
patient registration
Please take the time to fill in all the blank spaces.

patient information

who should be notified other than husband or wife in case of emergency?

patients last name	 first	 middle

age	 birthdate	 sex	 social security number	 phone
	 —	 —
patients mailing address	 employer

city	 state	 zip	 occupation	 business phone

spouse’s name	 employer address

spouses employer	 business phone	 city	 state	 zip

responsible party: responsible for obtaining current and updated referrals from family doctor.

name	 phone number	 relationship

full name	 home phone	 social security number
	 —	 —
address	 employer
	 -	 -

city	 state	 zip	 occupation	 business phone

insurance information - Please present your insurance card to the receptionist today.

if due to an injury:

Primary Insurance Plan: _ _________________________________________________________________________

Group Number:________________________________ ID Number:__________________________________________

Subscriber’s Name:_______________________ D.O. B.___________Employer:_ _______________________________

Secondary Insurance Plan: _______________________________________________________________________

Group Number:________________________________ ID Number:__________________________________________

Subscriber’s Name:_______________________ D.O. B.___________Employer:_ _______________________________

Name of Referring Physician:________________________________________________________________________	

Date of Injury:_ ________________________________Time:_________________ Where:_ _______________________

How Did This Happen?_____________________________________________________________________________

Is this Due to an On the Job Injury?   Yes / No    If Yes, Name of Employer at Time of Accident:____________________

Is there an Attorney Representing Your Injury?    Yes / No      If auto accident, what state?_________________________

Name of Attorney:________________________________ Phone Number:_____________________________________	

[      ]  i have no insurance coverage - please bill me direct.

	 Signature:___________________________________________	

please sign the insurance payment authorization on the back of this sheet



insurance authorization and assignment

medicare authorization and assignment

privacy policy

I authorize medical care for ________________________________. I hereby authorize my insurance benefits 

be paid directly to the physician. I understand I am financially responsible for payment of all services according to Rainier 

Orthopedic Institution policy, regardless of any pending insurance claims. I authorize the physician to release any information 

necessary to the insurance company (ies) as listed above for the processing of claims.

I understand that my express consent is required for the medical provider to release any information in relation to the 

diagnosis and/or treatment of HIV (Aids virus), sexually transmitted disease, drug or alcohol abuse, psychiatric treatment or 

mental illness. If I have been treated or diagnosed in connection with any of the above listed conditions, you are specifically 

authorized to release to the above listed insurances all information or medical records relating to the diagnosis, testing or 

treatment.*

Client assumes all responsibility for Collection fees, Collections costs, Attorney fees and Court costs.

Patient Signature:____________________________________________________  Date_ ________________________

If a minor, by parent or guardian:__________________________________________ Date_ ________________________

*If the patient has reached his/her 14th birthday, ONLY the patient may authorize disclosure relating to sexually transmitted disease.

I authorize any holder of medical or other information about me to the Social Security Administration and Health 

Care Financing Administration or its intermediaries or carries any information necessary for this or a related Medicare / 

Medigap / other insurance claim.

I permit a copy of this authorization to be used in place of the original, and request payment of medical insurance 

benefits to the party who accepts assignment.

Regulations pertaining to Medicare assignment of benefits apply. I understand it is mandatory to notify the health 

care provider of any other party who may be responsible for paying for my treatment. (Section 1128B of the Social Security 

Act and 31 U.S.C. 3801-3812 provides penalties for withholding this information).

Regulations pertaining to Medicare assignment of benefits also apply

Patient Signature:____________________________________________________  Date_ ________________________

I have received a copy of the Rainier Orthopedic Institute privacy notice.

Patient Signature:____________________________________________________  Date_ ________________________


