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Please Print

Patient’s Name:

X

A AN

PLYMOUTH BAY

ORTHOPEDIC
ASSOCIATES, INC.

[ ] R. Scott Oliver, M.D.

(] Joseph F Zabilski, M.D.

[ Walter G. Stanwood, M.D
[ ] EricP Rightmire, M.D.

Last First MI
DOB: Age: SSN: Marital Statuss M SDW Sex:M F
Street Address: PO Box:
City State: Zip:
Home Phone: Cell Phone:
Emergency Contact: Phone #: Relationship:
How did you hear of us!?
Is today'’s visit due to an auto accident? YN Date of Injury:
Is today’s visit due to a work related injury? YN Date of Injury:
Employer: Phone:
Street Address: PO Box:
City State: Zip:
Occupation:
Health Insurance Company Name Certificate #: Group #
Subscriber: Relationship to Patient:
Secondary Insurance Company Name Certificate #: Group #
Subscriber: Relationship to Patient:
Primary Care Physician: Phone #:
Address: City State:  Zip:
Referred By: Phone #:

PLEASE READ:

| authorize Plymouth Bay Orthopedic Associates, Inc. to furnish information acquired in the course of this examination or
treatment to my insurance carrier for the purpose of payment.l, hereby, assign to Plymouth Bay Orthopedic Associates, Inc.
all payments for medical services rendered to me or my dependents. | understand that this assignment does not lesson my
financial responsibility for any charges not covered by myinsurance. Plymouth Bay Orthopedic Associates, Inc. reserves the
right to request payment at the time of service.

Signature: Date:

RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEDGEMENT FORM

| acknowledge that | have seen the Notice of Privacy Practices and received a copy.

Signature: Date:









