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                                    Orem Sports Medicine Center
Confidential Patient Information

Name:  ___________________________   Home Phone #: ( ____) ___________ Email:_______________________
Gender:    M   F   Date of Birth: ____/____/____   Age: ____  Social Security #: _____________________________

Address:  ____________________________ City:  ___________   State: _____   Zip: _______________________

Responsible Party: _____________________________________  Phone #: ( _____ ) ________________________                                                               

Responsible Party Address: _________________________ City: _________State: ___ Zip: ___________________

Patient Employer: ____________________________________ Work Phone #: (______) _____________________                                             

Marital Status: _______ Relative (not living with you):  ____________________ Phone # (_____) ______________                                    

How did you hear about us:  Doctor   Family/Friend   Website/Social Media  Other: _________________________
Referring Physician:                                            Phone # (____) _______________  
Is this injury?   Work Related       Auto Accident    Accident Related   Other:_______________________________                                                              

Are you currently or will you be using a lawyer: Y   N    Lawyer Name:  ___________________________________

Area Injured:____________________________ Date of Injury: ____/____/____     Date of Surgery: ____/____/_____

Primary Insurance

Primary Insurance Carrier: __________________________________ Phone #: (_____) ______________________

Group #: ______________  Policy #: _____________  Adjuster’s Name: __________________________________    

Insured Name:  _____________________ Gender:    M   F    Social Security #: ______________________________

Date of Birth: ___/____/____  Relationship to Patient: __________ Phone #: (_____) _________________________

Insured Employer: ___________________________________  Work Phone # (_____) ________________________


Secondary Insurance

Secondary Insurance Carrier: ________________________________ Phone #: (_____) _______________________

Group #: ______________  Policy #: _____________  Adjuster’s Name: ___________________________________

Insured Name:  _____________________ Gender:    M   F    Social Security #: ______________________________
Date of Birth: ___/____/____  Relationship to Patient: __________ Phone #: (_____) _________________________

Insured Employer: ___________________________________  Work Phone #: (_____) _______________________

All fees for medical care are due and payable upon completion of treatment, unless prior arrangements have been made IN WRITING. I understand that it is my responsibility to correct/update insurance information and that this office will bill my insurance as a courtesy to me.  A billing fee will be charged at a rate of 1.75% per month (APR 21%) or $5.00 per month on balances 30 days and older, depending on which is greater.  In the event that any balance is not paid as agreed upon, the undersigned agrees to pay the balance and all collection charges incurred, including collection (at 50%) and reasonable attorney fees.  

I understand that it is my responsibility to understand and know my insurance benefits and that it is a courtesy of Orem Sports Medicine Center to call on benefits. 
 Assignment of benefits and release of information: I hereby request and authorize my insurance company to pay my insurance benefit payments directly to the provider. I understand that my insurance coverage is a contract between the insurance company and me and not between the insurance company and the provider.  In the case that my insurance company does not pay the balance in full the remaining balance will be due and payable immediately by me. I authorize the therapist or the insurance company to release any information on this or related medical claims.  I permit a copy of this authorization to be used in place of the original. I acknowledge that I have seen the “Notice of Privacy Practices.”  I understand that I may ask questions about the “Notice of Privacy Practices” at any time. I hereby consent to being contacted by telephone at any telephone number (including but not limited to wireless/cellular phone numbers) provided by me or anyone associated with me or acting on my behalf (name of OSMC client) or anyone acting on its behalf.  I understand and agree that such calls may be initiated by (name of OSMC client) or any of its affiliates, agents, contractors, or assigns, including but not limited to billing companies and/or third-party collection agency(ies), and that the methods of contact may include using pre-recorded/artificial voice messages and/or the use of an automated dialing device and/or the use of text messages – some or all of which may result in data charges.  I also consent to receiving emails at any email address provided by me or anyone associated with me or acting on my behalf.
Patient/Parent/Guardian Signature:                                                                  Date: ​​____________________

I authorize ______________________________________________ (Name and Relationship) to discuss my financial account.
