PATIENT INFORMATION (Please Print Clearly)
Name:___________________________________________ Date:___________

S/S#____-___-_____

Address:_______________________________________City:_________________State:___ Zip:___________
Sex:    Female    Male    Age:___  Birth Date:________  Phone#                     ______Work #________________
Your employer 





___Occupation___________________________

Business Address_______________________________ City _________________ State___ Zip____________

Chief  Complaint___________________________________________________________________________

__________________________________________________________________________________________

Previous Surgery:   Yes     No     When:
____ __                 Where:



__________
Previous Trauma:    Yes     No    When:

 ______   Where:________________________________
History Of Cancer:  Yes     No     What type:_______________________ Current Status:_________________

Diag. Code 1: 

2:

 3:

 4: 
Date of Films:___________  What part of the body:_____________________ Date of Injury:______________    
PERSONAL INSURANCE INFORMATION

Primary -Please complete and attach copy of card.

Name of insured:________________________________ Relationship to patient____________________

Birth date:__________ Social Security # __________________Phone #___________________________

Name of employer________________________________ Work phone # _________________________

Address:_______________________________ City:__________________ State:____ Zip____________

Insurance Co.____________________________ Group # ______________Employee I.D. # ___________
Phone #____________ Address__________________________ City__________ State___ Zip_________

Secondary - Please complete or attach copy of card.

Name of insured_______________________________ Relationship to patient______________

Birth date_________ Social Security #____________ Phone #___________

Name of employer___________________________ Work phone # ______________

Address_______________________ City_________________ State___ Zip_________

Insurance Co.___________________________ Group #_______________ Employee I.D. # ____________
Phone # __________Address________________________ City__________ State___ Zip______

All procedures are billed with a “26” Professional Component Modifier. The facility taking the x-ray should bill with a “TC” Modifier
AUTO ACCIDENT/PERSONAL INJURY INFORMATION

Date of Injury:_________________
Medpay Information:

Name of your insurance______________________________ Claim Address__________________
City_________________________ State____ Zip________ Telephone_______________________

Adjuster's Name_____________________________ Claim Number_________________________

At Fault Party Insurance:

Name of at fault insurance___________________________ Claim Address____________________

City___________________________ State____ Zip_________ Telephone_____________________

Adjuster's Name___________________________ Claim Number____________________

Attorney:

Name________________________________

Address______________________________ City______________ State___ Zip________ Telephone___________

WORKERS COMPENSATION INFORMATION

Date of Injury:____________ Claim Number________________________

Managed Care Organization/Self Insured Company_________________________________ Address___________________________________________

               City_____________________ State____ Zip_________ Telephone_______________
