guardian(s) Name:

Address (if different from primary):

Street Apt.
City State Zip
Home Phone Cell/Alternate Phone
Emergency Contact Name:
Need different address Relationship to Patient Home Phone Cell/Alternate Phone
Medical Insurance Information:
1. Will you be filing today’s visit through your personal health insurance? If so, present card to front desk.
2. Is this a job related injury? If so, complete section I1I.
3. Is your visit today part of a legal, disability or liability related issue? If so, complete section I11.

|. REFERRED BY:
Name: Primary Dr.? 1 YES U NO
Other: Please explain:

I1. Workmen’s Compensation Claims: (Please complete if your visit is the result of a work related injury.)

DATE OF INJURY/ACCIDENT: DID YOU REPORT THIS TO YOUR EMPLOYER? U YES W NO
Employer Work Compensation Contact Person Contact’s Phone
Employer Address City State Zip Code
Work Compensation Carrier Phone Claim Number Adjuster

I11. Legal/Disability/Liability Claims: (Please complete if your visit is the result of legal, disability or liability issue.)
DATE OF INJURY/ACCIDENT:

Law Office/Disability/Liability Office Name Lawyer’s/Agent’s Name Phone

Address City State Zip Code

I Hereby Authorize The Bone and Joint Clinic to release any medical information and/or medical records maintained at this clinic as needed to my insurance company,
to the social security administration or carriers, to my attorney as listed above, or to the attorney responsible for the payment for medical services or evaluation to be
provided. I permit a copy of this authorization to be used in place of the original. I hereby assign to the facility listed above all Insurance Company or Medicare reim-
bursements for medical and/or surgical expenses. Regulations pertaining to Medicare assignment of benefits apply.

Date Signature (Patient or Responsible Party)

Name of Person Completing Form Relationship to Patient 0112009






