NORTH CENTRAL ORTHOPEDICS

ROGER J. LUNKE, M.D., P.A.

540 MADISON OAK DRIVE, SUITE 350

SAN ANTONIO, TEXAS 78258

PHONE: (210) 490-7470


          Mr.

Patient Name: Mrs./Miss/Ms. _____________________________________________________Date of Birth ______________Age________ Sex______

Patient’s Street Address __________________________________________________________________________________Marital Status__________

City__________________________________________________________ State _________________________ Zip ______________________________

Home Phone # ____________________________Cell Phone #_____________________________Work Phone #_________________________________

Social Security # ______________________________Driver’s License # ___________________________Occupation ____________________________

Employer’s Name and Address ___________________________________________________________________________________________________

Responsible Party’s Name __________________________________________________________________ DOB ________________________________

Home Address _________________________________________________________________________________________________________________

Home Phone # ___________________________Work Phone # ___________________________ Driver’s License # ______________________________

Employer _________________________________________________________Social Security # _____________________________________________

Alternate Name & Phone # ______________________________________________________________________________________________________

Referred by _________________________________________________________ Family Dr. ________________________________________________

What part of the body are you seeing the Doctor for? ______________________________________________ Date of Injury/Onset________________

Is the injury work related?    Yes ____ No _____ If yes, name/number of verification contact person _________________________________________

Have you had any previous treatment/surgery for this problem? _______________________________________________________________________  

Were x-rays taken for this injury?  Yes _____   No _____If yes, date & where x-rays taken? ________________________________________________     

Are you allergic to any medication?  Yes ______  No ______ If YES, Please List __________________________________________________________

List OTHER Medical Conditions and/or MEDICATIONS____________________________________________________________________________

INSURANCE INFORMATION

#1    Primary Insurance Co. Name, Address & Phone #   ______________________________________________________________________________                                                               

        Policy/ID # _________________________________Group # ______________________Policy Holder’s Name ______________________________

# 2   Secondary Insurance Co. Name, Address & Phone # _____________________________________________________________________________

        Policy/ID # _________________________________Group # ______________________Policy Holder’s Name ______________________________

PRIVATE INSURANCE AUTHORIZATION FOR ASSIGNMENT OF BENEFITS AND INFORMATION RELEASE:

I, the undersigned, authorize payment of medical benefits to North Central Orthopedics for any service furnished to me by the physicians.  I understand I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my insurance company, referring doctor and other consultants on my case information concerning health care, advice, treatment or supplies provided me.  This information will be used for the purpose of evaluating and administering claims of benefits.

Date _____________________  Signed ______________________________________________________________________________________

MEDICARE LIFETIME SIGNATURE ON FILE


I request that payment of authorized Medicare benefits be made on my behalf to North Central Orthopedics for any services furnished me by the physicians.  I authorize any holder of medical information about me to release to The Center for Medicare Services and its agents any information needed to determine the benefits payable for related services.

Date ____________________   Signed ______________________________________________________________________________________ 

OVER >>>

