E_TON Teton Orthopaedics
‘I'l—-] 555 East Broad
R OFAEDICS Jackson, WY 8300(3‘1&10\133

307) 733-3900
TAX1D. #83-0322741 E-mail Form Print Form &0

PATIENT INFORMATION

NAME (Last, First Middle) MRN SSN# BIRTHDATE LANGUAGE SEX

MAILING ADDRESS CITY, STATE ZIP REFERRING PHYSICIAN SECONDARY/BILLING ADDRESS (if Applicable)

HOME PHONE DAY PHONE EMAIL ADDRESS PRIMARY CARE PROVIDER CITY, STATE ZIP

MARITAL STATUS | STUDENT STATUS SMOKER (Y/N)? | VETERAN (Y/N)? | EMERGENCY CONTACT NAME CONTACT PHONE HOME PHONE
Q:uu-rimeoran-ﬁme No No

PRIMARY EMPLOYER SECONDARY EMPLOYER (if Applicable)

ADDRESS ADDRESS

CITY, STATE ZIP CITY, STATE ZIP

WORK PHONE WORK PHONE

IIRESPONSIBLE PARTY INFORMATION (if Different than above)

MNAME (Last, First Middle) BIRTHDATE LANGUAGE
MAILING ADDRESS CITY, STATE ZIP SECONDARY/BILLING ADDRESS (if Applicable)
HOME PHONE DAY PHONE EMAIL ADDRESS CITY, STATE ZIP
MARITAL STATUS | STUDENT STATUS SMOKER (Y/N)? [VETERAN (Y/N)? |PRIMARY CARE PROVIDER HOME PHONE
Fun-timsg Part-time{ NO No

RELATIONSHIP TO PATIENT

PRIMARY INSURANCE

NAME OF INSURANCE COMPANY POLICY#

NAME OF INSURED GROUP#

ADDRESS OF INSURANCE COMPANY COPAY AMT $

CITY, STATE ZIP PHONE DEDUCTIBLE $

RELATIONSHIP TO PATIENT EFFECTIVE DATE EXPIRATION DATE

NAME OF INSURANCE COMPANY POLICY#

NAME OF INSURED GROUP#

ADDRESS OF INSURANCE COMPANY COPAY AMT

CITY, STATE ZIP PHONE DEDUCTIBLE $

RELATIONSHIP TO P.RTIEI*.IT EFFECTIVE DATE $é)(PJR;i\TION DATE
LOCAL PHONE EMERGENCY CONTACT: PHONE:

Which MD are you seeing?

| hereby consent to routine care and treatment as necessary. | hereby assign all medical and/or surgical benefits to Teton Orthopaedics. A photo
copy of this document is to be considered as valid as an original. | understand that | am financially responsible for all charges. | hereby authorize
said assignee to release all information necessary to secure payment.

SIGNATURE OF PATIENT/GUARDIAN DATE
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