Advanced Orthopedic Solutions, PC
2240 E. Hill Rd, Suite H, Grand Blanc, MI 48439                                 		1140 S. Linden Rd, Bldg A, Flint, MI  48532

Patient’s Legal Name (last)_____________,(first)______________,(initial)______
Address________________________city_____________State______zip_______
Phone: (home)_______________(work)_____________(cell)_________________
SS#__________________________, Email address_________________________
Date of Birth_____________Marital Status_____________ Injury Date _________
Primary Insurance____________________________________________________
Subscriber________________DOB________Relationship to Patient ___________
Secondary Insurance_________________________________________________
Subscriber________________DOB________Relationship to Patient____________
Patient’s Occupation______________________Employer____________________
Employer’s Address___________________________________________________
Emergency Contact__________________________Phone____________________
Name of Referring Physician____________________________________________
Release of Information
I give permission to Advanced Orthopedic Solutions, PC to release information, verbal and written, contained in my medical record, and other related information, to my insurance company, rehab nurse, case manager, attorney, employer, school, related healthcare provider, assignees and/or beneficiaries and all other related persons as it relates to my treatment.  The signature below certifies that I have read and understand the above information. _________________________________________________________ 
Notice of Privacy Practices (HIPPA Acknowledgement/Consent)
I hereby acknowledge that I have received a copy of The Notice of Privacy for Advanced Orthopedic Solutions, PC. The signature below certifies that I have read and understand the above information. _________________________________________________________
