
PATIENT INFORMATION

Last Name: 	First: 	M.I.: 

If Minor, Responsible Party Is: 

D.o.b.: 	Sex (M/F) 	SSN:

Street Address: 

City: 	State: 	Zip Code: 

Home Phone: 	Work Phone: 

Cell Phone: 	Email: 

Employer/school: 

Primary Care Physician: 	Address: 

Referred By: 	Address: 

Onset Of Symptoms: 	Reason For Visit: 

Is this related to:	 Workers’ Comp	 □ yes	 □ No	A uto	 □ yes	 □ No

INSURANCE INFORMATION

Primary Ins. Co. (Name): 

Insurance Billing Address: 

City, State, Zip: 

Insurance Phone Number: 	Insurance ID #: 

Group #: 	Policy Dates – From: 	To: 

***complete The Required Insurance Policy Holder Information***

Name: 	Sex (M/F): 	D.O.B.: 

Relation to Policy Holder: 	Policy Holder SSN: 

Policy Holder Address: 

Employer Name: 

Secondary Ins. Co. (Name): 

Insurance Billing Address: 

City, State, Zip: 

Insurance Phone Number: 	Insurance ID #: 

Group #: 	Policy Dates – From: 	To: 

***complete The Required Insurance Policy Holder Information***

Name: 	Sex (M/F): 	D.O.B.: 

Relation to Policy Holder: 	Policy Holder SSN: 

Policy Holder Address: 

Employer Name: 

Date: 

Patient ID No.: 
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If Accident Related

Worker’s Comp/AUTO/other: 	Date of injury: 

WORKER’S COMP/Auto/other CLAIM NUMBER: 

WORKER’S COMP/Auto/other INSURANCE CARRIER: 

Billing ADDRESS: 	CITY, STATE ,ZIP: 

Attorney Information

NAME OF ATTORNEY: 

ADDRESS: 	PHONE NUMBER: 

CITY, STATE, ZIP: 

Authorizations

Authorization To Release Information

I give permission to NEOS to disclose my Protected Health Information to the following individual(s). I hereby 
understand this listing remains in effect unless revoked by me in writing.

Name 	Phone 	R elationship 

Emergency Contact if Different from Individuals Listed Above

Name 	Phone 	R elationship 

I give permission to New England Orthopedic Surgeons to leave information and instructions on my answering machine. 

I hereby understand and give permission for disclosure, during my examination only, of my Protected Health Information to any individual I 
allow to accompany me into the examination room. I also understand by providing my email address I am allowing transmittal of my Protected 
Health Information.

I acknowledge that I have received a copy of New England Orthopedic Surgeons Notice of Privacy Practices. 

I hereby authorize New England Orthopedic Surgeons, Inc. to release information acquired in the course of my examination and/or treatment to 
my primary care physician, a consulting physician, and my health insurance carrier as part of the normal process in the delivery of health care.

Close Relative not Residing with You

Name 	Ph one 	R elationship 

Authorization to Pay Benefits to Physician

I hereby authorize payment directly to New England Orthopedic Surgeons for all medical/surgical benefits, if any, otherwise payable to me 
under the terms of my health insurance policy.

Statement Of Financial Responsibility

I am responsible for any deductible or co-payment designated by my insurance. I am responsible for any non-covered services, including 
durable medical equipment, as well as obtaining and maintaining a current referral. I fully understand that I am responsible to pay for services 
rendered, including reasonable attorney’s fee and costs of collection in the event of default. I further understand that if a payment becomes 90 
days past due, delinquency at the lesser of the annual rate of 12%, or the maximum allowable rate, will be due on delinquent amounts from 
the date the payment was due.

I have verified the accuracy of all insurance and demographic information which I provided at registration. I 
agree that all of the above authorizations are valid indefinitely unless otherwise stated.

Signature: 	Date: 

If the signature above is not the patient’s, please state your relationship to the patient:

Relationship: 	Date: 
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Patient ID No.: 


