
Patie t I for atio

Patie t a e: ________________________________________________________  Date: _____________________
Add ess: __________________________________________________________________  Ph: _______________________
Cit : ____________________________________  State ______   Zip __________________Cell: ______________________
E ail add ess:_______________________________________________________  Bi thdate: _____________________________
Fa il  ph si ia : __________________________________________Refe i g ph si ia : _______________________________
Se :  M  F i le o e     Refe i g sou e a e  ___________________________
SSN:  ___________________________ Ma ital status: __________________D i e s li e se: ___________________________
A  p e ious a es: __________________________________
E plo e  a e: ____________________________________ O upatio : _______________________________________
E plo e  add ess: __________________________________ Wo k ph: ________________________________________
Cit  ____________________________________ State ____________________________________  Zip________________
E e ge  o ta t: ______________________________________Ph: _________________________________________ 

Perso  respo si le for pa e t:  Self: ___________________________________________________________________
Add ess: __________________________Cit : __________________________State: _________Zip: __________________
Ho e ph : ____________________________________  Wo k pho e: ____________________________________________

st I s. o pa : ________________________________ Na e of i su ed: _____________________________________
SSN of i su ed : __________________________________Bi thdate of the i su ed: _______________________________
Add ess: _________________________Cit __________________________State__________________Zip_______________

E plo e :  ______________________________________I s. ID# ______________________G oup# _______________
d I su a e o. ________________________________Na e of i su ed: ______________G oup#______________

SSN of I su ed: ______________________________Bi thdate of i su ed: ____________/ ____________/ _____________
Add ess: ______________________________________________________________________________________

E plo e :  ___________________I s. ID#___________________G oup # ___________________

I he e  autho ize a d o se t to e a i atio  a d t eat e t as dee ed e essa   ph si ia s of O thopaedi  Spe ialists of No th Cou t , A Medi al G oup, I . I 
autho ize elease of i fo atio  to  i su a e a ie  should it e e essa . The u de sig ed ag ees to pa  a  osts i u ed  O thopaedi  Spe ialists of No th Cou t , 
a Medi al G oup, I . i  the e e t of a ou t deli ue , all a ou ts due i ludi g, ut ot li ited to, easo a le atto e s fees.
I he e  assig  all edi al a d/o  su gi al e efits, i ludi g ajo  edi al e efits to hi h I a  e titled, i ludi g Medi a e, p i ate i su a e a d othe  health pla s to 
O thopaedi  Spe ialists of No th Cou t , a Medi al G oup, I . This assig e t ill e ai  i  effe t u til e oked  e i  iti g. A photo op  of this ag ee e t is to e 
o side ed as alid as the o igi al. I fu the  autho ize the elease of all i fo atio  e essa  to se u e pa e t.

I u de sta d a d ag ee that pa e t  the espo si le pa t  ill ot e dela ed o  ithheld e ause of a  dispute et ee  the espo si le pa t  a d a  i su a e 
o pa , ei u si g age , thi d pa t  pa e  o  e ause of pe di g legal lai s. 

Date: _________________________________Respo si le pa t : ______________________________________________

O ea side Offi e:  Wa i g Road, O ea side, CA   
Carls ad Offi e:   Paseo Del No te, Ste. , Ca ls ad, CA 
Vista Offi e:   Via Ce t e D i e, Vista, CA   

Ph: 0- - 000  Fa : 0- -   |  www.ortho orth ou t . o  
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Chart: _________________________________________________________________________________________________
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TO OUR PATIENTS: Befo e ou egi  t eat e t at O thopaedi  Spe ialists of No th Cou t  ONSC , the la  e ui es that e e plai  ou  ights a d espo si ilities 
hile a patie t at OSNC.  If ou ha e a o plai t o  o e  a out ou  a e, please dis uss it ith ou  p o ide  o  a a age .  If ou  o e  e ai s 

u esol ed, ou a  all the p i a  o e , Ba itt Bu ke at  . Please ead a d sig  the sig  elo . We ill, u less ou o je t, do the follo i g a d 
use o u i atio s like post a ds, telepho e, a out ou  appoi t e ts, e ail, fa i g, pagi g, e ail oi e essagi g to ea h ou, ale t ou, a d lea e ou 

essages. You  sig atu e at the otto  o otes ag ee e t a d u de sta di g.  We a  also use a sig i  sheet at the f o t desk a d ask that ou sig  ou  
a e. We ha e ou  pe issio  to a ui e ou  edi atio  histo : I itial _______

CONSENT FOR TREATMENT: B  sig i g this fo , I o se t to a d autho ize  health a e p o ide  to e a i e a d t eat e.  I u de sta d that this ould i lude 
la  tests, a s, edu atio  o  othe  diag osti  p o edu es.  I u de sta d that  P o ide  is a aila le to e plai  the pu pose of the p o edu es a d t eat e t a d 
that I ha e the ight to efuse e o e ded t eat e t.  M  p o ide  has  pe issio  to se u e a  of  edi al e o ds fo  the pu pose of t eati g e a d 
o u i ate ith  PCP o  othe  edi al p o ide s as e essa .  A e o d of  isit a  e set to  efe i g ph si ia .   ill also o u i ate ith a  

age  as p o ided  la , su h as the CA State Wo ke s Co pe satio  Boa d, o  e plo e  i  the ase of Wo ke s  Co pe satio  i ju .  I itial ______

RELEASE OF MEDICAL RECORDS FOR MY MEDICAL CARE OR AS REQUIRED BY LAW: I u de sta d that it is i po ta t that edi al p o ide s ha e a ess to a  
of  edi al e o ds hi h ill help the  to safel  t eat e a d a age  edi al a e.  I ag ee a d u de sta d that a op  of  edi al e o ds i ludi g 
AIDS, HIV, Beha io al Health Se i e, Ps hiat i  Ca e, a d t eat e t foe al ohol o  d ug use ill e i luded as pa t of  health i fo atio  fo  pu poses of  

edi al a e a d fo  usi ess ope atio s.  I also ag ee that OSNC a  elease  edi al e o ds to a editi g o  egulato  age ies if those age ies e uest 
 e o ds.  

The follo i g people a  ha e a ess to  edi al i fo atio  at OSNC: Please list  elatio ship  a e: i.e., ife  a e S ith. 

 ______________________________  ______________________________  ______________________________

Others involved in your healthcare.  We a  dis lose to a elati e o  a  othe  pe so  ou ide tif  ou  health i fo atio  that di e tl   elates to that pe so s 
i ol e e t i  ou  health a e o  ho has espo si ilit  fo  pa e t of ou  health a e. We a  also use o  dis lose ou  health i fo atio  to otif  o  assist 
i  otif i g a elati e o  a  othe  pe so  espo si le fo  ou  health a e.  We a  also use o  dis lose ou  health i fo atio  to otif  o  assist i  otif i g a 
elati e  o  a  pe so  espo si le fo  ou  a e of ou  lo atio , ge e al o ditio . 

PARTICIPATING INSURANCE / BILLING PROCESS / MEDICATE / MEDICAID ASSIGNMENT OF BENEFITS-PAYMENT OSNC MEDICAL BILLS. I request that payment 

of  ills  the thi d pa e  e ade to OSNC o   ehalf fo  a  se i es fu ished to e  o  i  OSNC. I assig  the e efits pa a le fo  ph si ia  se i es 
to OSNC o  ph si ia  fu ishi g the se i es.  I  o side atio  of o e isits, I ag ee to pa  OSNC fo  all the ha ges ot o e ed  a  thi d pa t  pa e .  I ha e 

ee  p o ided a op  of the fi a ial poli  of OSNC.  I u de sta d I ill e illed .  fo  a o sho  appoi t e t, a d  p o essi g ha ge fo  e illi g a  
ha ge ot paid ithi  a  da  pe iod. We ill ha ge .  NS fee fo  a  ou ed  he k a d  fee fo  o pa s hi h a e ot paid at the ti e of se i e a d 

ha e to e illed.  The e is a fee fo  o pleti g i su a e fo s ot elated to ph si ia  ei u se e t.  I itial _____

RELEASE OF MEDICAL RECORDS FOR BILLING PURPOSES: I  a  i sta es, a thi d pa t  pa e  ill pa  a po tio  o  all of  edi al ills elated to toda s 
isit.  I  o de  fo  a thi d pa t  pa e  to pa  a  o  all of  ills elated to toda s isit at OSNC, I u de sta d the thi d pa t  pa e  a  e ui e i fo atio  

a out the edi al a e a d t eat e t I e ei ed.  I autho ize OSNC o  its elated e tities to elease to the thi d pa t  pa e  a  i fo atio  eeded to 
dete i e the pa e ts elated to the edi al t eat e t I e ei e. 

PATIENTS RIGHT TO PRIVACY: I a k o ledge that I ha e ee  ade a a e of OSNC s p i a  p a ti es a d HIPAA egulatio s hi h a e posted i  the e eptio  
a ea o  e site.  I ha e ee  offe ed a op  of OSNC s oti e of p i a  p a ti es to keep fo  self. 

AUTHORIZATON TO COMMUNICATE VIA EMAIL, ANSWERING MACHINE, ETC.: I autho ize OSNC to lea e essages a out  P i ate Health i fo atio  fo  
e o   a s e i g a hi e, e ail, o  te t if I ha e p o ided that i fo atio . We a  lea e essages o  ou  a s e i g a hi e o  ith a  i di idual that 

a s e s ou  ho e pho e  e a  all ou  pla e of e plo e t to gi e ou i fo atio  a out ou  isit.  We a  s hedule appoi t e ts fo  follo up isits o  
diag osti  tests hile ou a e at ou  he k out i do .  We a  se d post a ds a d othe  o espo de ts. I u de sta d I ha e the ight to e oke this o se t, 
i  iti g, at a  ti e e ept he e O thopaedi  Spe ialists of No th Cou t  has al ead  ade a dis losu e i  elia e o  this o te t. This autho izatio  e pi es  
ea s f o  date oted u less ithd a  i  iti g.  

I u de sta d that if NO o je tio s is oted a o e, I a  gi i g  o se t fo  ALL listed a o e. 

_________________________________________________________________________________________________________________________________
Patie t o  autho ized sig atu e       Date

Patie t Co se t for reat e t  elease of I for atio   Co u i atio  uthori atio

O ea side Offi e:  Wa i g Road, O ea side, CA   
Carls ad Offi e:   Paseo Del No te, Ste. , Ca ls ad, CA 
Vista Offi e:   Via Ce t e D i e, Vista, CA   

Ph: 0- - 000  Fa : 0- -   |  www.ortho orth ou t . o  

P

a e:________________________ DOB:________________________Acct.#:________________________Chart#:_______________________
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