Georgia Orthopedic Resources
Patient Registration Form

PatientInformation  Check box[ |if infor mation has changed since last visit

Patient Name Patient's DOB / /

First Middle L ast
Home Address

Street City State Zip Code

Home Phone Cell Phone Height Weight
E mail |:|Ma|e |:|Fema|e
I's the Patient Diabetic?DYes |:| No Diabetic Doctor Dr. Phone
SSN# - - R eferring Doctor Dr. Phone

Haveyou ever been treated by a Physical or Occupational T herapist? |:|Yes |:|No If yes, who?

Appointment L ocation Accident Date / /

Have you ever worn an or thotic device (brace) before?[ Ves |:|No I fyes, what kind?

Primary Insurance ID #

Policy Holder's Name DOB / /

Secondary Insurance ID #

Secondary Policy Holder's Name DOB / /

Name of the school the child attends Phone number

Surgeries Allergies

M edications

For minor Patients please provideinfor mation about the per son responsible for payment

Name Work Phone Cell Phone
Address SSN# - -
R elationship to Child E mail address
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| grant to Georgia Orthopedic Resources the rights to use pictures of for marketing and training purposes.
Name of Patient

Signature: Date: / /

By signing below, | authorize the release of any medical or other infor mation to process the claim for services rendered by South GA
Orthopedic R esour ces. | alsorequest payment of benefits to South GA Orthopedic R esour ces for these Services. South GA Orthopedic
R esour ces will attempt tover ify insurance benefits beforeyou leavetheoffice. If weareunabletoverify your insurance, wewill attempt to bill
your insurance. However, you under stand that you will be responsiblefor any balance dueto South G A Or thopedic R esources as a result of
nocoverage, partial payment, deductibleor co-payment. Weexpect payment at thetimeservices arerendered or a payment plan tobearranged.

Signature Date / /

| certify that | was offered a copy of South GA Orthopedic R esour ces Notice of Privacy Practices. TheNoticeof Privacy Practices
describes thetypes of uses and disclosur e of my protected health infor mation that might occur during my treatment, payment of my bills,
or in the performance of South GA Orthopedic R esour ces health care operations. By signingthis form, | consent touse or disclosure
of my protected health infor mation by South GA Orthopedic R esour ces for the pur pose of providing treatment to me, obtaining payment
for my healthcarebills or to conduct South GA Orthopedic R esour ces healthcar e operations.

X Date / /
Signature of Patient or Personal R epresentative Name of Patient or Personal R epresentative
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