
CAPE FEAR ORTHOPAEDIC CLINIC, PA 
ADULT REGISTRATION FORM 

 
For Office Use Only 

Accident Status Y        N        A        W        B        O     Interviewers Initials____________________________ 

Account Type 01    02    03    04    05    06    08   09   11    13    14    16    17    21    23    25    26    27    28    30    31    33    34    35   

Patient Seen by Dr #_____________ Patient Problem_________________________________________________ DOI/Onset__________________________ 

  New Patient       New Problem      Annual Update      Ins Update      Address Change      Phone # Change CHART #___________________________ 

 
Patients’ Legal Name_______________________________________________________________   SSN ______________________ 
   (Last)    (First)   (MI) 
DOB ____/____/______  Sex:  __ M __ F Age________ Email Address_____________________________________________ 

Mailing Address______________________________________________________________________________________________ 
   (Street/PO Box)   (City)   (State)   (Zip)               
Home Address__________________________________________________________________________________________________________ 
   (Street)    (City)   (State)   (Zip) 

Patients’ Home Phone__________________ _____Work Phone_______________________ Cell Phone________________________ 

Employer Name______________________________________________________________________________________________ 

Employer Address_____________________________________________________________________________________________ 
   (Street)    (City)   (State)   (Zip) 

Employment Status:  ____Full-Time  ____Part-Time  ____Not Employed  ____Retired  ____Self  ____Active-Duty Military 

Marital Status:  __Single  __Married  __Widowed  __Divorced  __Separated Student Status:  __Full-Time  __Part-Time  __None 

Referring Physician______________________________________________ City_______________________________________ 

Primary Care Physician___________________________________________ City_______________________________________ 
 
1.  Primary Insurance Information:  (If Workers Compensation, Please Skip to Block 4 on the next page.) 

Insurance Co. Name/Address_______________________________________________________ Effective Date_________________ 

Policy Holder’s Name_____________________________________________________ Sex: __M __F DOB_________________ 

Policy Holder’s SSN_____________________________________________ Pt’s Relationship to Policy Holder__________________ 

Policy Holder’s Employer Name/Address__________________________________________________________________________ 

Policy ID #______________________________________________________ Group #____________________________________ 

 
2.  Secondary Insurance Information: 

Insurance Co. Name/Address_______________________________________________________ Effective Date_________________ 

Policy Holder’s Name_____________________________________________________ Sex: __M __F DOB_________________ 

Policy Holder’s SSN_____________________________________________ Pt’s Relationship to Policy Holder__________________ 

Policy Holder’s Employer Name/Address__________________________________________________________________________ 

Policy ID #______________________________________________________ Group #____________________________________ 

 
3.  Tertiary Insurance Information: 

Insurance Co. Name/Address_______________________________________________________ Effective Date_________________ 

Policy Holder’s Name_____________________________________________________ Sex: __M __F DOB_________________ 

Policy Holder’s SSN_____________________________________________ Pt’s Relationship to Policy Holder__________________ 

Policy Holder’s Employer Name/Address__________________________________________________________________________ 

Policy ID #______________________________________________________ Group #____________________________________ 

FORM CONTINUES ON BACK SIDE……. 



4.  Complete this section only if this is Workers Compensation (Job Related Injury) 
 
Employer Name______________________________________________________________ Date of Injury____________________________ 

Employer Address_________________________________________________________________________________________________________ 
   (Street)     (City)   (State)  (Zip) 

Contact Person to Verify W/C___________________________________________________ Phone #_________________________________ 

Carrier Name_____________________________________________________________________________________________________________ 

Carrier Address___________________________________________________________________________________________________________ 
   (Street)     (City)   (State)  (Zip) 

Claim #________________________________________________________ Carrier Phone #___________________________________________ 

Does your job require the following (please circle all that apply)? 

1.  Very Little Lifting (0-10 lbs.)  5.  Frequent Bending & Lifting  9.    Continuous Standing 
2.  Light Lifting (11-20 lbs.)   6.  Frequent Squatting or Kneeling  10.  Sitting 
3.  Medium Lifting (21-50 lbs.)  7.  Climbing    11.  Repetitive motion upper extremity 
4.  Heavy Lifting (over 50 lbs.)  8.  Extended Walking   12.  Repetitive motion lower extremity 
 
**If your problem/injury is the result of an auto accident or workers compensation, is an attorney representing you? 

 ____No       _____Yes If yes, which attorney? ___________________________________________________________ 

 
 
In Case of an emergency, name the nearest local relative or friend (Not living with you): 
 
Name_________________________________________________________________ Phone #_____________________________ 
 
 
I hereby certify that the information provided above is complete and correct.  I authorize Cape Fear Orthopaedic Clinic, PA to submit 
claims and assign benefits, on my behalf, to my insurance company.  I agree to be financially responsible for services and materials 
not paid by my insurance benefit plan, unless the treating physician has a contractual agreement with my insurance plan prohibiting all 
or a portion of such charges.  To the extent permitted under applicable law, I authorize the release of any health information related to 
this claim. 
 
____________________________________________________________________ ____________________________________ 
Signed (Patient/Parent/Guardian)       Date 
 
 
 

FOR MEDICARE PATIENT’S ONLY 
 

Do you have other health insurance besides Medicare? _____NO _____Yes 

If yes,  Are you currently employed? 
 _____NO _____YES Does your employer have more than 100 employees?  ___Y  ___N 
 
If yes, Is your spouse currently employed?  
 _____NO _____YES Does your spouse’s employer have more than 100 employees?  ___ Y  ___N  
 
I request that payment of authorized Medicare benefits be made either to me or on my behalf to Cape Fear Orthopaedic 
Clinic, P.A., for any services furnished me by that physician/supplier.  I authorize any holder of medical information 
about me to release to the Centers for Medicare and Medicaid Services (CMS), and its agents, any information needed to 
determine these benefits or the benefits payable for related services. 
 
Signature_______________________________________________________ Date____________________________ 
 

 
Revised 5/16/2007 


	FOR MEDICARE PATIENT’S ONLY 

