
   NEW PATIENT          UPDATE                                               DR: _______________________________   
DATE: ______________________                                                    PATIENT ACCT. #: __________________             
 
PATIENT’S LEGAL NAME: 
(First) ______________________ (Middle) _____________ (Last) __________________________ Sex:  M   F 
Social Sec. #: _________________________ DOB: ________________ Age: _____ Marital Status:  M S W D 
Address: _______________________________ City, State and Zip: __________________________________ 
Home Phone: _____________________ Cell Phone: ___________________ Work Phone: ________________ 
Employer: _____________________________________ Occupation: _________________________________ 
School Name (if student): ____________________________________________________________________ 
Religious Preference: ________________________________________________________________________ 
Primary Physician Name and Phone: ____________________________________________________________ 
 
EMERGENCY CONTACT: 
Name: _______________________________ Phone#: _________________ Relationship: ________________ 
 
DATE OF INJURY: _______________________________________________________________________ 
 
RESPONSIBLE PARTY: (If the patient is a minor, person responsible for billing account) 
Name: ___________________________________ Relationship to patient: ____________________ Sex:  M   F 
Address: __________________________________________________DOB: __________________________ 
City, State and Zip: _________________________________________ Social Sec. #: ____________________ 
Phone #: ___________________________________________Employer: ______________________________ 
 
PRIMARY INSURANCE:        
Insurance Company: ___________________________ Primary Insured’s Name: _____________________ 
Insured’s Group#________________________________ Insured’s ID #_______________________________ 
Insured’s Phone #: _______________________DOB: ______________ Social Sec. #: ____________________ 
 
SECONDARY INSURANCE: 
Insurance Company: ___________________________ Primary Insured’s Name: ________________________ 
Insured’s Group#______________________________ Insured’s ID #_________________________________ 
Insured’s Phone #: ______________________ DOB: _______________ Social Sec. #: ___________________ 
 
HOW WERE YOU REFERRED TO US: ______________________________________________________ 
 
PLEASE READ: Some insurance companies will not pay your bill if you do not select one of their participating physicians. It is 
the patient’s responsibility to determine if our physician participates in your insurance plan. Payment or copayment is due at the time 
of service. The patient or guardian is responsible for any portion of the bill that is not covered by insurance. In the event of legal 
action for collection, patient agrees to pay all costs of collection, including reasonable attorney’s fees. By signature below, the parent 
or guardian agrees that the jurisdiction and venue for said action shall be the county of St. Louis and State of Missouri. Any balances 
due from patients or guardians that are outstanding for over 90 days will have an automatic monthly finance charge of 1.5% (18% 
annual rate). 
SIGNED (Patient or Guardian) _______________________________________________ Date: ____________ 
AUTHORIZATION AND ASSIGNMENT: 
I authorize The Orthopedic Center to release information regarding my treatment to my insurance co., to health care providers who 
have referred me to The Orthopedic Center and to parties who are involved in my treatment if I have a work related injury. I also 
authorize my insurance benefits to be paid directly to The Orthopedic Center or the individual physicians. This is an authorization for 
medical treatment of a minor if signed by a parent or guardian. In addition to the above and in the event The Orthopedic Center is 
served with a subpoena for production of records, the undersigned authorizes The Orthopedic Center to produce such records under a 
business records affidavit without the necessity of attendance at a deposition. This above authorization can only be withdrawn or 
revoked by written notification to The Orthopedic Center. 
 
SIGNED (Patient or Guardian) ________________________________________________ Date: ___________ 
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