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DR. PATEL WELCOMES YOU TO 

COMPREHENSIVE HAND SURGERY 

 

DATE:   _________________________ 

 

PATIENT INFORMATION POLICY HOLDER INFORMATION______________ 

        

       STUDENTS between age 18 and 23, please fill following 

Sex  □M □F    School Name 

       School Address  

       School Telephone # 

Marital status □S □M □D □W   

        

Last Name _________________________  Last Name _________________________ 

First Name, MI _________________________  First Name, MI _________________________ 

Social Security ________________________  Social Security _________________________ 

Date of Birth _________________________  Date of Birth _________________________ 

Address Line 1 _________________________  Address Line 1 _________________________ 

Address Line 2 _________________________  Address Line 2 _________________________ 

Zip Code  _________________________  Zip Code   _________________________ 

Evening Phone _________________________  Evening Phone _________________________ 

Day Phone _________________________  Day Phone _________________________ 

Cell Phone _________________________  Cell Phone _________________________ 

REFERRING PERSON 

REFERRING PHYSICIAN            If not referred: Please write name of primary care physician 

 

Last Name __________________________  First Name_____________________________________ 

Address  __________________________  City ____________________      Zip________________ 

Telephone ___________________________ 

MEDICAL INSURANCE  

HAS YOUR INSURANCE CHANGED SINCE YOUR LAST VISIT?  □Yes  □No 

Primary Insurance____________________  Secondary Insurance ____________________ 

Policyholder Name____________________  Policyholder Name ____________________ 

Relationship ____________________  Relationship  ____________________ 

Policy ID  ____________________  Policy ID   ____________________ 

Group ID ____________________  Group ID  ____________________ 

 
I understand that I am responsible for any payment not covered by my insurance company and will provide payment when requested. 

 

 

Were you injured on job?      □Yes □No   

Were you injured in a car accident? □Yes □ No 

If yes to either question, please fill out back page and we will bill your insurance company. 

 
PATIENT SIGNATURE _______________________________________________________________________ 
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AUTOMOBILE ACCIDENT INFORMATION (NO FAULT INSURANCE) 
 

Date of Accident     _________________________________ 

 

Address of Accident    _________________________________ 

 

Name of Car Insurance Company    _________________________________ 

 

Address of Insurance Company   _________________________________ 

  

Phone Number of Insurance Company  _________________________________ 

 

Policy Holder’s Name    _________________________________ 

 

Policy #       _________________________________ 

  

Claim #      _________________________________ 

 

Claims Representative    _________________________________ 

 

How did accident occur _________________________________________________________ 

 

INJURY ON THE JOB (WORKER’S COMPENSATION) 
 

COMPENSATION CARRIER INFORMATION 

 

Name of Worker’s Compensation Insurance Carrier __________________________________ 

 

Address of Worker’s Compensation Carrier   __________________________________ 

 

Phone Number of Worker’s Compensation Carrier __________________________________ 

 

Compensation carrier representative   __________________________________ 

 

 

INSURANCE POLICY INFORMATION 

 

Workman’s Compensation  Board  Case Number __________________________________ 

 

Compensation  Carrier Number   __________________________________ 

 

Date of Injury     __________________________________ 

 

Social Security Number    __________________________________ 

 

Date of Birth     __________________________________ 

 

How did accident occur_______________________________________________________________ 

 

 

EMPLOYER INFORMATION 

 

Name of the employer    __________________________________ 

 

Address of employer    __________________________________ 

 

Phone number of employer    __________________________________ 

 

 

PATIENT SIGNATURE  _______________________________________________________________________ 

 

 

DATE   ________________________________________________________________________ 


