PATIENT DEMOGRAPHIC SHEET

PATIENT INFORMATION

Last Name:

First Name:

Middle Name:

Nick Name:

Date of Birth: Soc Sec: - -

Gender: [_] Male [_] Female Weight: Height:

Email (18yrs+):

(Patient must be 18-years of age or above)
Sandhills Orthotics & Prosthetics will not use the email for any solicitation. Email
will ONLY be used for Patient Quality Outcome Survey(s) that are required under
the governance of Medicare.

**E-PHI- Please initial below, if you permit S.O.P. to release your patient health
information (PHI) via email, if requested.

**Patient’s Initials:
Vocational Category:
[]Employed Full-Time [ _]Employed-Part Time [ ]Retired
[ ] Unemployed [ ]On Disability [ ]On Leave of Absence
[ ]Student Full-Time []Student Part-Time [ ] Homemaker
[ ] Pediatric Patient [ ] Unspecified

Drivers License #:

Please give your Driver’s License to the Front Desk to scanning.

Marital Status: [ ] Single [_]Married [_]Widowed [ ] Divorced

Home Phone: ( ) -

Mobile Phone: ( ) -

Languages: [ ]English [ ]Spanish  Other:

Mailing:
City: State: Zip:
[_] Check if Physical is same as Mailing address
Physical:
City: State: Zip:

RESPONSIBLE PARTY

(Parent or Legal Guardian who resides with patient)

[ ]Self [ ]Parent [_]Legal Guardian, POA [ ] Caretaker

Q EMERGENCY CONTACT
Name:
Relation:

[]Check if Address Same as Patient
Address:
City: State: Zip:
Home Phone: ( ) -

Mobile Phone: (

Email:
Sandhills Orthotics & Prosthetics will not use the email for any solicitation.

Primary Insurance: ID/#
[ ]Medicare [ ] Medicaid
[ ]BCBS []Blue-Medicare [ ] Cigna
[ ]Humana-Medicare [ ]Medcost [ ] United Health Care

[ ] Health Choice

[ JFCC []FCC-Medicare [ _]Other:
[ ] Tricare** [ ] Tricare-Prime** [ ] Tricare-Life**
** Sponsor’s Social Security: - -

“To all who are or have served, Thank You for your Service”

Secondary Insurance: ID/#
[ ]Medicare [ |BCBS [ ]Bankers Life [ ] Mutual Omaha
[ ]Medicaid [ JAetna [ ]AARP [ ]Cigna
[JUHC [JFCC [ Other:
[ ] Tricare** [ ] Tricare-Prime** [ ] Tricare-Life**

** Sponsor’s Social Security: - -

Worker’s Comp:
Employer Name:

Adjuster Name:

Adjuster Phone:

Claim #:

Accident Date: <SLLIN,

be necessary for the completion of my insurance claims to Sandhills
Orthotics & Prosthetics. A copy of this authorization form is valid. | also
consent to the release of my medical and private health information by
Sandhills Orthotics & Prosthetics for use as described in the Notice of
Privacy Practices. My signature below acknowledges receipt of the Notice
of Privacy Practices.

Name:

Address:

City: State: Zip:
Home Phone:  ( ) -

Mobile Phone: ( ) -

Email:

Signature of Patient (or) Guardian Date

Sandhills Orthotics & Prosthetics will not use the email for any solicitation.

Print Name & Relation

B taceback

www.facebook.com/SandhillsOrthotics
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