
  HAND & ORTHOPEDIC REHABILITATION SPECIALISTS   
 

PATIENT INFORMATION (Please print clearly) 
 

Patient’s Name: _______________________________________   Soc. Sec. #: ____________________________ 

 

Date of Birth: _________________   Age: ______   Sex: ______   Marital Status: __________________________ 

 

Address: __________________________________  City: __________________  State: ______  Zip: _________ 

 

Home Phone: __________________   Work Phone: __________________   Cell Phone: ____________________ 

 

Email Address: ______________________________________________________________________________ 

 

Employer Name: _______________________________________  Full Time   Part Time   Retired   Student  

 

Spouse’s Name: ____________________   Spouse’s SS#: _____________   Spouse’s Birthdate: _______________ 

 

Spouse’s Employer: ____________________________________   Spouse’s Work Phone: ___________________ 

 

Emergency Contact (not living with you): __________________________   Home Phone: ____________________ 

 

Referring Physician: ______________________________   Referral Source: ______________________________ 

 

Injury or Accident: _____________________________________________   Date of Injury: _________________ 

 

 

RESPONSIBLE PARTY INFORMATION 
(if other than patient - required if patient is a minor) 

 

Responsible Party’s Name: _________________________________   Soc. Sec. #: _________________________ 

 

Date of Birth: _________________   Age: ______   Sex: ______   Marital Status: __________________________ 

 

Address: __________________________________  City: ___________________  State: ______  Zip: ________  

 

Home Phone: __________________   Work Phone: __________________   Cell Phone: ____________________ 

 

Email Address: ______________________________________________________________________________ 

 

Employer Name: _______________________________________  Full Time   Part Time   Retired   Student  

 

 

HEALTH INSURANCE INFORMATION 
If you do not have this information at this time, please provide it within 24 hours to avoid being turned over to Self Pay status 

If you have insurance cards please allow the receptionist to copy them for your chart. 

If receptionist has copied cards, please only fill out lines with * below.  
 

Primary Insurance: ___________________________ 

 

Ins. Co. Address: ____________________________ 

 

__________________________________________ 

 

Phone: ____________________________________ 

 

ID #: _________________   Group #: ____________ 

 

*The insurance is under the name of: (Person) 
*_________________________________________ 

 

*Policy Holder’s Birthdate: ___________________ 

Secondary Insurance: _________________________ 

 

Ins. Co. Address: ____________________________ 

 

__________________________________________ 

 

Phone: ____________________________________ 

 

ID #: _________________   Group #: ____________ 

 

*The insurance is under the name of: (Person) 
*_________________________________________ 

 

*Policy Holder’s Birthdate: ___________________ 

 

WORK RELATED/AUTO ACCIDENT INSURANCE INFORMATION 
If you do not have this information at this time, please provide it within 24 hours to avoid being turned over to Self Pay status. 

 

Insurance Name: ____________________________________________________________________________ 

 

Ins. Co. ClaimsAddress: _______________________________________________________________________ 

 

Adjuster Name: _____________________________   Phone: __________________   Fax: __________________ 

 

Claim #: ______________________________________   Reported Accident Date: ________________________ 

 
 

NEAREST RELATIVE NOT LIVING WITH PATIENT 

Name: ____________________________________________________________________________________ 

 

Address: __________________________________________________________________________________ 

 

Home Phone: __________________________________   Work Phone: _________________________________ 
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