
Tri City Orthopaedic Clinic 
Thank You for choosing our office.  In order to serve you properly, we will need the following information 

PATIENT NAME AS IT APPEARS ON THE INSURANCE CARD: 
(Last) ______________________________ (First) ______________________________ (Middle) ______    
□Female □Male Birth Date: __________ Age: _________ Social Security No: ________________ 
□Single  □Married  □Widowed  □Divorced 
Mailing Address: _______________________________________________________________________ 
(City) ____________________ (State) __________ (Zip) __________ 
Phone: Home: _______________ Work: _______________ Cell: _______________ 

By signing this document, I am giving Tri City Orthopaedic Clinic permission to contact me on all phone numbers listed. 
Employer: __________________________________________________ Phone: ____________________ 
Employer Address: _____________________________________________________________________ 
(City) ____________________ (State) __________ (Zip) __________  
Referring Doctor: _______________ Primary Care Doctor: _______________ Other Physicians: ________  
Language: □English □Spanish □Russian □Other Interpreter Service: _______________________ 
Ethnicity: □Caucasian □Hispanic/Latino □Asian □American Indian/Alaskan Native □Black/African American □Native 
Hawaiian/Other Pacific Islander □Decline 
Person Responsible For Payment: (if patient is a minor under 18):_______________________________ 
□Female □Male Birth Date: __________ Age: _________ Social Security No: ________________ 
Mailing Address: _______________________________________________________________________ 
(City) ____________________ (State) __________ (Zip) __________  
Phone: Home: _______________ Work: _______________ Cell: _______________ 
Emergency Contact: 
(Last) ______________________________ (First) ______________________________ (Middle) ______    
Phone: Home: _______________ Work: _______________ Cell: _______________ 
Relationship to Patient: __________________________ 
Reason For Visit (List Body Part): □Left____________ □Right____________ 
IS THIS PROBLEM WORK RELATED? □Yes □No   Employer at the time of injury: __________________ 
Injury Date: _______________Claim Number: _______________ Claim Manager: ___________________ 
Last date worked: ___________________ 
Industrial Insurance Carrier: ______________________________________________________________ 
Insurance Carrier Address: _______________________________________________________________ 
(City) ____________________ (State) __________ (Zip) __________ Phone: ________________ 
Is the Claim Currently Open: □Yes □No  If Not, When Did the Claim Close? _______________ 
IS THIS PROBLEM THE RESULT OF A MOTOR VEHICLE ACCIDENT? □Yes □No 
Date of Accident: _______________ State Accident Occurred: _______________ 
Claim Number: _________________ Claim Manager: ______________________ Phone: _____________ 
MVA Insurance: ________________________________________________________________________ 
MVA Insurance Address: _________________________________________________________________ 
(City) ____________________ (State) __________ (Zip) __________ Phone: ____________________ 
 
 
 



Primary Medical Insurance: __________________________  
Subscriber ID #:_________________________ 
Group #:_______________ 
Subscriber Name: _________________________________________________  
Subscriber Birth Date: ______________  Social Security No: ________________ 
Subscriber Address: Mailing Address: _______________________________________________________ 
(City) ____________________ (State) __________(Zip) __________  
Phone: Home: _______________ Work: _______________ Cell: _______________ 
Subscriber Employer: ____________________________________________ 
 
Secondary Medical Insurance: __________________________  
Subscriber ID #:_______________________ 
Group #:_______________ 
Subscriber Name: _________________________________________________  
Subscriber Birth Date: __________  Social Security No: ________________ 
Subscriber Address: Mailing Address: _______________________________________________________ 
(City) ____________________ (State) __________ (Zip) __________  
Phone: Home: _______________ Work: _______________ Cell: _______________ 
Subscriber Employer: ____________________________________________ 
 
Tertiary Medical Insurance: __________________________ Policy #:__________________________ 
Group #:_______________ 
Subscriber Name: _________________________________________________  
Subscriber Birth Date: __________  Social Security No: ________________ 
Subscriber Address: Mailing Address: _______________________________________________________ 
(City) ____________________ (State) __________(Zip) __________  
Phone: Home: _______________ Work: _______________ Cell: _______________ 
Subscriber Employer: ____________________________________________ 

 
I have completed the above information to the best of my knowledge.  I request that payment of authorized benefits be made to me or on my behalf 
to Tri City Orthopaedic Clinic for any services furnished to me.  I authorize Tri City Orthopaedic Clinic to release any medical information which may 
be requested to determine benefits through my above named insurance carrier.  I understand that if any insurance does not pay in full for services 
provided by Tri City Orthopaedic Clinic, I assume liability for the unpaid portion.  This agreement shall be governed and enforced in accordance with 
the laws of the State of Washington. 
 
X____________________________________________________________________________________ 
Signature of Authorized Person   Date   Relation 

I have received a copy of Tri City Orthopaedic Clinic “Notice of Privacy Policy” 
Please Initial: __________ 
 
 


