PATIENT REGISTRATION FORM
CENTER FOR JOINT PRESERVATION AND REPLACEMENT
RUBIN INSTITUTE FOR ADVANCED ORTHOPEDICS
Please Print

Date:

Patient Name:
Last First Ml

Date of Birth: Age: Male Female
( Please Circle)

Social Security #

Address:

City State Zipcode

Home Phone # ( ) Work: ( ) Celley )

Employer’s Name:

Employer’s Address:

Responsible Party of Guarantor:

Address:

Spouses Name: Spouses Work # ()

Emergency Contact:

Relationship to Patient: Phone# (__ )
Primary Care Physician’s Name: Phone # ()
Referring Physician’s Name: Phone#(__ )

Authorization and Assignment of Insurance Benefits

The undersigned patient, or authorized individual acting on behalf of the patient understands and agrees to
the following:

e [ authorize payment of medical benefits to the physician(s) rendering service(s)

s [ agree and acknowledge that my signature on this document authorizes my doctor to submit claims for
benefits, services rendered, or service to be rendered without obtaining my signature on each and every
claim submitted for myself and/or dependent(s). I will be bound by this signature as though the
undersigned had personally signed the particular claim.

e | will pay to the physician any balance due for services rendered. I understand that if payment is not
made on my benefit by my (insurer, legal representative, or workmen’s compensation insurance), [ will
be responsible for any outstanding balances.

Signature of Patient, Parent/Guardian, Guarantor Date



