
For oFFice Use only

Account no Type Dr. # Date

insUrAnce inFormATion

q privATe insUrAnce  q worker’s compensATion q no-FAUlT q Tpl

primAry insUrAnce nAme & ADDress 

phone:                                        FAx:

sUbscriber nAme sex q m q F birThDATe

sociAl secUriTy # employer eFF DATe

membership #/policy #/clAim # groUp # covg coDe

seconDAry insUrAnce nAme & ADDress

phone:                                        FAx:

sUbscriber nAme sex q m q F birThDATe

sociAl secUriTy # employer eFF DATe

membership #/policy #/clAim # groUp # covg coDe

TerTiAry insUrAnce nAme & ADDress

phone:                                        FAx:

sUbscriber nAme sex q m q F birThDATe

sociAl secUriTy # employer eFF DATe

membership #/policy #/clAim # groUp # covg coDe

injUry inFormATion

DATe oF injUry/onseT conDiTions we Are TreATing yoU For ToDAy

For oFFice Use only

 

   

patient/parent/guardian signature relationship to patient Date

if patient is a chilD, please complete the following:
pArenT/gUArDiAn’s nAme relATionship To pT mAriTAl sTATUs  q single q married q Divorced  

q separated q widowed

home phone bUsiness phone cell/pAger chilD’s school

person(s) who mAy AUThorize TreATmenT For chilD relATionship To pATienT

lAsT nAme FirsT nAme miDDle nAme

sex 
q m      q F

DATe oF birTh sociAl secUriTy # mAriTAl sTATUs   q single  q married  q Divorced  
q separated  q widowed

pATienT’s ADDress (inclUDe ciTy, sTATe AnD zip coDe home phone

gUArAnTor’s nAme & ADDress, iF DiFFerenT (inclUDe ciTy, sTATe AnD zip coDe) cell/pAger

employer nAme/ADDress occUpATion bUsiness phone

spoUse’s nAme spoUse’s employer bUsiness phone

emergency conTAcT nAme/ADDress (someone not living with you) relATionship phone

reFerring DocTor/primAry cAre DocTor phone nUmber e-mAil ADDress

hAve yoU been TreATeD AT All Access orTho prior To ToDAy’s visiT? q yes q no - iF no, pleAse Answer below 
how DiD yoU heAr AboUT Us? q FAmily member q FrienD q physiciAn q yellow pAges q websiTe q google q yelp q employer q insUrAnce 
q mAil q sociAl neTwork

I certify that the insurance information I have provided is correct. I permit a copy of this authorization to be used in place of the original. This authorization is valid until revoked by me in writing.

_______ (initial here)
attorney’s fees and collection expenses should the account be referred to an attorney or collection agency. I agree to pay a $20.00 processing fee in addition to any bank fees for each returned check. 
These included deductible, co-payment, cost-share, and/or non-covered benefits. I also agree to pay a late payment fee of 3% a month on any unpaid balance over 90 days old together with reasonable 
finAnciAl Agreement: I understand that I am financially responsible for all charges whether or not paid by said insurance.

PRIVACY PRACTICES. A copy has been given to you and is posted in the clinic. I acknowledge receipt of the NOTICE OF PRIVACY PRACTICES. _______ (initial here)
AcKnoWledgement of notice of PriVAcY PrActices – Details of your rights and how your medical information will be used and disclosed by All Access Ortho Maui is set forth in the NOTICE OF 
examination rendered to me during the period of such medical or surgical care. I hereby authorize that payments for these services be made directly to my physician or supplier. _______ (initial here)
I authorize All Access Ortho Maui, or its representative, to release to my insurance company or its representative any information including the diagnosis and the records of any treatment or 
AuthorizAtion to releAse medicAl informAtion And Assignment of insurAnce benefits

sstettenbenz
Typewriter
All Access Ortho 
Maui LLC


