EMAIL ADDRESS:

Patient Name: SSN:

Patient Street Address:

City: State: Zip Code:
Home: Work: Cell:
Patient Date of Birth: State Born In:

Marital Status: (circleone) S M D W Spouse Name:

Patient Employer: Occupation:
Employer Address:
Emergency Contact Name: Phone #:

We need your permission to release information about your condition, treatment or test results.
Please indicate to whom we may communicate with and their relationship to you:

If someone other than patient holds the health insurance, please fill in the information below:

GUARANTOR (Policy Holder): Relationship:
Address:

City: Zip Code:
Home: Cell:
S.S#: Date of Birth:

Guarantor Employer: Occupation:
Address: City: State: Zip:

PRIMARY INSURANCE — We will take copy of card

Insurance Name: Policy Holder Name:
Palicy #: Group #:

SECONDARY INSURANCE - We will take copy of card

Insurance Name: Policy Holder Name:
Policy #: Group #:

Signature below indicates the person ultimately responsible for any balance that may be incurred in the course
of treatment of the patient. In addition, this authorizes Genesis Orthopedics & Sports Medicine to release any
information necessary for the collection of any charges incurred by the patient.

SIGNATURE DATE




