Fresno Orthopaedic Associates
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Today's Date

Please Check Physician: [0 Edward A. Lembert, M.D. 0 Michael R. Oberto, M.D.
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Have you been seen in this office before? O Yes 0O No
If yes, last date seen.
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Primary Care Physician

Referring Physician
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O Single O Married 0O Other

e e o
Last Name First Name Middle Name Home Phone Number
Address City State Zip Cell Phone Number
Date of Birth Age O Male O Female Marital Status Driver's License Number
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Patient's Employer Position Social Security Number

Employer's Address City State & Zip Name & phone no. of person to contact in case of emergency:
Name of Spouse (or Responsible Party) Relationship to Patient Date of Birth Social Security Number

Address City State Zip Home Phone Number

Spouse's (or Responsible Party's) Employer Position Work Phone Number

Employer's Address City State Zip
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Pat:ents Relat:onshlp to Insured:
O Self O Spouse 0O Child 0O Other

Primary Insurance

Are you:
O Employed 0O Full-time Student O Part-time Student

Insured’s Identification Number Group Number

Policy Number

0O Self O Spouse 0O Child O Other

Insurance Company Address City State Zip

Name of Insured O Male 0O Female | Date of Birth Home Phone Number
Insured's Address City State Zip Work Phone Number
Secondary Insurance Patient's Relationship to Insured: Are you:

O Employed 0O Full-time Student 0O Part-time Student

Insured’s Identification Number Group Number

Policy Number

Address City State Zip
Name of Insured O Male 0O Female | Date of Birth Home Phone Number
Insured’'s Address City State Zip Work Phone Number

In the event of collection action, | shall be responsible for any legal fees incurred.
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Treatment Consent | hereby give consent for medical/surgical treatment to the attending physician to care for myself or | am duly authorized by the patient
as his/her general agent to give consent for such treatment. | hereby give consent for release of medical information to consulting physicians and other medical
personnel, as may be required in the rendering of treatment. | understand that | am financially responsible to the above named office for the services rendered.

Patient / Responsible Party Signature

Date

Authorization _and Assignment | hereby authorize payment directly to the attending physician of any medical/surgical benefits payable to me under the
conditions of my policy for services rendered. | hereby give consent for release to authorized persons of financial and medical information conceming care,
treatment, and charges as may be required to complete all claims for benefits. If | am a Medicare patient, | also authorize the release of medical information to
the Social Security Administration and Health Care Financing Administration or its intermediaries or carriers of any information needed for this or a related
Medicare claim. | understand it is mandatory to notify the health care provider of any other party who may be responsible for paying for my treatment.

Patient / Responsible Party Signature

Date




