
 
Patient Demographics 

 

 

Patient Name: ______________________________________  Birth Date: _____/______/______ 
   LAST                                     FIRST                                   MI 

 

Social Security No: _______-_______-________    Gender:      �      Male        �        Female 
 
Address: ________________________________________________________________________ 
                    STREET ADDRESS    CITY   STATE   ZIP 

 
Home #: ____-_______-_____  Cell #: _____-______-_______   Work #:______-______-______ 
 
 

Marital Status:  � Married   � Single � Divorced  � Widowed       Preferred Language:_________________ 
 

Race:      � African American  � American Indian/Alaska Native  � Asian  � Hispanic 
   � Native Hawaiian / Pacific Islander  � White  � Other 

 

Ethnicity:    � Hispanic or Latin Decent  � Not Hispanic or Latin Decent  � Do Not Wish to Report 
 

Emergency Contact Information 
 

Name: _____________________________________________   Phone: ______-_______-______ 
 
Release of Medical Information 
 

(Medical Information may be released to the following individuals) 

 
Name: _______________________ Relationship: _________________ Phone: ______________ 
 

Name: _______________________ Relationship: _________________ Phone: ______________ 
 
Payment Information 
 
Form of Payment:    � Health Insurance   � Auto Insurance   � Workers Comp   � Self Pay    � Other 
 

Primary Insurance: 
 

Primary Company:_________________________________ Insured’s Name:________________________ 
 

Policy #:___________________ Group #:_______________ Insured’s Date of Birth :_________________ 
 

Secondary Insurance 
 

Secondary Company:_______________________________ Insured’s Name:________________________ 
 

Policy #:___________________Group #:________________ Insured’s Date of Birth :_________________ 
 
Self Pay Agreement 
 

I agree to pay for medical services rendered from Orthopedic Performance Institute, PLLC.  I understand 
that payment arrangements must be made prior to establishing as a new patient. 

 
Patient Signature: _______________________________________  Date: __________________ 

�  New Patient    �  Updated Information 


