Steingart Orthopedics, P.C.

Aok # PATIENT INFORMATIOMN SHEET
** *Pleage Print & Complete Everything Today's Oate
Patient's full name _ Beth Dite ~ AGE
Current address P
Street City Sate I
Martial Status: Single Married Othier 558 M F
Patient’s Employer - Deccuspatzon
Address o ) — Phange
Sureet LCiey State ip
Parent or Spouse’s full names S54 Birth Date
Parent or Spouse’s Enployer Decupation
Arddress e . — _ Phane
Srraet. ity Seata fip
Hedarred by
RELATIVE WHOM WE MAY COMNTACT IN THE EVBNT OF AN ENMERGENCY:
Meeme Pheme # _ Relationship |
Aren of Complasnt? _

Sports mpay?  Yes  No Work injury? Yes No

Date af inpry:
Smoker? _ Yes Mo Allergies?

Studant® Yes Mo

Auto Accident?  Yes  Noo Schoaolinury? _ Yes _ No

il ye=s full-tsmi et

Damiriant Hend? Hight. Left

INSURANCE INFORMATION

Primary Insurance Effectve Date
Address ; Insimed Farty
City Chate Tin
o # - GRE # B N _ Typeof Cowage
Phione #
Deductible Co-pay _ Satisfied Q.0P Acodent coverage Percert, for Radiology, Braces, ete,

SECONDARY INSURANCE

Insurance Company Name — — Phone
Address

Careit. Ciy Coats I
Insured Party Pabcy # _ Group
Iresurance Compary MName __ Fhona
Address B -

Serpnt. Cliey Srate Fi
Insured Porty Pulicy # Geaup #

[OVER]



Fatient MName: . DB Mocount #

AUTHORIZATION

I'hereby authorize STEINGART ORTHOPEDICS e relessi any mfvemeation acouired in the cooese of oy examnation or
treatmernt.

| hereby authoree any physician, hospiad, o medical cars faclity to provide all information on ey redical care and treatment
o STEINGART ORTHOPEDICS.

I hierehy anthonre photocopies al this form and my signatuee to be as valid as the original.

| herely authorze payment directly o STEIRGAHT ORTHOPEDICS for the surgical and for medical benefits, i any, otherwice
peyahle toome under terms of my insuronce.

I ebgibéty of insurance cannot be veriiad, or i deductible has not been met, | understand that | will be responsibss for the
cost ol all medical seraces rerdered.

| agres to pay ary coflection costs and Sor othorney fees as may be requeed to effect collection of charges mourred.
DATE: _ HIGMATURE

CONSENT FOR TREATMIENT OF MINDR

| hierehy gue: my consent for the atcending physician to render medicol treatment, os deemed necessary b my child,

Slq_na-u.re n‘f-l'-'amm,-'ﬂuamian stz

'ﬂl’:n;:.ﬁ
AUTHORIZATION BRECEIVED BY PHOMNE

Farent or Guardian, _

Withess:

Witness:

STEINGART ORTHOPEDICS, P.C.

MICHAEL A. STEINGART, D.O.
ORTHOPEDIC SURGERY * BOARD CERTIFIED

16601 MNorth 40th Street, Suite 210, Phoenix, AZ 85032 « 602-923-8500, Fax 602-923-3502



