
�OSSFLA 
� ORTHOPEDIC SPECIALISTS

�OF SOUTH FLORIDA 

PREFERRED PHARMACY ___ ��------

ADDRESS_���---------��--

TELEPHONE ___________ ___ _  _ 
PLEASE PAINT 

Welcome to our office. We are committed to providing you with the most comprehensive care possible. Please assist us in doing so by providing the following 
information, as well as your driver's license and insurance card{§l_ 

Today's Date:--------------

Last Name: ______________ First Name: ______________ Middle: ____ D Male D Female 

Soc Sec Number: __________ ____ Date of Birth: ____ _ ----I------ Age: _____ _ 

Address:---------------------------------- Apt./Lot #: ---------

City: _________________________ State: _______ _ Zip Code: _________ _ 

Phone (H): .__ __ __________________ Cell:.__ __ --------------------

Primary  Language ________________ _ 0 MARRIED O SINGLE O DIVORCED O SEPARATED O WIDOWED

E-mail Address:------------------------ (If you would like to receive e-mails from our office)

Employer: __________________________ Phone:(�--�----------------

Emergency Contact: Phone: Relationship: _________ _ 

Is your insurance through the Healthcare Marketplace? D YES D NO 

Primary Insurance: _________________ _ Secondary Insurance: ________________ _ 

Policyholder Name: ________________ _ Policyholder Name: ________________ _ 

ID#: _____________________ _ ID#: ______________________ _ 

Policyholder Date of Birth: _____ I ____ I ____ _ Policyholder Date of Birth: _____ I ____ I ____ _

D Other: 

Primary Care Physician: ------------------------- Phone:'�-� __________ _ 

Injured on Job? 0 YES O NO Auto Accident? D YES D NO 

--------------------------------
Date of Injury: _________ _ 

INDIVIDUALS AUTHORIZED TO RECEIVE MY MEDICAL INFORMATION 

I hereby authorize the designated parties below to request and receive any Protected Health Information (PHI) regarding my treatment, payment or 
administrative information related to treatment or payment. I understand that the identity of designated parties must be verified before the release of 
any information by providing proof of identification (i.e. Photo ID). If you would like your health information/Pl to be accessible to any immediate 
family members (i.e. spouse, child, parent), it is necessary to include them on the list below. 

Individuals Authorized to have access to my health information/PHI: 

Name:-------------------- Phone: _________ Relationship:-------------

Name:-------------------- Phone: _________ Relationship: ____________ _ 

Print Patient Name 

Patient Signature or Patient Guardian Signature Date 
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