
         

      

INSURANCE AUTHORIZATION AND ASSIGNMENT		  Advanced Orthopaedic Associates  
I hereby assign all medical and/or surgical and major medical benefits including Medicare, auto, private insurance and any other health plans to which I am entitled to (ADVANCED ORTHOPAEDICS 
ASSOCIATES ). I authorize said assignee to release all information necessary to secure these benefits and understand that I am financially responsible for all charges whether or not paid by 
insurance. This assignment will remain in effect until revoked by me in writing and a photocopy is to be considered as a valid original. I consent to treatment.

                 _______________________________________________________________________________________        ______________________________________
			   Signature of Patient (Guardian, if minor)					              Date

		

PATIENT’S NAME		  LAST		  FIRST      INITIAL			   S.S. #		  DATE OF BIRTH     	 AGE     WEIGHT      SEX

									         /       /                         		                           

ADDRESS			   CITY	 STATE	 ZIP					      HOME PHONE #

PARENT’S NAME (IF PATIENT IS MINOR)				                    EMPLOYER		  WORK PHONE #

EMPLOYER’S STREET ADDRESS					     CITY AND STATE				  

DATE OF INJURY (DESCRIBE HOW INJURY OCCURRED)			   CELL NUMBER

FAMILY PHYSICIAN							       REFERRED BY: (PHYSICIAN, INDIVIDUAL, HOSPITAL, OTHER)

MARITAL STATUS							       NUMBER OF CHILDREN

    SINGLE          MARRIED     WIDOW            DIVORCED          SEPARATED	

MO/DAY/YEAR

PATIENT INFORMATION   (PLEASE PRINT)				    DATE _______________________________

AUTO ACCIDENT	 q         WORKER’S COMPENSATION  q 	 DATE OF ACCIDENT/INJURY _______________________STATE________________________

NAME     OF    INSURANCE ______________________________________________________________________________________________________________________________

ADDRESS  OF INSURANCE ____________________________________________________________________________________________PHONE _______________________

NAME     OF    INSURED _________________________________________________________________________________________________________________________________

ADDRESS OF INSURED ______________________________________________________________________________________________________________________________

ADJUSTER’S NAME _________________________________________________________________________________________________________________________________ 

CLAIM # ___________________________________________________________________________________________________________________________________________

ATTORNEY ______________________________ ADDRESS ______________________________________________________________PHONE __________________________

EMPLOYER: _______________________________________________________              CONTACT ____________________________________________________________________

#1 PRIMARY INSURANCE

NAME OF INSURANCE CARRIER __________________________________________

INSURANCE ADDRESS __________________________________________________

_____________________________________________________________________

PHONE # ______________________________________________________________

GROUP # _____________________________________________________________  

ID # __________________________________________________________________

NAME OF INSURED _____________________________________________________

RELATIONSHIP TO INSURED

q  SELF    q  SPOUSE     q CHILD     q OTHER (SPECIFY BELOW)

____________________________________________________________________            

ADDRESS OF INSURED _________________________________________________

_____________________________________________________________________

TELEPHONE # _________________________________________________________

DATE OF BIRTH OF INSURED _____________________________________________

SOC. SEC. # OF INSURED ________________________________________________

EMPLOYER’S NAME OR SCHOOL NAME ____________________________________

#2 SECONDARY INSURANCE

NAME OF INSURANCE CARRIER __________________________________________

INSURANCE ADDRESS __________________________________________________

_____________________________________________________________________

PHONE # ______________________________________________________________

GROUP # _____________________________________________________________

ID # __________________________________________________________________    

NAME OF INSURED _____________________________________________________

RELATIONSHIP TO INSURED

q  SELF    q SPOUSE     q CHILD     q OTHER (SPECIFY BELOW)

____________________________________________________________________           

ADDRESS OF INSURED _________________________________________________

_____________________________________________________________________

TELEPHONE # _________________________________________________________

DATE OF BIRTH OF INSURED _____________________________________________

SOC. SEC. # OF INSURED ________________________________________________

EMPLOYER’S NAME OR SCHOOL NAME ____________________________________


