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Metro OﬁhOpEdiCS & Sports Therapy Barry Thoimpson, PA.-C

PLEASE COMPLETE ALL PAGES AND HAVE YOUR INSURANCE CARD(S) AND DRIVERS
LICENSE READILY AVAILABLE WHEN SUBMITTING THIS FORM. PLEASE PRINT.

PERSONAL INFORMATION

Today's Date: 7 / Acclz  SSN#: - - Driver Lics: S

Patient Name Mr. Mrs. Ms., Dr.

Home Address: o .
MUt et Wi

. N R I | ) -

City = Zip badi Harme phones cull Phuones

Date of Birth: / / Age: Sex:M F Occupation: -

Status: | [single | | Married | |Separated | | Divorced | | Widowed

Email o

Employer: Phone=: ( ) -

Mttt S ent l: - Simii o

INSURANCE INFORMATION

Responsible Party: M. Mrs. Ms, Date of Birth: ~ /  /
Address: (if different from patient)

Mt ISt Gty At )

Relationship to patient: | | Parent | | Legal Guardian | | Spouse
Home: ( ) - Work: ( ) -
Cell: ( i - SSN4: - -

Method of payment: | | Cash | | Cheele | ] Credit Card

Primary Insurance Address

o o Phone#: ( ) -

Policy Number Group

Subscriber Name ~ Date of Birth: /[

Relation to Patient - S5N=: - -

Secondary Insurance Address - -
Phonez: (_ !

Policy Number _ Group
Subscriber Name - Date of Birth: / /
Relation to Patient

Please check it 'ﬂppliCE‘lb’c: | | Waorkers Comp | | Auto Accident | ] Other Liability

Lawyer or contact person (if applicable): Phones: ( )

METRO PrLaza o 8401 CoLesviLLE ROAD ® METRO LEVEL, SUITE 50 ® SILVER SPRING, MD 20910 ¢ (301) 588-7888
Fax (301) 588-3419
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Workers Comp. Claim Number:
Have you filed a personal injury protection (PIP) for this injury: Yes No (please cirele)

What is the reason for today's visit?

History of present illness:
Location of symptoms? | JLeft | ]Right
Date symptoms started? - R
How symptoms/injury occurred?
Severity of symptoms (scale 1-10, 10 being worse)

What has made symptoms better or worse?

Height: (ft) (in)  Weight (Ibs)
Name of your regular physician: Tel# ( b -
Address: e =

MumpEnStnot City BN 2. Cono
Person to contact in case of emergency Phone 1: ( ) -
Phone 2: ( ) - Relationship: B
Address:

Mumbe Sl et Lty Staati Zip - Lty

Pharmacy Preference:
Fax: ( ) - Phone: ( ) -

Responsible Party:
Address: (if different from patient)

Relationship to patient: | | raremt | ] Legal Guardian | | Spouse | | Other
Home: () - Waork: ( ) - Cell: ( |

Section Optional
Ethnicity: —
Race:

Preferred Language:

How did you find out about us?
What sports do you currently participate in?
How many days/week do you participate in sports?

Please note: If prescribed a therapy program, it may include strenuous exercise. 1 you have any ¢oncerns about

starling an exercise program, please inform us and check wilth your regular physician.

PHYSICIANS SIGNATURE:

METRO PLaza o 8401 CoLESVILLE ROAD ® METRO LEVEL, SUITE 50 ® SILVER SPRING, MD 20970 o (301) 588-7888
Fax (301) 588-3419
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PAYMENT RESPONSABILITY

[ understand that 1 have a personal and prumary obligaton o pay for all miedical services
when rendered and [ agree to pay all ills prompiy. T farther understand thar aliliough Metro
Orthopedics & Sports Therapy may submit a bill 1o my msurance company for payments as a service
to mg, thar service doés not relieve me of my personal responsibalioy to ensure that the insurance
company mitkes payment according o the erms of my pobeyv. | am aware that msurance
pavment/ reimbursement mayv not cover the total balance due tor dhe medieal services | received., |
agree to pay any outstandmeg on my aceosunt, o such wenon s deemed necessary. o addition, | agree
to pay inrerest (at 22" permonth] on my autstanding account balaice of this alinee extends
beyond thiery (30) dags of secapt of miy bill. 1 agree o pay any addinonal fees and/or costs incirred
i order 1o eolleet paymenits on my accountsh L wave my pghts uider Maryland's statue of
linuraiion should reconcliinon of my account extend bevond three (31 vears fraom date of service

Pitient, Responsible painy signatire: [are

INSURANCE AUTHORIZATION

AUTHORIZATION QU S STGNNITENT

I hereby authorze Metro Orthopedies & Sports Therapy to apply for benefits from ny
msurance company on my behalf for covered services by Metro Orthopedies & Sports Therapy.
Finally, 1 authorize the release of any medical or other mformaton necessary 1o proeess clatms

submirted to my insurance compainy
Panent/ Responsible party signature: Drace

AWTHORIZ ATION OF PAYAENT:

| authonze paverent o be made directly 1o Mutro € Irthopedics & Spans Therapn

Pattient/ Responsible ey signarare: B It

MEDICARE INSURANCE ONLY
HEREBY AUTHORIZL ANY HOLDER CF MEDHCAL INFORMNATTION ABOLT AL TO RELEASE
TOTHE HEALTH CARE FINANCING XDMINISTRATION AND ITS AGENTS, ANY
INFORNNTION NEEDED TO DETERNINT THE BENEFTTS PAYABLE FOR RELATED
SERVICES. T ALSQ AUTHORIZE MOST AND DRESGILBERT & OMOHUNDRO P ACTO
INVESTIGNTE THE XON-PAID STATUSOF MY NCCOUNTAWTTIT MEDRTCARE.

Panent/ Responsilile parte signature: [are

METRO PLAZA @ 8401 COLESVILLE ROAD ® METRO LEVEL, SUITE 50 ® SILVER SPRING, MD 20910 « (301) 588-7888
Fax (301) 588-3419
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PAYMENT RESPONSABILITY

Please be advised that we have tound that most instdmnce cireers luve lted or mo benetits for
durable medieal cyuprment {shings, braces, orthoties, eted, Therefore we must collect from vou the tee
for the equipment al the tme of service. Custom made braces are partially covered by some
instirance carrers. At the ume of measuring: vou for the custom made brace, we will contact vour
msuranee carrier to vertty coverage and give vou an estimate of vour responsiliy.

Thank you for your co peration, N_ I Please Tl

NO RETURNS POLICY: 1] recurve any durable medical equipment (shings, braces, orthouces, ete) |
understand thar MOST wall replace any product tor munutacturer's defect wtlun 30 davs from rec eipt uif the
procuct. 1also understand that once [aceepr the produet. as o medical product. it cannot be rerurmed 10
MOST T cvedr, exelhange, or refund

Panent) Respousible party signarure e
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Fax (301) 588-3419



lames L Gilliert, MDD,
Phillip H. Omohundiog M
faseph AL Shrout, M.D
- - B o = Fran Kessous, M.D
Teresa Koebel, A,

Metro Orthopedics & Sports Therapy Barry Thompson, PA

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF
PRIVACY PRACTICES

(TO BE FILED IN CHART)

I have been presented with a copy of the Notice of Privacy Practices, detailing how
my health information may be used and disclosed as permitted under federal and
state law, and outlining my rights regarding my health information.

Signed: Date: v /

Print Name:

Relationship (if notsigned by patient)

I wish to place the following restrictions on disclosure of my health insurance:

tInternal Use Only}
Patient/ Patient Representative Refuses to sign acknowledgement, place document date and
time notice was presented to patient and sign below.

Presented: Date / " Time: __am/pm

Office Representative: Title:
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