
PATIENT REGISTRATION FORM 
 

ORTHOPAEDIC AND RECONSTRUCTIVE SURGERY 
 www.dallasboneandjoint.com 
        Today’s date:         /      /                         

           
PATIENT INFORMATION 

Last name:   First:           Middle:  Date of birth:  Age:  Sex: 
 
               M    F 
 
Street address:       Social Security no.:    Home phone no.: 
 
             (      ) 
 
City:     State:   ZIP:  Driver’s License no.: State: 
 
 
Occupation:    Employer:      Work phone no.: 
 
             (      ) 
 
Chose/Referred to clinic by (please check one):    Dr.      Marital status:  
 
 Emergency room     Relative  Friend         Other:      S / M / D / W 

 
 

INSURANCE INFORMATION 

Person responsible for payment and/or spouse:   Date of birth:  Age:  Sex: 
 
               M    F 
 
Street address (if different):     Social Security no.:  Home phone no.: 
 
             (      ) 
 
Occupation:    Employer:      Work phone no.: 
 
             (      ) 
Work address:    

 
 
Name of insurance co:     Name of policy holder: 
 
 
Patient’s relationship to policy holder:    Self       Spouse     Child      Other: 
 
 
Certificate no.:         Group no.:     ID no.: 
 
 
 
Medicare no.:         Medicaid no.:   Medicaid eff date: 
 
 

 
IN CASE OF EMERGENCY 

Nearest relative or friend (not living with you):     Relationship to patient:    Home phone no.: Work phone no.:  
               
                          (      )        (     )  
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