
 

 

 
 

 

FILE CHARGES TO:  □ Health Ins  □ Auto Accident □  2
nd

 Opinion  □  Work Comp 

REFERRED BY:  □ Doctor □  Patient □  Newspaper □  Radio □  Other ____________________ 

 

 

 

____________________________________________________ 

Patient  Full Legal Name                                                        Sex 

 

_____________________________________________________ 

Street Address 

 

_____________________________________________________ 

City, State and Zip 

 
_____________________________________________________ 

Date of Birth                       Age                    Social Security No. 
 

_____________________________________________________ 

Home Phone                                                   Work Phone 

 

_____________________________________________________ 

Cell Phone 

 
Marital Status    ___Single          ___Married       ___Separated 

 

                             ___Divorced      ___Widowed 

 

 

 

____________________________________________________ 

Referring Physician Name 

 

____________________________________________________ 

City, State and Zip 

 

____________________________________________________ 

Phone 

 

 

 

____________________________________________________ 

Primary care physician  

 

____________________________________________________ 

City, State and Zip 

 

____________________________________________________ 

Phone 

 

 

INSURANCE INFORMATION 
 
 

_____________________________________________________ 

PRIMARY INSURANCE 

 

_____________________________________________________ 

Name of Insured 

 

_____________________________________________________ 

Date of Birth                                                    Social Security No. 

 

Relationship to patient: ___Self ___Spouse ___Child 

              ___Other     

 

___________________________________________________ 

SECONDARY INSURANCE 

 

____________________________________________________ 

Name of Insured 

 

_____________________________________________________ 

Date of Birth                                                  Social Security No. 

 

Relationship to patient: ___Self ___Spouse ___Child 

              ___Other     

 

 

EMERGENCY CONTACT:  Name_____________________________________________Relationship_____________________ 
 

Home#_______________________________Work #______________________________Cell #_____________________________ 

 

Do you have an Advanced Directive or Living Will?  (circle one) YES  NO 

Heartland Hand & Spine Orthopaedic Center, P.A. 
PATIENT INFORMATION 

___William O. Reed, Jr., M.D.                                                                            ___Glenn M. Amundson, M.D. 
___Alexander S. Bailey, M.D.                                                                            ___ William O. Hopkins, M.D. 



 

 

 

 

 

--EMPLOYMENT INFORMATION-- --SPOUSE INFORMATION-- 
 

_____________________________________________________ 

Employer’s Name 

 

_____________________________________________________ 

Phone  

 

_____________________________________________________ 

Employer Address 

 

_____________________________________________________ 

City                                                             St                      Zip 

 

_____________________________________________________ 

Spouse Name 

 

_____________________________________________________ 

DOB:                                                  SS# 

 

Work Phone:_________________________________________ 

 

Cell Phone:___________________________________________ 

 

Email:_______________________________________________ 
 

PATIENT CONFIDENTIALITY 
 
I hereby authorize the release medical information to ____________________________________________ 

relationship___________________.    I hereby authorize Heartland Hand & Spine to leave information on my voicemail 

at (Check all that apply)   ____ HOME    ____WORK   ____ CELL 

 
PATIENT SIGNATURE__________________________________________________  Date_______________ 

 

AUTHORIZATION AGREEMENT 
I authorize the release of my medical records as needed to any physician, facility or other provider of services that 

Heartland asks to participate in my medical treatment. 

 

PATIENT SIGNATURE__________________________________________________  Date_______________ 
 

ASSIGNMENT OF BENEFITS/FINANCIAL AGREEMENT 
I hereby authorize Heartland Hand & Spine (HHS) to bill my insurance company for payment of benefits on my behalf. I 

authorize HHS to release medical information required by my insurance company to process my claims. HHS will submit 

my claims and reconcile my account by the terms of their contract with my insurance company. I understand and agree 

that I am responsible for all fees for services provided to me by HHS not covered by my insurance.  I agree to provide 

HHS with current insurance, personal address and billing information and will notify HHS of any changes in a timely 

manner. 

The patient understands they are responsible for complying with all requirements of their insurance plan and any failure to 

do so may result in denial or non-payment of healthcare claims, and that the patient will be financially responsible for all 

fees for services provided by HHS and its representatives. 
 

PATIENT SIGNATURE__________________________________________________  Date_______________ 

 
MEDIGAP AUTHORIZATION 

I hereby authorize payment of my Medigap benefits to Heartland Hand & Spine for all claims filed on my behalf.  This 

authorization applies to all services until it is revoked by me or my representative. 
 

BENEFICIARY SIGNATURE:_______________________________________________  Date_______________ 

 

Medicare Number_______________________MedigapInsurer_______________________________________ 

 

Phone____________________Address__________________________________________________________ 
 

PATIENT SIGNATURE________________________________________________  Date___________________ 

Heartland Hand & Spine Orthopaedic Center, P.A. 
PATIENT INFORMATION 

Page 2 

Patient Name:_________________________________        Date of Birth:______________________ 


