
Georgia Orthopedic Resources
Patient Registration Form

Patient I nfor mation C heck box if infor mation has changed since last visit

Patient Name _____________________ ___________________ _________________________ Patient' s DOB ____/____/____
F ir st Middle L ast

H ome A ddr ess ___________________________________________________________________________________________

H ome Phone_____________________________ C ell Phone ___________________________ H eight _______ Weight _______

E mail ________________________________________________________________________________ M ale F emale

I s the Patient Diabetic? Yes No Diabetic Doctor _______________________________ Dr. Phone ____________________

SSN# _____ - _____ - _____ R efer r ing Doctor ______________________________________ Dr. Phone ____________________

H ave you ever been treated by a Physical or Occupational T her apist? Yes No I f yes, who? ___________________________

Appointment L ocation ____________________________________________________________ A ccident Date ____ /____ /____

H ave you ever wor n an or thotic device (br ace) before? Yes No I f yes, what kind? ____________________________________

Pr imar y I nsur ance ___________________________________________ I D # _________________________________________

Policy H older 's Name _____________________________________________________________________ DOB ____/____/____

Secondar y I nsur ance _________________________________________ I D # _________________________________________

Secondar y Policy H older ' s Name ____________________________________________________________ DOB ____/____/____

Name of the school the child attends __________________________________________ Phone number _____________________

Sur ger ies___________________________________________ A ller gies______________________________________________

M edications _____________________________________________________________________________________________

F or minor Patients please pr ovide infor mation about the person responsible for payment

Name _______________________________________ Wor k Phone ____________________ C ell Phone ____________________

A ddr ess _________________________________________________________________________ SSN# _____ - _____ - _____

R elationship to C hild _____________________________ E mail addr ess ______________________________________________

**********************************************************************************************************

By signing below, I author ize the release of any medical or other information to process the claim for services r endered by South G A
Orthopedic R esources. I alsorequest payment of benefits toSouth G A Orthopedic R esources for theseServices. South G A Orthopedic
R esources will attempt toverify insurancebenefits beforeyou leavetheoffice. I f weareunabletoverify your insurance, wewill attempt tobill
your insurance. However, you understand that you will beresponsiblefor any balanceduetoSouth GA Or thopedic R esources as a result of
nocoverage, partial payment, deductibleor co-payment. Weexpectpaymentatthetimeservicesarerenderedor a paymentplantobearranged.

Signatur e _____________________________________________________________________________ Date ____/____/____

I cer tify that I was offer ed a copy of South G A Or thopedic R esour ces Notice of Pr ivacy Pr actices. T he Notice of Pr ivacy Pr actices
descr ibes thetypes of uses and disclosureof my protected health information that might occur duringmy treatment, payment of my bills,
or in the perfor mance of South G A Or thopedic R esour ces health car e oper ations. B y signing this form, I consent to use or disclosur e
of my protected health information by South G A Orthopedic R esources for thepurposeof providingtreatment tome, obtainingpayment
for my healthcarebills or toconduct South G A Orthopedic R esources healthcareoperations.

X ________________________________________ __________________________________________ Date ____/____/____
Signatur e of Patient or Personal R epr esentative Name of Patient or Personal R epresentative

I grant to Georgia Orthopedic Resources the rights to use pictures of ___________________  for marketing and  training purposes.

Signature: _____________________________________________________________________________        Date: ____ /____ /____
Name of Patient

Street                                                                                           City                             State Zip Code
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