CENTER FOR ORTHOTICS AND PROSTHETICS INC.
OFFICE HOURS: MONDAY — FRIDAY / 8:00 AM-5:00Pm
(P)901.757.5461 / (F) 901.757.0909

PATIENT INFORMATION
We are able to serve you better in filing of your insurance and medical care if all information is provided below.

Patient Name: O Male [JFemale
First Middle Last
Address:
Street City State Zip Code
Date of Birth: SSN: Height Weight Marital Status
Telephone: Work: Cell:

Email Address:

Emergency Contact: Name: Phone Relationship
Additional Contact: Name: Phone Relationship
Referring Physician: Phone: City:
Primary Physician: Phone: City:
Are you currently: [_] Employed [ ] Unemployed [ ] student [ ] Disabled
Employer’s Name Phone:

(Provide parent’s employer information if patient is a child.)

Is patient a diabetic? [ ] Yes [ |No  If yes, doctor treating diabetes:

Is this a work related injury? [ ]Yes [ ]No Date of Injury Claim #

Adjuster’s Name Adjuster’s Phone #

Primary Insurance: Policy Number: Phone Number:

Insured’s Name: Date of Birth Phone:

Secondary Insurance: Policy Number: Phone Number:
Insured’s Name: Date of Birth Phone:

Signature of patient or guarantor Date



Memphis, TN 38119 Fax: (901) 757-0909

| 6655 Quince Rd., Ste 124 Tel: (901) 757-5461

2 2

Center for Orthotics & Prosthetics, Inc.

HIPAA Documents and Supplier Standards Receipt

, have received the following document(s) on

(Print Name)

, and | agree to the terms listed within them.

(Date)
Document Name Description
Assignment of Benefits authorization to release information. Assignment of Benefits & Authorization
Copy of Warranty & Payment Agreement Policy Warranty Policy
MEDICARE DMEPOS SUPPLIER STANDARDS S:r%pller standards that our facility must conform to provide O & P
Privacy Practice. Acknowledgement Receipt of Notice of Privacy Practices.
Patient (or guardian) Date

NOTICE OF CONFIDENTIALITY: This document contains unconditionally private medical records. Any improper use of the information
contained herein constitutes a breach of patient medical confidentiality.



