TRI COUNTY ORTHOPEDIC SURGEONS, INC.

DATE
Patient Profile
Patient Name Home Phone Cell Phone Employer and Phone #
Mailing Address Family Doctor Name and Phone Number
City, State, Zip Referring Doctor Name and Phone Number
Age Date of Birth Social Security Marital Status
[ married [T single ] pivorced [] widow

SPOUSE/PARENT/GUARDIAN INFORMATION (Please circle which one)

Name Social Security # Date of Birth Relationship to Pt Phone #

Mailing Address

Occupation Employer

EMERGENCY CONTACT

Name Relationship Phone #

INSURANCE INFORMATION Please present your insurance cards so that we may obtain a copy for our records.

Primary Insurance Company Secondary Insurance Company

Policy Holder’s Name Policy ID Number Policy Holder’s Name Policy ID Number
Date of Birth Co-Pay Relationship to Patient Date of Birth Co-Pay Relationship to Patient
Policy Holder’s Address Family Doctor Name and Phone Number

Policy Holder’s Employer Policy Holder’s Employer

If BWC: Date of Injury Claim Number Employer at Time of Injury Physician of Record

| authorize Tri County Ortho Surgeons to leave a message at (please initial all that apply)

HOME WORK ___CELL
Race: Ethnicity: Language:
U White/Caucasian [ Asian [ Latinoor Hispanic U] English
|:| Black or African [J Hispanic or Latino [J Not Latino or Hispanic [] Spanish
[J American Indian or Alaska Native [] Indian
O Native Hawaiian or Other Pacific Islander ] Other

PHARMACY NAME Location Phone Number




TRI COUNTY ORTHOPEDIC SURGEONS, INC.

PATIENT AUTHORIZATION
I hereby authorize Tri County Orthopedic Surgeons, Inc. to furnish information to Insurance carriers concerning
this treatment/illness/accident and hereby irrevocably assign to the physician all payments for medical services
rendered. | certify that the information | have reported with regard to my insurance coverage is correct.

I also hereby authorize and give permission to my attending physician, and other health professionals associated
with my physician, to disclose my medical or other relevant information to my physician’s legal counsel,
accountant, medical malpractice carrier, transcriptionist, or billing and coding agents, as may deemed necessary
by physician. A copy of this authorization shall be considered as valid as the original.

REFERRALS
I understand that | am responsible for obtaining a valid referral from my primary physician if required by my
insurance company.
POLICY CONCERNING PAYMENT OF MEDICAL BILLS
| agree to promptly pay all charges when billed for medical services rendered. As a parent or guardian, | agree
legal responsibility for all charges incurred by the patient named on the previous page.

PHOTOGRAPHY CONSENT
I give permission to photograph my child for security purposes. | understand the picture will be retained in their
medical record and used for identification purposes only.

PATIENT RIGHT TO PRIVACY/CONFIDENTIALTY
Tri County Orthopedic Surgeons is committed to patient privacy and confidentiality. In our Patient Bill of Rights,
we state that our patients have a right to privacy and confidentiality. Therefore, you will be asked for your
permission prior to the release of your records. Your medical information will be kept confidential to the degree
required under existing law and regulation. However, from time to time we may need to contact you at home
or work. If we need to contact you, may we have your permission to leave a message with regards to your care,
any lab results, and appointment information, if you are unavailable or do not answer the phone?

Release of Medical Information Agreement
Federal and state law direct when the Practice may disclose a patient’s Protected Health Information to persons
involved in a patient’s care. This form allows a patient to designate family members, friends or other individuals
to whom the Practice may release Protected Health Information.
1, (print patient name) hereby agree that the following person(s)
involved in my care may receive medical information about me (friends or family members, not physicians).

Name Relationship to patient Phone
Name Relationship to patient Phone
Name Relationship to patient Phone

This form is not intended as a full authorization to release all of your Protected Health Information. The
individuals listed above will only receive Protected Health Information directly relevant to such individual’s
involvement in your care or payment related to your care. You may cancel or alter this designation at any time
by informing TCOS in writing of such change/alteration. Any cancellation or alteration can only apply to future
disclosures or actions regarding your Protected Health Information and cannot cancel actions taken or
disclosures made while the designation was in effect.

DATE PATIENT /PARENT OR GUARDIAN SIGNATURE DATE OF BIRTH



