	FORM #1  New Patient Information

	Patient's name
	

	SS#
	

	Marital Status
	

	Date of Birth
	

	Age
	

	Sex
	

	Address
	

	City/State
	

	Zip Code
	

	Home Phone
	

	Employer
	

	Occupation
	

	Cell Phone
	

	Business Phone
	

	Spouse's Name (If minor or college parents names)
	

	Address
	

	Zip Code
	

	City/State
	

	SS#
	

	Parent's home phone
	

	Insured's Employer
	

	City/State
	

	Cell Phone
	

	Business Phone
	

	Family Physician
	

	Referring Physician
	

	For Office Use Only
	


	Insurance/Responsible Party

	Responsible Party:
	

	1st Insurance:
	

	Policy #
	

	2nd Insurance:
	

	Policy #
	

	Is this visit due to an Injury? If so, please fill out following questions

	Date of Injury
	(mo/day/year)

	How did injury occur? 
	

	Where did injury occur? 
	

	What part of body are you being seen for:
	


	Assignment and Release

	I understand that all services are payable at the time of service. I assign directly to Dr. Neel all insurance benefits payable to me for services rendered at Advanced Orthopedics and Sports Medicine. I understand that I am financially responsible for all charges whether or not paid by insurance. I authorize Advanced Orthopedics and Sports medicine to release all information necessary to secure the payment of benefits. I further agree that 30 days after the date of service I will pay any balance not paid by my insurance carrier or arrange a personal payment plan with the accounts manager.

	________________________
	_____________________________________________

	Date
	Must be 18 years of age to sign-Parent/Legal Guardian

	Appointment Date
	____________________

	Appointment Time
	____________________

	Appointment Location
	____________________

	Billing #
	____________________

	Chart#
	____________________


